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AGREEMENT

UAW LOCAL 889

This Agreement entered into on the first day of January, 2023, between the 16" Judicial Circuit Court, the
Macomb County Probate Court, and the County of Macomb along with the County’s Co-employers the
Macomb County Prosecuting Attorney, the Macomb County Clerk and the Macomb County Treasurer,
hereinafter collectively referred to as the Employer, and UAW Local 889, hereinafter referred to as the
Union, on behalf of all regular employees of the duly recognized and clearly defined collective bargaining
units, as set forth in Article 2, Recognition. 1t is understood and agreed between the Parties that all
Supplemental Agreements are in full force and effect with the individual bargaining units set forth in the
Recognition provision below and the Supplemental Agreements shall be a part of this Master Agreement
as though set forth herein.

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, it's employees and the U.AW.

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 U.A.W. encourage to the fullest degree friendly and cooperative
relations between the respective representatives at all levels and among all employees.

NON-DISCRIMINATION

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

ARTICLE 1
STRIKES AND | OCKQUTS 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.
ARTICLE 2
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 employees described in MERC Case No. R96 K-191 &
R97 A-7, MERC Case No. R96 H-145 & R97 A-8, MERC Case No. R96 K-192 & R97 A-2, MERC Case No.
R97 A-21, and MERC Case No. R96 I-158, provided it is agreed and understood that the County of Macomb
does not, by entering Into this Agreament, 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.



ARTICIE 3

REPRESENTATION AND FEES AND DUES

To the extent that the laws of the State of Michigan permit, it is agreed that:

A.

Employees will be represented by the bargaining unit and may authorize the Employer to deduct
appropriate fees or dues to remit to the Union. If Public Act 349 of 2012 is either declared invalid,
repealed or modified to make union security, including any form thereof lawful, the Union Security
provisions contained in the Labor Agreement will again be in force and effect to the fullest extent
permitted by law.

Upon written authorization from an employee, the Employer shall deduct from the wages, all fees
and dues as are prescribed by the Union and/for this Agreement. Such employee and the Union
hereby authorize the Employer to rely upon and to honor written certification by the Treasurer of
the Union the amounts to be deducted. Such deduction under all properly executed authorizations
shall become effective at the time application is signed by the employee.

The Employer agrees to provide this service without charge to the Union. It is understood and
agreed, that the provision for deduction of the dues is for the benefit of the employees requesting
same, and the Employer is under no obligation to demand or request that employees authorize
such deductions as a condition of employment.

. The Employer shall not be liable to the Union by reason of the requirements of this Agreement for

the remittance or payment of any sum other than that constituting actual deductions made from
wages earned by employees.

The Union will, indemnify and save harmless the Employer from any and all claims, demands, suits
and other liability by reason of action taken or not taken by the Employer for the purpose of
complying with this Article.

ARTICLE 4
REPRESENTATION

The Union shall notify the Employer in writing of the name(s) of the Officers and Stewards of its various
bargaining units. In the event there is a change in a Unit's Chairperson or Steward(s), the Union shall
inform the Employer forty-eight (48) hours prior to such Chairperson or Steward(s) taking over his/her
duties.

The Union will have a Unit Chairperson and Steward(s) adequate to represent the bargaining units.
The location and number of Stewards will be addressed in the Supplemental Agreements.

Stewards shall be permitted a maximum of one (1) hour per day during their working hours, without
loss of time or pay, for the purpose of 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.

The Unit Chairperson shall be permitted a maximum of two (2) hours per day during 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 grievances referred to the Chairperson. A greater period of
time may be permitted by prior autherization from their immediate Supervisor or the Department.

The Unit Chairperson shall be permitted to meet once a month for four (4) hours to discuss Union
business. Release time for this meeting will be applied to release time as defined in paragraph D of
this Article, with additional release time for this meeting, not to exceed four (4) hours for each meeting.



F. Bargaining Committee:

L

The Master Contract Bargaining Committee shall be comprised of the Bargaining Chairperson and
four (4) additional members (one (1) from each of the four (4) Units of Local 889). UAW Local
889 shall be allowed to send a representative(s) to the bargaining sessions. Supplemental
Bargaining Committees shall be as determined at Master Contract bargaining.

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

ARTICLE 5

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 in the bargaining unit, the Employer shall place the new classification in the Wage Schedule that
is found in the respective Bargaining Unit's Supplement to 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.

ARTICILE 6

GRIEVANCE PROCEDURE

A, The Parties intend that the grievance procedure as set forth herein shall serve as a means for a
peaceful settlement of all disputes that may arise between them concerning the interpretation or
operation of this Agreement without any interruption or disturbance of the normal operation of the
Employer's affairs.

B. Any employee having a grievance in connection with thelr employment MUST present it to the
Employer within fifteen (15) days after occurrence of alleged grievance as follows:

1.

STEP 1: The employee must first discuss the specific grievance with their immediate
Supervisor or designee. A Steward shall be present at this meeting; otherwise, the complaint
shall not be considered a formal grievance, as outlined in this Article. The immediate
Supetrvisor 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: WRITTEN - DEPARTMENT HEAD: If the grievance is not settled at the verbal step,
a written grievance may be filed by the Unit Chairperson or designee 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 issue involved, the relief
sought, the date the incident or violation took place, the specific section(s) of the Agreement
alleged to have been violated, the signature of the grievant, the signature of the Unit
Chairperson or designee 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 Unit Chairperson or designee.

STEP 3: DIRECTCR, HUMAN RESOURCES AND LABOR RELATIONS: If the grievance is not
settled in Step 2, such grievance may be submitted by the Unit Chairperson or designee to
the Director, Human Resources and Labor Relations, with a courtesy copy to the Department
Head, within ten (10) days after the Department Head's written response has been received
by the Unit Chairperson or designee. A grievance number shall be assigned when the
grievance is submitted to the Human Resources and Labor Relations Department.




The Unit Chairperson or designee must make a request in writing to conduct a Step 3
grievance meeting and the Parties shall conduct a Step 3 meeting within twenty (20) days
of the receipt of the Unit Chairperson written request. The Union representatives at said
meeting may include, at the Unicn's discretion, the Unit Chairperson or designee, the
grievant, the Steward and a UAW Local 889 Representative. 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 Unit Chairperson 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: ARBITRATION:

a. If the grievance is not resolved at Step 3, or through grievance mediation, the Unit
Chairperson or designee has thirty (30) days from the receipt of 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. The Notice of Intent to Arbitrate shall identify
the name of the Arbitrator selected by the procedure set forth below. If the Unit
Chairperson or designee fails to request arbitration within this time limit, the
grievance shall be deemed not eligible to go to arbitration.

b. If the Parties agree to resolve the grievance, its disposition shall be reduced to writing
and signed by both the Union representatives and Employer representatives.

C. SELECTION OF THE ARBITRATOR:

1,

Within thirty (30) days of the receipt of the written Notice of Intent to Arbitrate, the party
seeking arbitration shall notify one of the arbitrators from the permanent panel of arbitrators
who are listed in the Letter of Understanding which is attached to this Agreement. Selection
shall be made on a rotation basis with the arbitrator listed first as the one who will hear the
first case. The next arbitrator on the list will hear the second case and so on until each
arbitrator shall have heard a case. Once the list has been exhausted, the Parties will go back
to the beginning of the list and start the selection process over with the first name on the
list.

An arbitrator may be removed from the list by written consent of both parties during the life
of the Agreement. Upon such removal, no further cases will be assigned to that arbitrator,
but the arbitrator will hear and decide any cases already assigned to him/her. Within thirty
(30) days after such removal, the Parties shall meet and mutually agree upon another
arbitrator to replace the arbitrator removed. The newly-selected arbitrator will be placed on
the list in the numbered position of the arbitrator he/she replaces. An arbitrator may remove
himself/herself from the list at any time.

The Party seeking arbitration shall notify the arbitrator within ten (10} days of their selection
and begin to arrange the scheduling of the arbitral hearing.

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



D. AUTHORITY OF THE ARBITRATOR:

1.

All 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.

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 within 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.

The arbitrator shall have no power to establish or madify job classifications, to establish wage
rates, or to change any existing wage rate, wark schedule, or assignment, except for
grievances arising out of Article 5, Wage Rates For New Classifications.

In the 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.

To the 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 deciston shall extend beyond the limits of the powers and jurisdiction herein conferred
upon such arbitrator.

The arbitrator shall be without power to award a retroactive pay adjustment in a like or
analogous situation since the Award is not a binding precedent.

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

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

The fees and approved expenses of an arbitrator will be paid by the non-prevailing party.
The arbitrator in their award shall designate the non-prevailing party. In cases where there
is no clear prevailing party, the arbitrator shall so designate and the fees and expenses of
the arbitrator shall be paid equally by the Parties.

E. GENERAL CONDITIONS:

1.

Withdrawal Of Grievances: A grievance may be withdrawn and, if so withdrawn, all financial
liability shall be cancelled. If the grievance is reinstated, the financial responsibility shall date
only from the date of reinstatement. If the grievance is not reinstated within twenty (20)
days from the date of withdrawal, the grievance shall not be reinstated.

Computation Of Back Wages: All claims for back wages shall be limited to the amount of
straight time wages less any unemployment compensation, and/or wages earned from any
other sources during the peried 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,




4. Nothing contained herein shall be deemed to abrogate or limit the rights guaranteed by
existing statutes or court decisions.

5. Time limits may be extended or shortened by mutual written consent of the Parties.
6. All references to days as they pertain to the Grievance Procedure shall mean "working days".
They do not include Saturdays, Sundays and designated holidays.

7. 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 7

PROBATIONARY PERIOD

A.  Probationary Period For New Employees: All employees newly hired into this bargaining unit shall be
required to successfully complete a probationary period. The length of said probationary period for a
full-time employee, shall be the first six (6) months of employment from the date of hire. A part-time
employee, shall be considered a probationary employee for the first nine (9} months of employment
from the date of hire. During the probationary period of a new employee, s/he may be terminated at
any time without the right of appeal or a statement of cause.

B.  Probationary Period For Promotions, Demotions, Reclassifications, Lateral Transfers, Bump or Recall:
Employees promoted, demoted, laterally transferred, bumped, recalled, or reclassified in this bargaining
unit shall serve a probationary period of four (4) months from the date of change in classification.
Employees promoted, demoted, bumped, recalled, reclassified or laterally transferred 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 8

EMPLOYEE DEFINED

A.  Regular 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.  Reqular 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, unless specifically identified in an applicable Supplemental Agreement.

ARTICLE 9
WAGE AND INCREMENT SCHEDULE

Bargaining Unit Wage and Increment Schedules are attached to their respective Supplement and are part
of this Agreement,



ARTICLE 10

WAGE INCREMENTS

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 hisfher wage range. Such increments are found in the respective Bargaining
Unit's Supplement to this Collective Bargaining Agreement. 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 11

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
perfod 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 10, Wage Increments, shall be utilized to approve or disapprove
increments pursuant to this provision.

ARTICILE 12
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 13

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 Year's Eve)
June 19% (Juneteenth) General Election Day in the EVEN numbered years

Employees covered by this Agreement who 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.

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

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

4, December 24% and December 315t

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

5. 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.

6. An employee shall receive holiday pay provided that they work 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 14
SICK LEAVE

Participants in the Deferred Retirement Opticn Plan are not subject to Article 14, Sick Leave, but shall
receive Sick Leave in the manner described in Article 20, 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 (PA338 of 2018 as amended) or
in accordance with Paid Time Off in the supplemental agreement(s) if applicable.



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 accumuiated 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 iliness 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 iliness 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.

5. An employee may utilize sick leave for medical, dental or vision appointments with prior
approval from their supervisor and at thelr supervisors sole discretion.

Any employee 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.

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 illness in the form of
a physiclan'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)

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

2. Retirement: A regular employee, as defined in Article 8, Employee Defined, who leaves
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 8, 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).

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 Percentage Payoff Amount

Full Time Service

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 their final payoff check with all normal payroll deductions.
ARTICLE 15

BEREAVEMENT LEAVE

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

A,

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

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

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

Bereavement Leave requests in B. and C. above are subject to prior approval by the Employer and shall
not be unreasonably withheld or denied.

A.

ARTICLE 16

PAID TIME OFF (PTQ)

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 20, Deferred Retirement Option Plan.

The purpese of Paid Time Off (FTO) 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.
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Full time employees shall be entitled to accrue Paid Time Off (PTO) according to the following
schedule.

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)
or in accordance with Paid Time Off in the supplemental agreement(s) if applicable.

YEARS OF ANNUAL
CONSECUTIVE FULL TIME EQUIVALENT
SERVICE COMPLETED: OF:
less than S 15 days
5 20 days
10 21 days
13 24 days
20 25 days
21 26 days
22 27 days
23 28 days
24 29 days
25 30 days

Paid Time Off days may be accumulated to a maximum of thirty (30) work days.
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.

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.

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 in 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.

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

LFAVE 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

11



B.

Pravisions:

L

Personal Leave:

d.

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

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

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

While on an approved Personal Leave, an employee must exhaust paid time off and
compensatory time.

An approved Personal Leave shall nct 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 18,
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 26, Seniority and termination of employment.

Medical Leave for Employee and/or Family:

a.

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

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

A family member shall be defined as parent, current step parent, current spouse, children,
current step children, brother, sister, grandparent or grandchild. It shall also include any
perscn 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.
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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.

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 employee examined by a physician selected
by the Employer before approving and granting such request for Medical Leave and/or
Medical Leave extension at the Employer's expense.

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 26, Seniority and termination of employment.

Military:

a.

The Employer complies with the Uniform Services Employment and Reemployment Right Act
(USERRA), 38 USC, Chapter 43 Employment and Reemployment Rights of Members of the
Uniformed Services. An employee whose absence from employment is necessitated by
reason of duty in the uniformed services, shall notify the Elected Official/Department Head
or desighee 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 Relfations. Employees absent under USERRA
should provide the County with a copy of their military crders.

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 efigibility 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.
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A.

ARTICLE 18

INSURANCE BENEFITS

Life Insurance:

1

Fuli-time Emplayees (including DROP Participants):

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

The Employer wiil 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.

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 visicn 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 pfans.
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 Crganization (HMO) to ali regular eligible full-ttime employees and thelr eligible
dependents inciuding prescription drug coverage, as outlined in Appendix F, 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
waliver.,

Full-time employees who elect not to participate in Macomb County’s medical and prescription
drug plans and who has coverage elsewhere shall receive 2 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.
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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 who
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 G, 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 pravision
does not apply to employees who retire or DROP prior to November 1, 2013.

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

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

Employees who retire under the provisions of the Macomb County Employees' Retirement
Ordinance and eligible spouse as defined in P.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.

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.
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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 ptan to full-time employees (including DROP Participants) and their
eligible dependents as outlined in Appendix H, 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 I, Active Employees Vision Benefits or its substantial
equivalence.,

Liability Insurance: The County shall provide for each regular employee (including DROP Participants)
Bedily 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 equivalence.

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

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

A Health Care Task Force Committee will be established, consisting of representatives from the
Employer and the Union for the purposes outlined below:

a. To receive and review information pertaining to the Employer’s Request for Proposals (RFP) for
medical, prescription drug, dental and vision plans.

b. To meet and discuss medical, prescription drug, dental and vision plans, prior to the Employer’s
implementation of substantially equivalent changes.

ARTICLE 19
RETIREMENT SYSTEM
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
Retirement Board 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.

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
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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 Multiplier: For any employee hired on or before December 31, 2001, or who is vested
as of February 27, 2009, the pension multiplier is two and four tenths percent (2.4%) for the first
twenty-six (26) years of credited service and one percent (19%) 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 camputing 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 four (104) highest consecutive pay periods of
compensation out of the Jast 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 life retirement allowance equal to the number of vears, 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.

Eligibility:

a. For employees hired on or before December 31, 2001, or who is vested as of February 27,
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S.

2009, 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 8 or more years of credited service; or
2.  Aftained the age of 50 with at least 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

Qr more.

b. 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 8 or more years of credited service; or
2.  Attained the age of 55 with 25 years of credited service.

C 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.  Aftained 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.

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

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

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

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

e.  Inthe 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.

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
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10.

11.

12,

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 Cption A or B of the
Crdinance. 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 has 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 do 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 s 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 eligible 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. Upon 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 death of a member if any benefits are paid or will become payable under the Ordinance
on account of their death.
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13.

14.

15.

Non-Duty Death Before Retirement, Non-spousal Beneficiary 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 they might not have attained age 60 years, (2) elected
Option A in the Macomb County Employees’ Retirement Ordinance and (3) nominated their
spouse as beneficiary.

Deferred Retirement Option Plan (DROP): The Memorandum of Understanding executed in 2007
regarding the Deferred Retirement Option Plan (DROP) is incorporated by reference herein as
Article 20, Deferred Retirement Option Plan (DROP) as part of this Agreement. Vesting for the
purposes of DROP excludes service time under Reciprocal Act 88.

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

1.

Will be eligible to receive a one-time fixed payment of $1000 from the Macomb County Employees’
Retirement System. This payment will be made to an employee after separation from employment
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 three percent
(3%) of the employee’s base pay and the Employer shall contribute six percent (6%) of the
employee’s base pay.

Upon the completion of 5 years of actual service with the Employer, employees shall be eligible to
elect to increase their contribution by one percent (1%) of the employee’s base pay. Per IRS
regulations, the additional one percent (1%) contribution is a post-tax contribution. If such election
is made by the employee, the Employer shall increase its contribution from 6% to 8% of the
employee’s base pay.

Will not be eligible for Employer provided retiree medical, prescription drug, dental or vision
coverage and life insurance. The eligible employee, however, shall receive $100 per pay period,
deposited by the County, into the Defined Contribution Retirement Plan, not to exceed $2600
per year.

Employees shall have the following schedule as it relates to vesting for the Employer contributions:

Completion of 1 year of service 20%
Completion of 2 years of service 40%
Completion of 3 years of service 60%
Completion of 4 years of service 80%
Completion of 5 years of service 100%
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ARTICLE 20

DEFERRED RETIREMENT OPTION PLAN (DROP}

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

A

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

Participation: The maximum period for DROP payments credited to the account is five (5) years
(the “Participation Period”). There is no minimum time period for participation. 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 shalt 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 Benefit: 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 elects 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 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
individual DROP account:

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

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

Failure to elect one of the above options and receive such distribution within 60 days of termlnatlon
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 estateftrust 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 setvice 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 s 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 medified 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” andfor paid as provided for in the collective bargaining
agreement or the Macomb County Employees Retirement Ordinance.
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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.

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:

a. 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.

b. 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 Federa! 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:

d.

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:
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YEARS OF ANNUAL

CONSECUTIVE FULL-TIME EQUIVALENT

SERVICE COMPLETED: OF:

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

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 receive 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 forfelted.

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:

a.

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 bafance 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.
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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:

I. Due to personal illness or physical incapacity caused by factors that the
employee has no reascnable 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.

ii. Due to iliness 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.

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

V. An employee may utilize sick leave for medical, dental or vision
appointments with prior approval from their supervisor and at their
supervisors sole discretion.

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.

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

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 iliness charged against their
Sick Leave bank rather than against Paid Time Off. Notice of such illness must be
given immediately. Proof of such illness in the form of a physician's certificate shall
be submitted by the employee.

ARTICILE 21

LONGEVITY

Participants in the Deferred Retirement Option Plan are not subject to Article 21, Longevity, but shall
receive Longevity in the manner described in Article 20, Deferred Retirement Option Plan.

The Parties recognize employees who have a record of long continued employment and service with
the County of Macomb and value the experience gained through such length of service.

The basis of longevity compensation is as follows:
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1.  Eligibility of a full-time employee shall commence when such employee shall have completed
fifteen (15) years of continuous full-time employment on or before October 31st of any year.

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

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

CONTINUOUS YEARS OF FULL TIME SERVICE

ON OR BEFORE QCTOBER 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 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 22
UNION BULLETIN BOARDS

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.

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

The location and number of bulletin boards will be addressed in Supplemental agreements.

The Union Representatives shall have use of County office equipment including but not limited to fax,
e-mail and phones to communicate with the UAW Regional offices, UAW local offices or other UAW Unit
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Chairpersons. Communication by e-mail to the membership is permitted for official Union business only
(i.e. notice of membership meeting or notice of ratification meeting).

ARTICLE 23

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, palicies 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 excepted by the provisions of any other Article of this Agreement.
ARTICLE 24

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 25

DISCIPLINE AND DISCHARGE

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.

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

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

4.  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.
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Suspension And Discharge:

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

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

Records in Personnel Files:

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

2. Any record of disciplinary action shall remain in the employee’s personnel file. If after two (2)
vears from the date of discipline there have been no further incidents of a similar nature, the
employee may 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.

3. 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 shall remain in the employee’s personnel file until
the previous similar discipline is authorized to be removed pursuant to paragraph 2, above.

4.  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.

5. Itis 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 26
SENIORITY

Upon successful completion of the probationary period, the employee's seniority will be retroactive to
the date that the probationary period began.

Except as provided for under Article 17, Leave of Absence, Section B-1 (f), and B-2 (k), Leave of
Absence, date of entry into County employment will provide a seniority date.

Employees with the same seniority date requiring the need of determination by seniority, shall have
their seniority dates decided by the last 4 digits of their social security number, the lowest number
having highest seniority.

An employee shall forfeit seniority rights for the following reasons:

1.  They resign or terminates their employment with the Employer.

2. They are dismissed and not subsequently reinstated in accordance with appropriate provisions
of the Agreement between the parties.
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3. They are absent without leave for a period of three (3) consecutive working days without
notifying the Employer. After such absence, the employer will send written notification to the
employee at their last known address that they have lost their seniority, and their employment
has been terminated. In proper cases, an exception may be made by the Employer.

4.  They retire.

5. If the employee, except for participants in the Deferred Retirement Option Plan, withdraws their
contributions from the Macomb County Employees’ Retirement System.

6.  If an employee fails to return to work when recalled from layoff it will be treated as D-3, above.
7. If an employee fails to return from Sick Leave it will be treated as D-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.

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

If an employee is transferred or promoted to a classification outside their current bargaining unit of
UAW Local 885 and is then promoted or transferred to a classification within their former bargaining
unit, the employee shall not accumulate seniority in their former bargaining unit for the time spent in
a classification outside of their former bargaining unit.

Superseniority:

1. Notwithstanding their position on the seniority list, Stewards shall, in the event of a layoff, be
continued at work as long as there is work being performed in their district which they have the
ability to perform and shall be recalled to work after the layoff as soon as there is work being
performed in their district which they have the ability to perform. Ability to perform shall be
determined by the Employer based upon the employees qualifications.

2. Notwithstanding their position on the seniority list, the Unit Chairperson shall, in the event of a
layoff, be continued at work as [ong as there is work being perfarmed in their Unit, which they
have the ability to perform and shall be recalled to work after the layoff as soon as there is work
being performed in their Unit which they have the ability to perform. Ability to perform shall be
determined by the Employer based upon the employees qualifications. The Unit Chairperson
would be the last person affected when applying this article.

All remaining issues regarding seniority. will be addressed in the applicable supplemental agreements.

ARTICLE 27
COVERTIME

Except as provided for in the Supplements, full-time employees shall receive compensation at the
rate of 1 V2 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 offered
as compensatory time; however, the Employer may then offer the overtime, in the form of
compensatory time, to octher employees.
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A.

There will be no accrual of compensatory time in excess of 40 hours. Employees may request to
be paid for unused compensatery time and the County shall, within thirty (30) days of such request,
pay the employee for unused compensatory time.

Employees shall be permitted to use compensatory time with the prior approval of their immediate
supervisor, provided it will not unduly disrupt the operations of the department.

ARTICLE 28

LAYOFF AND RECALL

Layoff Procedure:

1.  Laycff is defined as a reduction in the working force.

2. If a layoff becomes necessary the following procedures will be mandatory:

a. Layoffs, as required, shall be made within the affected classifications in the affected
department.

b.  Such reduction will be made in the first instance by terminating probationary and
temporary employees in the affected classifications.

ol 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
classification in the affected department.

3. When an employee is laid off, due to a reduction in the work force, he or she shall be permitted
to exercise his/her seniority rights to "bump"” or replace an employee with less bargaining unit
seniority in classifications covered by this Agreement in the department from which the employee
was laid-off only. Such employee may "bump" an employee in an equal or lower job classification
under the following conditions:

a.  Hefshe shall have seniority as required and as defined in Article 26, Seniority, of this
Agreement andfor the applicable Supplemental Agreement.

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

Passing scores on the clerical and typing test will not be applicable for bumping or recall if
within the same job family.

¢.  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 his/her Department Supervisor in writing.

d.  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.

4, 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 copy of the notice given to the
employees being laid off, on the same date the notices are issued to the employees.

5. Employees in classifications covered by this Agréement who are laid off from their regular

employment as a result of a reduction in force, will be given consideration, by interview, for hire
into a like classification only, for which they qualify, when opportunity for such hire occurs in the
department from which the employee was laid off. Like classification is hereby defined as a
classification in which the employee was employed at the time of lay-off, or a classification for
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which the employee is qualified by virtue of his/her knowledge, skills and abilities, as determined
solely by the Employer.

6.  Employees selected pursuant to paragraph 5 who will then have seniority in the new classification
in accordance with the provisions of "seniority defined" as outlined in Article 26 of this Agreement
and/or any applicable Supplemental Agreement. Such employees shall serve a ninety (90) day
trial period, during which time the Employer may terminate the employee. Such termination by
the Employer will not affect the former lay-off for seniority status of the employee.

Recall Procedure:

1.  When the working force is increased after a layoff, employees will be recalled according to
classification seniority as defined in Article 26, Seniority, herein and/or any applicable
Supplemental Agreement. Notice of recall shall be sent to the employee at his/her last known
address, as listed in hisfher personnel file, located in the Human Resources and Labor Relations
Department, and sent by Certified Mail. If the affected employee fails to report for work within
ten (10) calendar days from the date of mailing of notice of recall, hisfher employment shall be
considered terminated. Extension will be granted solely by the Employer, in its discretion, in
proper cases.

2. Recall rights for laid off employees will be limited to a maximum of four (4) years, or length of
seniority, whichever is less. Upon the expiration of the appropriate period, the Employer shall
be under no further obligation to recall the laid off employee and such employee shall forfeit
hisfher seniority.

3.  Recall rights of affected employees covered by this section will be limited to the following:

a.  Employees who are selected for employment in a new department will, should subsequent

_lay-off occur in that department, have the option of retaining recall rights within their

previous classification in accordance with the recall procedure as outlined in the Agreement
between the Parties or any applicable Supplemental Agreement.

b.  If the employee does not exercise the option outlined in (a) above, such employee shall
be deemed to have chosen to retain recall rights in the department from which they were
last laid off.

C. Exercise of either aption, a or b, shall be chosen in writing at the time of subsequent lay-
off in the new department and will become a part of the employee's personnel file. A copy
of such written option will be given to the Unit Chairperson.

Part-Time Employees Layoff/Recall Procedure: Effective as soon as practicable after ratification of this
Agreement, should layoffs of part-time employees be determined to be necessary by the Employer,
part-time employees shall be laid off as provided herein. For layoff, recall and bumping purposes, a
separate departmental bargaining unit seniority list consisting exclusively of part-time

employees shall be utilized. In no event shall the seniority of part-time employees be utilized to
determine the layoff status of full-time employees. Based on the bargaining unit seniority list of part-
time employees, layoffs shall occur in inverse seniority order, within the affected part-time classification
in the affected Department.

ARTICILE 29
JOB POSTINGS

Postings shall be made for ten {10) working days. Posting periods may be shortened or eliminated by
agreement of the Parties.

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

If necessary, a temporary appointment may be made by the Department Head, but without prejudice
to employees seeking the position. The Department Head may, in the exercise of his/her discretion,
consider the seniority of the employees available for temporary appointment.

ARTICLE 30

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:

A.

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 Tn the Callective Bargaining
Agreement to which the employee feels he/she is entitled; and, supporting documents and
reasons why the employee feels the new classification is watranted.

The Human Resources and Labor Relations Department shall begin its investigation of any request for
classification review submitted pursuant to this Article of the Collective Bargaining Agreement within
sixty (60) working days after receipt by the Human Resources and Labor Relations Department. The
Human Resources and Labor Relations Department will, within sixty (60) working days following the
commencement of the investigation, complete the investigation.

Subsequent to completion of the investigation, the Human Resources and Labor Relations Department
will provide a preliminary written recommendation of its findings within fifteen (15) working 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 thirty (30)
working 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 Special
Conference pursuant to Article 31, Special Conferences, of this Agreement. 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 31

SPECIAL CONFERENCES

Special Conferences mutually agreed upon will be arranged between the President of Local 889 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 perscns.
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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 Spectal Conferences.

ARTICLE 32

MILEAGE REIMBURSEMENT

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 33

SAVINGS CLAUSE

Should any part of this Agreement be rendered or declared illegal or invalid by [egislation, 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 affect 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 34

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 cade and the vendor administering the
program.

ARTICLE 35

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 modification by either party in
subsequent year(s) of an extended Agreement,
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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 UAW Local 889, 2019 Tobsal Ct., Warren, MI 48091;
if said notice is made to the County, it shall be sent to the Macomb County Director, Human Resources
and Labor Relations, 1 S. Main Street, 6% Floor, Mount Clemens, Michigan, 48043; address changes
shall be made available to the other party, where applicable.

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 and Ordinances and remain within the jurisdiction
of the County of Macomb.

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 his/her office.

34



IN WITNESS WHEREOF, the Employer and its Office of the County Executive, by its Director, Human
Resources and Labor Relations, and representatives of UAW, Local 889, on behalf of its represented
employees, hereby cause this Agreement, Supplement and Appendices to be executed.

FOR THE UNION: FOR THE EMPLOYER:

%MMVL——\

Tom Brenner, Business ﬁepFésentative Karlyn Sem| Director

UAW Regio?l M’_\ Human Resources and Labor Relations

Anthony Sad I, President

<

Linda Nafzke, MCA/QSS Unit c&@
UAW Local 889

Dated: 7 - 3‘ ’Q,QQ";S
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APPENDIX A

CLASSIFICATIONS AND PAY GRADES

UAW 889 UAW 889

Classification PTA Grade Classification PTA Grade
Referee K *Inventory and Delivery Clerk, PT B
Court Attorney Office Assistant B
Epidemiologist *Office Assistant, PT B
Psychologist *Quality Program Clerk, PT A
*Pgychologist, PT *Food Service Aide, PT FLAT RATE
Assistant Court Case Manager *Food Serve Aide Substitute, PT FLAT RATE
Nutrition Program Supervisor *Van Driver, PT FLAT RATE
Research Attorney *Meals on Wheels Drivers, PT FLAT RATE
Budget Analyst

Buyer Senior

Teacher Aide, FT

SEE APPENDIX B - 9

Community Health Planner

*Teacher Aide, PT

SEE APPENDIX B - 9

Fiscal Analyst

Public Health Nutritionist Senior

*Part time positions

Tax Settlement Officer

Administrative Assistant

Assistant Operation Manager, Pump Station

Court Analyst

Housing Specialist

Legal Assistant

Public Health Educator

Public Health Nutritionist

Administrative Coordinator
Buyer '

Energy Auditor

Litigation Support Specialist

*Litigation Support Specialist, PT

Personal Property Tax Collector

Probate Court Clerk

Public Health Investigator

Tax Collection Assistant

*Advocate, Senior Services

*Advocate, PT

Case Spedialist

*Case Specialist, PT

Deputy Register

*Deputy Register, PT

Office Assistant Senior

*QOffice Assistant Senior, PT

Inventory and Delivery Clerk

@B OO0 |Ommimmmimm|Mm|mlmia|m|m| MO |S|D|S || T |- |
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2023 PAY GRADES (FULL TIME)

- | step1  Step2 . step3 | Step4d Step 5 Step6 - |  Step7 - | Step8 | Step9 | Step10
A | $30,080.46 | $30,952.79 | $31,850.42 | $32,774.00 | $33,724.53 | $34,702.55 | $35,708.92 | $36,744.48 | $37,810.07 |  $38,906.56
B| 43308851 '$34,048.07| $3503547| $36,051.49| $37,096.99) $38,172.80 | $39,279.81 | $40,418.93 | $41,591.08 |  $42,797.22
C| 43639736 | $37,452.88 | $38,539.01 | $39,656.64 | $40,806.69 | $41,990.08 | $43,207.79 | $44,460.82 | $45,750.18 | $47,076.94
D | $40,037.091. '$41,198.17 | $42,392:91 | $43;622.31| $44,887.36 | $46,189.09 . $47,528.57 | $48,906.90 | $50,325.20 | + $51,784.63
E| $44,040.80 | $45317.98 | $46,632.21 | $47,984.54 | $49,376.09 | $50,808.00 | $52,281.43 | $53,797.59 | $55,357.72 | $56,963.10
‘F | $48,444:88.| . - $49:849.78 | - $51,295.43 | ' $52:782.99 | - $54,313:707- $55,888:80'| .".$57,500.57 | -~ $59,277.35.} $60;893.49 .+ $62,659:40
G| $53,289.37 | $54,834.76'| $56,424.97 | $58,061.29 | $59,745.07 | $61,477.68 | $63,260.53 | $65,095.09 | $66,982.84 |  $68,925.35
H| $58,618.31 460,318.24 | $62,067.47 | $63,867.42| $65719.58( $67,625.44 | $69,586.58 | $71,604.59 | $73;681.13 | - 475,817.88.]
I | $64,480.14 | $66,350.06 | $68,274.21| $70,254.16 | $72,291.53 | $74,387.99 | $76,545.24 | $78,765.05 | $81,049.24 |  $83,399.67
3| 47092815 $72,985.07.| .$75101:63 | $77,279.58 | . $79,520:69 |  $81,826.79 | . $84,199.77 | $86,641.56 | 489,154,16 |* .$91,739.:63 ;
K| $78,020.96| $80,283.57| $82,611.80| $85007.54 | $87,472.76 | $90,009.47 | $92,619.74 | $95,305.71 | $98,069.58 | $100,913.60
L | $85823:067] - -$88,311.93 | - $90,872:98 | . $93,508:29| : .$96,220.08"(-~ '$99,010:41 | $101,881.72-| $104,836.29-|" $107,876.54 | = $11%,004:96 |
M{ $94,405.37 | $97,143.12 | $99,960.27 | $102,859.12 | $105,842.04 | $108,911.46 | $112,069.80 | $115,319.91 | $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 | $114,230.49 | $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
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Step 1

__Step2

‘. Step'3

 Step5”

Step6. . |

) 2024 PAY G_RA_DES'(G% Increase -ﬂ*b_m- 2023_)'
_Step4 |

. Step7 4

Step 8

[ “step®

- Step 10 |

$31,885.29

$32,809.96

$33,761.45

$34,740.54

$35,748.00

$36,784.70

$37,851.46

$38,949.15

$40,078.67

$41,240.95

§35,07382

$36,090.95 |

'$37,137.60.

- $38,214.58' |

§39,322.81 |

$40,463.07 |

$41,636:60 |

§42;844.07 |

§44,086.54 |

~'$45,365.05

$38,581.20

$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

$42,439.32

- $43,670:06.

:'$44,936.48 |

~ $46,239.65 |

'$47,580.60,

48,6044 |

$50,380.28

$51,841.31 }

$53,344.74 |

$54,891.71

$46,683.25

$48,037.06

$49,430.14

$50,863.61

$52,338.66

$53,856.48

$55,418.32

$57,025.45

$58,679.18

$60,380.89

$51,351,57°)

w3§$5311;37§:

R

7R

$59,242:13

1960,

$62,727:99 ..

96454700

546641896

$56,486.73

$58,124.85

$59,810.47

$61,544.97

$63,329.77

$65,166.34

$67,056.16

$69,000.80

$71,001.81

$73,060.87

$62,135.41 |

$63,937.33 |

$65,791:52 |

%67,699.47'

$69,662.75"

mEmr |

$73,761.77

 $75,900.87

$78,102:00 |

'_""$80*,'366.'957 7

$68,348.95

$70,331.06

$72,370.66

$74,469.41

$76,629.02

$78,851.27

$81,137.95

$83,490.95

$85,912.19

$88,403.65

$75,183.84|

§77,364.17

 $795607:73

$81,516.35"

- $84,291.93'

$86,736.40.

. $89,251.76

- 1 '$91,840:05 |

$94,50341 |

39728401

$82,702.22

$85,100.58

$87,568.51

$90,107.99

$92,721.13

$95,410.04

$98,176.92

$101,024.05

$103,953.75

$106,968.42

$90,972:44

.~ "$93;610:65 |

[$96,325:36|

"$99, 11879,

$101,993.23/

[ $104/951.03.

.$107,99.62,

T4111,126.47°

T ITAA0.0E |

'$117,665.26"

| $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

~ '$110,076.65

I $113,268.50

| $116,553:68 |

$119;933.73:|

$123,411.8 ,

~ $126,990:76-|

$130,6735

T §134,463002

T$138,362.45]

. $142,374.96

olz|zir|x|u|n|z | |nim|ojo|em]| |

$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




2025 PAY GRADES (3% Increase from 2024)

$93,701.61 |

-'$96;418:97. |

$;99,215. 2k |

$102:092:35 |

~$105,053.03 |

510809855

234G |

$114,360.26_

- $117,779.60-|

$121,195:22

| Step1 | Step2 | Step3 | Step4d Step’5 Step6 | - Step7 | Step8 | ‘Step9 | Step10
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 | $36,126.03| $37,173:68 | $38,251.73 | $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| $43712.50| $44/980.16 | '946,284.57 | $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 | ¢55472.17 | $57,080.87 | $58,736.21| $60,439.56 |  $62,192.32 |
F| $52,892.12| °$54425.99.] §56,004.35, ' $57,628.47 | $59,299.70 | $61,01930 | $62,788:94 | _ $64,609:83] -366,463:51 | " $68,41153 ]
G| $58181.33| $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 | $75/974:62| $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 | $85995.68 | $88,489.56 | $91,055.76
3] $77439.36 | $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| $85183.29| $87,653.60 | $90,195.57 | $92,811.23 | $95502.76 | $98,272.34 | $101,122.23 | $104,054.77 | $107,072.36 | $110,177.47
L

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;593.69'| $138,496.91 | $142,513.32) $146,646.21
0| $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




2023 PAY GRADES (PART TIME)

| | Stepl | Step2 Step3 " | Step4 Step5 | Step6 | Step7 | Step8 | Step9 | Stepi0
A| $1542588 | $15.87323 | $16.33355 |  $16.80722 |  $17.29463 |  $17.79618 | _ $18.31227 |  418.84332 |  419.38078 |  $19.95208
B| $16.96846. | $17.46055 |  $17.96691 |  $18:48795|  $19.02410 41957580 |  $20.14349 |  $20.72765 |  $21.32876 |  $21.94729
C |  $18.66531 | _ $19.20660 |  $19.76360 |  $20.33674 |  $20.92651 |  $21.53337 |  $22.15784 |  $22.80042 |  $23.46163 |  $24.14202_
D| 42053184 | $21.12727 | 42173996 | $22.37041 |  $23.01916.  $23:68671 | . $24.37363]  $25.08046 |  $25.80780 |  $26.55622 ;
E | $22.58503 | $23.23999 | $23.91395| $24.60746 |  $25.32107 | _$26.05538 |  $26.81099 |  $27.58851 |  $28.38857 |  $29.21184
F| $24.84353 -$25.56309 | . - 62630535 $27.06820 |- $27.65318) ~ $28.66002.f " $20.49200 | . $30.34736 |  $31.02743.| - $32.13303 |
G| $27.32788| $28.12039 | $28.93588 |  $20.77502 |  $30.63850 |  $31.52701 |  $32.44130 |  $33.38209 |  $34.35018 | $35.34633
H|  4$30.06067 | $30.93243 | 431.82947| §32.75952 |  $33.70235 |  $34.679727 _ $35.68543 |  $36.72030 |  $37.78519|  $38:88096
1| $33.06674 | $34.02567 | $35.01242 | $36.02778 | $37.07258 | $38.14769 | $39.25397 | $40.39233 | $41.56371 | $42.76906
J $36.37341 | §37.42824 | - $38.51366 | ' $39:63055 | - $40.77984 |- $41.96246 | " $43.17937 |  $44.43157 |  $45.72008 |  $47.04597
K|  $40.01075 | $41.17106 | $42.36502 |  $43.50361 |  $44.85782 |  $46.15870 |  $47.49730 |  $48.87473 |  $50.29209 |  $51.75056
L |  $44.01183 | $4528817 |  $46.60153 | $47.95297 | " $49.34361.4°- $50.77457 | - 452.24703 |~ $53i76220 | . $55:32130] - 456.92562
M| $4841301 | $49.81699 | $51.26168 | $52.74827 |  $54.27797 | $55.85203 |  $57.47174 |  $59.13842 |  $60.85343 |  $62.61818
N |  $53.25431 | $54.79868 |  $56.38785 $58:02309 |  $59.70576 |  $61.43723 | °  $63.2189% §  $65:05226 | . $66.93877 | _ $68.88000
O] $58.57974 | $60.27855 |  $62.02663 |  $63.82540 |  $65.67634 |  $67.58095 |  $69.54080 |  $71.55749 |  $73.63265 |  $75.76800

2023 FLAT RATE: $17.54876

Food Service Aide, PT

Food Serve Aide Substitute, PT

Van Driver, PT

. Meals on Wheels Drivers, PT
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_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
A| $16.35143 $16.82562 $17.31356 $17.81565 $18.33231 $18.86395 $19.41101 $19.97392 $20.55317 $21.14920
B $17.98657 $18.50818 | $19.04492 |  $19.59723 |  $20.16555 $20.75035 $21.35210 $21.97131 $22.60849 |  $23.26413
C $19.78523 $20.35900 $20.94942 $21.55694 $22.18210 $22.82537 $23.48731 $24.16845 $24.86933 $25.59054
D $21.76375 |  $22.39491(  $23.04436 |  $23.71263 |  $24.40031 $25.10791 |-  $25.83605 |  $26.58529{  $27.35627 |  $28.14959
E $23.94013 $24.63439 $25.34879 $26.08391 $26.84033 $27.61870 $28.41965 $29.24382 $30.09188 $30.96455
F| $2633414| ° $27.09783 | '$27.88367 | $28.69229|  $2952437 | ~ $30.38058| $31.26162| $32.16820'| $33.10108|  $34.06101
G $28.96755 $29.80761 $30.67203 $31.56152 $32.47681 $33.41863 $34.38778 $35.38502 $36.41119 $37.46711
H $31.86431 |  $32.78838 |  $33.73924 $34.71767 $35.72449 $36.76050 |  $37.82656 |  $38,92352 |  $40.05230 |  $41.21382
I $35.05074 $36.06721 $37.11317 $38.18945 $39.29693 $40.43655 $41.60921 $42.81587 $44.05753 $45.33520
J $38.55581 $39.67393 |  $40.82448'|  $42.00838 |  $43.22663 $44.48021 |  $45.77013 |  $47.09746 |  $48:46328 |  $49.86873
K $42.41140 $43.64132 $44.90692 $46.20923 $47.54929 $48.92822 $50.34714 $51.80721 $53.30962 $54.85559
L $46.65254 $48.00546'|  $49.39762 |  $50.83015 $52.30423.|  $53.82104] $55.38185|  $56.98793 |  $58:64058 $60.34116
M $51.31779 $52.80601 $54.33738 $55.91317 $57.53465 $59.20315 $60.92004 $62.68673 $64.50464 $66.37527
N $56.44957 $58.08660'|  $59.77112 $61.50448 |  $63.28811 $65.12346 $67.01204 |  $68.95540 |  $70.95510 |  $73.01280
o $62.09452 $63.89526 $65.74823 $67.65492 $69.61692 $71.63581 $73.71325 $75.85094 $78.05061 $80.31408
2024 FLAT RATES:

Foad Service Aide, PT: $18.60169

Foad Serve Aide Substitute, PT: $17.18508
Van Driver, PT: $18.60169

Meals on Wheels Drivers, PT: $18.60169
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) 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
A $16.84197 $17.33039 $17.83297 $18.35012 $18.88228 $19,42987 $19.99334 $20.57314 $21.16977 $21.78368
B. $18.52617 $19.06343 | $19:61627 |  $20.18515 . $20:77052 [ '$21.37286., $21:99266.  $22.63045 $23.28674 |  $23.96205
C $20.37879 $20.96977 $21.57790 $22.20365 $22.84756 $23.51013 $24.19193 $24.89350 $25.61541 $26.35826
D $22.41666 $23.06676 | $23.73569 |  $24.42401 $25.13232.| $25.86115 | $26:61113| $27.38285 | $28.17696 |  $28.99408
E $24.65833 $25.37342 $26.10925 $26.86643 $27.64554 $28.44726 $29.27224 $30.12113 $30.99464 $31.89349
F| $27.12416 | $27.91076'| 1$28.72018 |  $29:55306.|  $30.42010| - $31.292007|  $32.19947";- $33.13325| $34:09411 |  $35.08284
G| $29.83658 $30.70184 $31.59219 $32.50837 $33.45111 $34.42119 $35.41941 $36.44657 $37.50353 $38.59112
H| $32.82024 $33.77203 |  $34.75142 $35.75920 $36.79622 |  $37.86332{  $38:.96136 | '$40.09123 $41.25387 $42:45023
1| $36.10226 $37.14923 $38.22657 $39.33513 $40.47584 $41.64965 $42.85749 $44.,10035 $45.37926 $46.69526
3 $39.71248 |  $40.86415 :$42.04921 |  $43.26863 $44.52343 |  $45.B1462 |  $47.14323{  $48.51038| $49:91718 |  $51.36479
K $43.68374 $44.95056 $46.25413 $47.59551 $48.97577 $50.39607 $51.85755 453.36143 $54.90891 $56.50126
L $48.05212 |  $49.44562 | $50.87955|  $52.35505 | $53.873367 '$55.43567 | $57.0433t | $58.69757|  $60.39980 | . $62:15139
M $52.85732 $54.39019 $55.96750 $57.59057 $59.26069 $60.97924 $62.74764 $64.56733 $66.43978 $68.36653
N $58.14306 $59.82920 |  $61.56425 |  $63:34961 $65.18675 |  $67.07716  $69.02240 $71.02406 |  $73:083751  $75.20318.,
0| $63.95736 $65.81212 $67.72068 $69.68457 $71.70543 $73.78488 $75.92465 $78.12647 $80.39213 $82.72350

2025 FLAT RATE: $18.61747

Food Service Aide, PT: $19.15974
Food Serve Aide Substitiite, PT: $17.70063
Van Driver, PT: $19.15974

Meals on Wheels Drivers, PT:

19.15974
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APPENDIX B

Macomb Community Action Supplement To Master Agreement

The Parties agree that the following shall be considered a part of the Master Agreement between the

Parties.
1. Seniority:

A The provisions of this Supplemental Agreement shall be subject to the terms of the
applicable Master Agreement.

B. The following definitions shall apply to the seniority accrued by employees employed by
Macomb Community Action:

1. Full Time Division Seniority means the seniority accrued by an employee in a full
time budgeted position in each of the following divisions:

a. Head Start

b. Administration

c. Transportation

d. Weatherization

e, Food Program

f. Community Development
g. Action Centers

2. Full Time Department Seniority means the seniority accrued by an employee in a
full time budgeted position in Macomb Community Action,

3. Part Time Division Seniority means the seniority accrued by an employee in a part
time position in the Divisions identified in Section 1, Full Time Division Seniority,
above.

4, Part Time Department Seniority means the seniority accrued by an employee in a
part time position in Macomb Community Action.

C. For purposes of any benefits identified in the applicable Master Agreement or Supplemental
Agreement, including but not limited to: Paid Time Off/accrual and utilization, Accumulated
Sick Leave Payoff, Layoff and Recall and Longevity, an employee promoted to a full time
position from a part-time position shall begin to accrue seniority, for benefit purposes, as
of the first day of employment in the full time position.

2. Promotions:

A, A promotion is the movement of an employee to a higher paid position covered by their
Agreement within his/her current Department. Promotions shall be based upon
qualifications, as determined by the Employer, in its discretion. If qualifications are
determined to be equal, seniority shall then be given first consideration.

B. For purposes of awarding an available promotion, the following types of seniority, as

defined in the Macomb Community Action Supplemental Agreement, shall be recognized
in the following order:

1. Full-Time Division Seniority

2. Part-Time Division Seniority
MACOMB COMMUNITY ACTION APPENDIX B -1



3. Full-Time Department Seniority
4. Part-Time Department Seniority

C. Eligibility for the next increment adjustment, if any, will be attained after working thirteen
(13) continuous, complete pay periods after the promotion takes effect.

Reporting Pay:

Any employee who is scheduled to report for work and who presents him/herself for work as
scheduled shall be assigned at least two (2) hours of work on the job for which he/she was
scheduled to report. If work on the job is not available, or if the employer otherwise determines
that the employee’s work should not continue through the duration of the shift, the employee may
either be reassigned by the employer or be excused from duty and paid for two (2) hours’ work.
Further, when any employee reports for and starts to work as scheduled, and is excused from duty
before completing two (2) hours of work, the employee should be paid for two (2) hours’ work.

Pay for Hours Worked:

All employees will be paid for all authorized hours worked. Employees required to perform off
premises activities for the benefit of the employer shall obtain prior approval from their supervisor
to perform such activities.

Paid Time Off (PTO):

A, Full-time Teacher Aide Paid Time Off (PTO):

1. Fulltime Teacher Aides shall be entitled to two (2) days per year of Paid Time Off
(PTQ) per program year.

2. An employee may use their accumulated Paid Time Off (PTO) for personal business
reasons, bereavement, or building closure subject to prior mutual agreement. Such
approval shall not be unreasonably withheld or denied.

3. There shall be no accumulation of Paid Time Off (PTQ) days. All unused Paid Time Off
(PTO) time shall be paid out on the last pay of the program year.

B. Part-Time Teacher Aide Paid Time Off (PTO):

1. Three (3) PTO days each year. The employee must request the PTO day to be used
at the time of request or call in. If the employee does not use any of these days
during the school year, they shall be paid for up to three (3) PTO days at the end of
the year no later than the last check received in July.

C. Regular Part Time Employee PTO (Paid Time Off) Days: Regular part time employees, as
defined in Article 8, Employee Defined, with three (3) months of service, shall be paid for the

following days:

1. Three (3) PTO days each year. The employee must request the PTO day to be used
at the time of request or call in. If the employee does not use any of these days
during the calendar year, they shall be paid for up to three (3) PTO days at the end
of the year no later than the last check received in July.
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2. The PTO described in this provision shall be taken only in complete day increments.
PTO will be paid based on the part-time employee's standard weekly schedule as
follows:

¢ Regularly scheduled up to twenty (20) hours per week: 4 hours of PTO
per day (12 hours per year)

» Regularly scheduled more than twenty (20) hours per week: 6 hours of
PTO per day {18 hours per year)

3. This provision shall not apply to the Teacher Aide classification referred to in Section
5.A. and 5.B., above.
4. Upon termination of employment, an employee with one year or more of seniority

shall be compensated for their unused Paid Time Off at the rate of pay said employee
received at the time of termination. Employees with less than one year of seniority
will not be compensated for unused Paid Time Off.

A, Fuil-time Teacher Aide Holiday Benefits:

Designated Holidays:

Winter Break (2 days, as determined by the Employer)

Spring Break (6 days, as determined by the Employer)

Memorial Day

June 19" (Juneteenth)

Fourth of July

Labor Day

Thanksgiving Day

The day After Thanksgiving

Christmas Break (minimum of 7 days up to a maximum of 10 days, as
determined by the Employer)

B. Part-time Teacher Aide Holiday Benefits:

Designated Holidays:

1.

2.

Thanksgiving and the day after.

Christmas recess ~ Number of days depends on the length of time classrooms
are closed, up to a maximum of ten (10) days.

Spring recess — Four (4) hours on Good Friday and the length of time
classrooms are closed the week after Easter, up to a maximum of five (5)
days.

Sick lLeave for Full-time Teacher Aides: Paragraph F of the Sick Leave Article in the Master
Agreement shall not apply.

Building Closure:

Other than a closure due to inclement weather, in the event of a building closure said
employees may elect to:

» Use Paid Time Off
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10.

11,

12.

13.

¢ Use Sick Time from their accumulated PTO/sick bank (if available)
s An alternative site with approval from an Education Specialist
¢ Elect to be docked for that day and not subject to disciplinary action

In the event of a building closure due to inclement weather the employee shall be paid for
up to three (3) days in that school year. In the event that there is further building closure
due to inclement weather the employee may elect to:

e Use available PTO/sick days
s An alternative site with approval from an Education Specialist
¢ Elect to be docked for that day and not subject to disciplinary action

Leave of Absence (Part Time):

A. A regular part time employee, as defined in Article 8, Employee Defined who has completed
their probationary period, may request a leave of absence, in writing, as provided in Article
17, Leave of Absence.

B. This leave of absence may be granted for any of the purposes set forth in Article 17, however,
the length of the leave shall be limited to 45 calendar days. Upon the expiration of the leave
of absence a 45 calendar day extension may be granted upon written recuest.

o The Department Head and the Director, Human Resources and Labor Relations shall approve
or disapprove all requests for Leave of Absence, except for Worker's Compensation claims
which shall be governed by applicable statutes. Such approval shall not be unreasonably
denied.

Unpaid Time Off:

The Department Director and Department Supervisor may grant unpaid time off for regular part-
time employees, excluding the classification of Teacher Aide, as defined in Article 8, Employee
Defined, according to the following schedule:

After one (1) full year of service: Up to two (2) regularly scheduled weeks

After five (5) full years of service: Up to three (3) regularly scheduled weeks
Requests for unpaid Time Off 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.

Full-time Teacher Aide Sick Leave: Paragraph F of the Sick Leave Article In the Master Agreement
shall not apply

Regular Work Schedule:

A. Regular employees shall be scheduled 40 hours per week during the program year. The
program year will conclude after MCA Administration has determined that all Federal Head
Start and the State of Michigan Child Day Care Licensing requirements have been satisfied.

B. Lunch Period: Regular Teacher Aides shall be provided a one-half (1/2) hour unpaid lunch
period during their scheduled work day.

Overtime:
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Part-time employees determined to be non-exempt pursuant to the FLSA are not eligible
for overtime payment unless they actually work over forty (40) hours in a seven (7) day
period.

1. Overtime work, including emergency overtime work, scheduled and authorized by
the Department Head, shall be made to eligible employees at the rate of time and
one-half (1 %) for work in excess of forty (40) hours per week.

2. Employees determined to be exempt from the provisions of the FLSA shall not be
eligible for compensation for overtime worked.

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

Overtime Rotation;

1. Overtime hours shall be divided as equally as possible among employees in the
same classification, in the same division, at the same location. Overtime
distribution will be by seniority until the first overtime assighments are made. Once
the first overtime assignments are made, future assignments shall be on a rotation
basis. All overtime assignments refused shall be considered as if the overtime had
been worked.

2. Whenever overtime is required, the employee with the least number of overtime
hours will be asked first to perform the work. If this employee declines, the next
employee on the list shall be contacted, and so on, until an employee is available.

3. Should the process referred to above fail to secure a sufficient number of
employees to adequately staff the classification in the division, employees, in
reverse order of seniority may be mandated to work the available overtime.

14, Health And Safety:

A.

The employer will supply, upon request, back-supporters to any employee whose
classification requires lifting, at employer expense. Employees who request back-
supporters will be required to complete training in injury prevention as determined
appropriate by the employer.

When an employee requests a back-supporter, the employee must wear the back-
supporter when performing lifting activities.

The employee shall be responsible for the maintenance and possession of any back-
supporter furnished by the employer, subject to normal wear and tear.

The employer will address the behavior and possible removal of children in the Head Start
program as provided in applicable regulatory materials.

Damage to employee property in the course and scope of employment will be submitted
to the Risk Management Department for evaluation and payment, as soon as practicable,
taking into consideration the nature of the property damaged.

Employees who contract head lice in the course and scope of their employment will be
provided with the appropriate medication to deal with the infestation.

The Employer agrees to pay all medical exams, physicals, medical shots and tests required
by the State’s Child Day Care Licensing Regulations and Grant Performance Standards at
County approved facilities.
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15.

Worker's Compensation:

A.

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

1,

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

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

Any employee suffering an injury within the meaning and definition of this
paragraph shall immediately notify his/her supervisor. If instructed by the
supervisar, the injured employee shall repott to a medical facility approved by the
County.

Regular full-time employees, so incapacitated, shall be continued on the County
payroll during the period of disability compensation as provided in sections a., b.,
c. and d., below:

a. The compensation received by such employee under the Worker's
Compensation Act shall be supplemented by payment from his/her
accumulated Sick Leave Reserve (and the employee's Paid Time Off Bank
if the employee so chooses) of that amount of money necessary to equal
hisfher regular wage and the employee's Sick Leave Reserve (and Paid
Time Off Bank if the employee had sc chosen} shall be charged only in
the same proportion as his/her Sick Leave Reserve (and Paid Time Off
Bank if the employee had so chosen) payment is to his/her regular wage
for the day, week, haif-month, or other period. This supplement shall
continue for 104 weeks or until the employee's Sick Leave Reserve (and
Paid Time Off Bank if the employee had so chosen) has been depleted,
whichever occurs first.

b. If the employee's Sick Leave Reserve (and Paid Time Off Bank if the
employee so chooses) has been depleted and the employee has been
receiving Worker's Compensation payments for less than 104 weeks, the
County shall pay to such employee a sum of money, in addition to Worker's
Compensation payments, whereby the combination of Worker's
Compensation payments and such County supplement shall equal two
thirds (2/3) of the employee's regular wage. The County 2/3rds pay
supplement shall be made for a period not to exceed twenty-six (26)
weeks; however, in no case shall the combination of the supplement
payments (in 4.a. and 4.b.) exceed 104 weeks.

C. Upon the expiration of the 104 weeks an employee unable to return to
duty shall be terminated by the County. The County will have no further
obligation to the former employee, unless the employee qualifies for and
receives retirement benefits as provided in the current Macomb County
Employees' Retirement System Ordinance.

d. Any Sick Leave or Paid Time Off earned and accrued once the County

2/3rds pay supplement begins shall be paid to the former employee upon
termination of the active employment relationship.
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16.

17.

18.

19.

5. For the period during which the regular full-time employee is disabled and
receiving pay supplemental te his/her Worker's Compensation, the regular full-
time employee will accumulate seniority, Sick Leave and Paid Time Off.

6. A regular full-time employee returning from Worker's Compensation shall be
placed in the same position, provided that said full-time employee has produced
medical certification that he/she can return to duty and perform the essential
functions of the job with or without accommedation.

7. The foregoing provisions shall neither restrict nor enlarge upon the provisions and
benefits accorded by the Macomb County Employees’ Retirement Ordinance
relative to total and permanent disability provided for therein.

Education And Training:

A, The employer will provide all post-hire job related training required by the employer,
including cardiopulmonary resuscitation (CPR), Blood Borne Pathogens and First Aid. The
employer shall pay employees for time spent in such training as is required by the employer.

B. The employer will provide all necessary safety training for the operation of any tocls needed
to complete assighments in the Weatherization Division. All training required by the
employer will be provided at the employer’s expense and time spent in such employer
directed training shall be paid.

o The employer will provide all necessary training for the safe operation of the hi-lo at the
Weatherization/Food Warehouse. The employer shall determine which employees should be
trained to operate the hi-lo. Only those employees properly licensed and trained for the
operation of the hi-lo will be permitted to operate it.

The employer will further provide training materials and test procedures for annual renewal
of hi-lo licenses. All employees trained in the operation of the hi-lo must have a hi-lo license
on their person at all times while at work.

D. The employer will provide employees in those classifications determined appropriate by
management, with vehicle maintenance training, including sanitation, visibility and proper
operation of equipment. Periodic training regarding all aspects of the pre-trip inspection for
vehicles will also be provided. Employees must perform an appropriate pre-trip inspection
on all vehicles before the vehicle is placed in service each day.

E. The Employer agrees to provide Training and Technical Assistance as described by the
Head Start Grant and MCA Policies and Procedures.

Purchase of Supplies:

The employer will reimburse employees for all authorized purchases of supplies related to program
activities.

Driver Route Bidding:

All Van Drivers will bid for available meat routes utilizing Division Seniority. The Employer may, in its
discretion, alter routes after the bidding process is complete.

Teacher Aide Change of Work Site: A regular employee, as defined in Article 8 of the Master
Agreement, in the classification of full-time or part-time Teacher Aide, may request a change of work
site for the upcoming school year, by the end of the current school year in May. A transfer form,
provided by the Employer, must be completed. The position sought by the employee must be vacant
for the school year the request is made. The Employer shall exercise discretion in the granting of
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20,

21,

such requests, however, if no basis exists to deny a request, the Employer shall follow Part Time
Division Seniority. In no event shall a part-time Teacher Aide receive preference over a full-time
Teacher Aide.

GENERAL CONDITIONS: The following Articles and provisions of the Master Agreement shall not
apply to the full time Teacher Aides covered by this Supplement to Master Agreement: Paid Time
Off, Procedure for Classification Review, Overtime, and Temporary Assignment.

REPRESENTATIVES:
BARGAINING UNIT UNIT CHAIR STEWARDS
Macomb Community Action 1 5

Five (5) stewards based on the following Districts: 1 - Head Start; 1 — Transportation; 1 —
Administration; 1 — Weatherization; 1- At Large
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2023 HEAD START PTA

7 St-epi ' étep 2 Step 3 Step 4 Step 5 Step 6 _Ste;; 7 | S-te]_:s Step 9 Si:ep 10
Jﬁi‘i'?.‘:; 428,730.96 | $29,305.58 | $29,891.49 | $30,489.49 | $31,099.30 f $31,721.29 | $32,355.71 | $33,002:83 | $33;662.89 | $36,437.78 ;
Aﬁ::‘:_hl‘:; $13.81 $14.09 $14.37 $14.66 $14.95 $15.25 $15.56 $15.87 $16.18 $17.52
2024 HEAD START PTA (6% incréase from 2023) . .
Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9 Step 10
Jﬁ:"_":; §28,730.96 | $29,564.16 | $30,421.52 | $31,303.74 | $32,211.55. | $33,145.69 | $34,106.91 | $35,096:01 | $36,113.80 | -$37,161.10
Aﬁj:‘_":; $14.64174 | $14.93457 | $15.23325 | $15.53791 | $15.84868 | $16.16566 | $16.48897 | $16.81875 | $17.15513 | $18.56925
_ _2025 HEAD START PTA (3% increase from 2024)
Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9 Step 10
;‘:'Z‘:hf__’r $31,368.46 | $31,995.83 | $32,635.71 | $33,288.43 | $33,954.22 | $34,633.31 | §35325.96 | 43603249 | f$36_,7:53:i4‘- | $36,782.77
Iizae"f’;; $15.08099 | $15.38261 | $15.69025 | $16.00405 | $16.32414 | $16.65063 | $16.98364 | $17.32331 | $17.66978 | $19.12633
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APPENDIX C

Office of Senior Services Supplement to Master Agreement

The Parties agree that the following shall be considered a part of the Master Agreement between the

Parties.

1. Seniority:

A

The provisions of this Supplemental Agreement shall be subject to the terms of the
applicable Master Agreement.

The following definitions shall apply to the seniority accrued by employees employed by
Macomb Community Action:

1. Full Time Division Seniority means the seniority accrued by an employee in a full
time budgeted position in the Office of Senior Services.

2, Full Time Department Seniority means the seniority accrued by an employee in a
full time budgeted position in the Office of Senior Services.

3. Part Time Division Seniority means the seniotity accrued by an employee in a part
time position in the Divisions identified in the Office of Senior Services.

4, Part Time Department Seniority means the seniority accrued by an employee in a
part time position in the Office of Senior Services.

For purposes of any benefits identified in the applicable Master Agreement or Supplemental
Agreement, including but not limited to; Paid Time Off/accrual and utilization, Accumulated
Sick Leave Payoff, Layoff and Recall and Longevity, an employee promoted to a full time
position from a part-time position shall begin to accrue seniority, for benefit purposes, as
of the first day of employment in the full time position.

2. Promotions:

A.

A promotion is the movement of an employee to a higher paid position covered by their
Agreement within his/fher current Department. Promotions shall be based upon
qualifications, as determined by the Employer, in its discretion. If qualifications are
determined to be equal, seniority shall then be given first consideration.

For purposes of awarding an available promotion, the following types of seniority, as
defined in the Office of Senior Services Supplemental Agreement, shall be recognized in
the following order:

1. Full-Time Department Seniority

2. Part-Time Department Seniority

Eligibility for the next increment adjustment, if any, will be attained after working thirteen
(13) continuous, complete pay periods after the promotion takes effect.

3. Reporting Pay:

Any employee who is scheduled to report for work and who presents him/herself for work as
scheduled shall be assigned at least two (2) hours of work on the job for which hefshe was
scheduled to report. If work on the job is not available, or if the employer ctherwise determines
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7.

that the employee’s work should not continue through the duration of the shift, the employee may
either be reassigned by the employer or be excused from duty and paid for two (2) hours” work.
Further, when any employee reports for and starts to work as scheduled, and is excused from duty
before completing two (2) hours of work, the employee should be paid for two (2) hours’ work.

Pay for Hours Worked:

A.

All employees will be paid for all authorized hours worked. Employees required to perform
off premises activities for the benefit of the employer shall obtain prior approval from their
supervisor to perfarm such activities.

At certain senior congregate sites, the employer may, in its discretion, designate the site
as requiring two (2) employees for appropriate service. In the event that one (1) of the
employees does not appear for work, the remaining employee who performs all assigned
functions will receive an additional 1.5 hours of pay for each day that such work is
performed.

Regular Part Time Employee PTO (Paid Time Off) Days: Regular part time employees, as defined in
Article 8, Employee Defined, with three (3) months of service, shall be paid for the following days:

A

Three (3) PTO days each year. The employee must request the PTO day to be used at the
time of request or call in. If the employee does not use any of these days during the calendar
year, they shall be paid for up to three (3) PTO days at the end of the year no later than the
last check received in July.

The PTO described in this provision shall be taken only in complete day increments. A FTC
day shall be equal to the number of hours an employee is regularly scheduled to work per
day.

Upen termination of employment, an employee with one year or more of seniority shall be
compensated for their unused Paid Time Off at the rate of pay said employee received at the
time of termination. Employees with less than one year of seniority will not be compensated
for unused Paid Tirne Off,

Building Closure:

Cther than a closure due to inclement weather, in the event of a building closure said
employees may elect to:

e Use Paid Time Off

» Use Sick Time from their accumulated PTO/sick bank (if available)

» Work in the main office

» FElect to be docked for that day and not subject to disciplinary action

In the event of a building closure due to inclement weather the employee shall be paid for
up to three (3) days in the calendar year. In the event that there is further building closure
due to inclement weather the employee may elect to:

* Use available PTO/sick days
e Work at the main office

e Elect to be docked for that day and not subject to disciplinary action

Leave of Absence (Part Time):
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A, A regular part time employee, as defined in Article 8, Employee Defined who has completed
their probationary period, may request a leave of absence, in writing, as provided in Article
17, Leave of Absence.

B. This leave of absence may be granted for any of the purposes set forth in Article 17, however,
the length of the leave shall be limited to 45 calendar days. Upon the expiration of the leave
of absence a 45 calendar day extension may be granted upon written request.

C.  The Department Head and the Director, Human Resources and Labor Relations shall approve
or disapprove all requests for Leave of Absence, except for Worker's Compensation claims
which shall be governed by applicable statutes. Such approval shall net be unreasonably
denied.

Unpaid Time Off:

The Department Director and Department Supervisor may grant unpaid time off for regular part-
time employees as defined in Article 8, Employee Defined, according to the following schedule:

After one (1) full year of service: Up to two (2) regularly scheduled week
After five (5) full years of service: Up to three (3) regularly scheduled weeks
Requests for unpaid Time Off 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.

Overtime:

A. Part-time employees determined to be non-exempt pursuant to the FLSA are not eligible
for overtime payment unless they actually work over forty (40) hours in a seven (7) day
period.

1. Overtime work, including emergency avertime work, scheduled and authorized by
the Department Head, shall be made to eligible employees at the rate of time and
one-half (1 12) for work in excess of forty (40) hours per week.

2. Employees determined to be exempt from the provisions of the FLSA shall not be
eligible for compensation for overtime worked.

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

B. Overtime Rotation:

1. Overtime hours shall be divided as equally as possible among employees in the
same classification, in the same division, at the same location. Overtime
distribution will be by seniority untif the first overtime assignments are made. Once
the first overtime assignments are made, future assignments shall be on a rotation
basis. All overtime assignments refused shall be considered as if the overtime had
been worked.

2, Whenever overtime is required, the employee with the least number of overtime

hours will be asked first to perform the work. If this employee declines, the next
employee on the list shall be contacted, and so on, until an employee is available.
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3. Should the process referred to above fail to secure a sufficient number of
employees to adequately staff the classification in the division, employees, in
reverse arder of senlority may be mandated to work the available overtime.

10. Worker's Compensation:

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

1. The employee must be eligible for and receive Worker's Compensation on account
of such badily injury.

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

3. Any employee suffering an injury within the meaning and definition of this
paragraph shall immediately notify his/her supervisor. If instructed by the
supervisor, the injured employee shall report to a medical facility approved by the
County.

4, Regular full-time employees, so incapacitated, shall be continued on the County
payroll during the period of disability compensation as provided in sections a., b.,
¢. and d. below:

a. The compensation received by such employee under the Worker's
Compensation Act shall be supplemented by payment from his/her
accumulated Sick Leave Reserve (and the employee's Paid Time Cff Bank
if the employee so chooses) of that amount of money necessary to equal
his/her regular wage and the employee's Sick Leave Reserve (and Paid
Time Off Bank if the employee had so chosen) shall be charged only in
the same proportion as his/her Sick Leave Reserve (and Paid Time Off
Bank if the employee had so chosen) payment is to his/her regular wage
for the day, week, half-month, or other period. This supplement shall
continue for 104 weeks or until the employee's Sick Leave Reserve {and
Paid Time Off Bank if the employee had so chosen) has been depleted,
whichever occurs first.

b. If the employee's Sick Leave Reserve (and Paid Time Off Bank if the
employee so chooses) has been depleted and the employee has been
receiving Worker's Compensation payments for less than 104 weeks, the
County shall pay to such employee a sum of money, in addition to Worker's
Compensation payments, whereby the combination of Worker's
Compensation payments and such County supplement shall equal two
thirds (2/3) of the employee's regular wage. The County 2/3rds pay
supplement shall be made for a pericd not to exceed twenty-six (26)
weeks; however, in no case shall the combination of the supplement
payments (in 4.a. and 4.b.) exceed 104 weeks.

C. Upon the expiration of the 104 weeks an employee unable to return to
duty shall be terminated by the County. The County will have no further
obligation to the former employee, unless the employee qualifies for and
receives retirement benefits as provided in the current Macomb County
Employees' Retirement System Ordinance.

OFFICE OF SENIOR SERVICES APPENDIX C -4



11,

12,

d. Any Sick Leave or Paid Time Off earned and accrued once the County
2/3rds pay supplement begins shall be paid to the former employee upon
termination of the active employment refationship.

5. For the period during which the regular full-time employee is disabled and
receiving pay supplemental to his/her Worker's Compensation, the regular full-
time employee will accumulate seniority, Sick Leave and Paid Time Off.

6. A regular full-time employee returning from Worker's Compensation shall be
placed in the same position, provided that said full-time employee has produced
medical certification that hefshe can return to duty and perform the essential
functions of the job with or without accommodation.

7. The foregoing provisions shall neither restrict nor enlarge upon the provisions and
benefits accorded by the Macomb County Employees’ Retirement Ordinance
relative to total and permanent disability provided for therein.

Driver Route Bidding:

All Meals on Wheels drivers will bid for available meal routes utilizing Department Seniority. The
Employer may, in its discretion, alter routes after the bidding process is complete.

REPRESENTATIVES:
BARGAINING UNIT UNIT CHAIR STEWARDS
Office of Senior Services 1 1

OFFICE OF SENIOR SERVICES APPENDIX C -5



APPENDIX D

Specialized Offices Supplement To Master Agreement

The Parties agree that the following shall be considered a part of the Master Agreement between the

Parties.

A. MACOMB COUNTY CIRCUIT COURT, JUVENTLE DIVISION:

1,

Worker's Compensation - For Certain Circuit Court, Juvenile Division Employees:

Employees in the following classifications only, shall receive hazardous duty disability
compensation: Psycholegist, RefereefAttorney and Referee. Disability compensation for
the employees in these classifications only, shall be provided under the following

conditions:

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

(1)

(2

(3)

(4)

®)

(6)

7

®

The term "actual performance of duty” shall be defined as job
assignment and job related activities that are specifically directed by or
verified by the Chief Judge, Macomb County Circuit Court or designee,

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

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

Any employee suffering an injury within the meaning and definition of
this paragraph shall immediately notify his/her supervisor. If instructed
by the supervisor, the injured employee shall report to a medical facility
approved by the County.

The employee, so incapacitated, shall be continued on the County
payroll during the period of disability compensation hereinafter set forth.

For the period during which the employee is disabled and receiving pay
supplemental to his/her Worker's Compensation, the employee will
accumulate seniority, Sick Leave and Paid Time Off.

The County shall have the right to fill the position vacated by the
employee receiving Worker's Compensation, through temporary
appointment or hire, for the entire period in which the position is
temporarily vacant, notwithstanding Article 8, Employee Defined. A
current employee filling the position on a temporary basis shall not
accrue classification seniority. The position shall become a reqular
vacancy at the time the active employment relationship is terminated
with the employee receiving Worker's Compensation.

An employee returning from Worker's Compensation shall be placed in
the same position, provided that said employee has produced medical
certification that he/she can return to duty and perform the essential
functions of the job with or without accommodation.

SPECIALZED OFFICES APPENDIX D —- 1



(9) Disability compensation shall be made to eligible County employee in
the following manner and upon the following basis:

(@) The compensation received by such employee under the
Worker's Compensation Act shall be supplemented by the
amount necessary ‘to equal hisfher regular salary, such
payments to continue for a period of twenty-six (26) weeks
from date of incapacitating injury. At the end of said twenty-
six (26) week period the Employer shall review the disability
status of the injured employee to determine if an additional
twenty-six (26) week extension shall be granted, dependent
upon the physical condition and ability of the employee to
perform other available County employment. In no event shall
the period of supplementation under this provision exceed fifty-
two (52) weeks from the date of incapacitating injury.

(b) If the disability exists at the end of the fifty-two (52) week
period, the compensation received by such employee under the
Worker's Compensation Act shall be supplemented by payment
from hisfher accumulated Sick Leave Reserve (and the
employee's Paid Time Off Bank if the employee so chooses) of
that amount necessary to equal his/her regufar salary and the
employee's Sick Leave Reserve (and Paid Time Off Bank if the
employee had so chosen) shall be charged only in the same
proportion as his/her Sick Leave Reserve {and Paid Time Off
Bank if the employee had so chosen) payment is to his/her
regular wage or salary for the day, week, half-month, or other
period. This supplement shall continue for fifty-two (52) weeks
or until the employee's Sick Leave Reserve (and Paid Time Off
Bank if the employee had so chosen) has been depleted,
whichever occurs first.

(c) Upon the expiration of the one hundred four (104) weeks, an
employee unable to return to duty shall be terminated by the
County., The County will have no further obligation to the
former employee, unless the employee qualifies for and
receives retirement benefits as provided in Article 19,
Retirement System and the Macomb County Employees'
Retirement Ordinance.

(d) Any Sick Leave or Paid Time Off earned and accrued shall be
paid to the former employee upon termination of the active
employment relationship.

b. The foregoing provisions shall neither restrict nor enlarge upon the provisions
and benefits accorded by the Macomb County Employees' Retirement Ordinance
relative to total and permanent disability provided for therein.

2. On-call Compensation:

a. Employees in the classification of Circuit Court Juvenile Division Referee are to
receive $300 for each week that they are required to be on-call.

b. Employees who are on-call on Saturday and/or Sunday and actually required to

perform work will be compensated for a minimum of four (4) hours at one and
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one-half (1 1/2) times the regular hourly rate for the time worked. Such overtime
pay shall be in addition to the compensation received for being on-call.

OVERTIME:

Employees in the classifications of Referee and Research Attorney determined to be exempt from
the provisions of the Fair Labor Standards Act shall not be eligible for compensation for overtime
worked.

PROMOTIONS:

L A promoticn is the movement of an employee to a higher paid position covered by this
Supplemental Agreement within his/her current Department. Promotions shall be based
upon qualifications for the higher paid position, as those qualifications are determined by
the Employer. If the qualifications are determined to be equal, full-time departmental
seniority shall then be given first consideration.

2. Eligibility for the next increment adjustment, if any, will be attained after working thirteen
(13) continuous, complete pay periads after the promotion takes effect,

WORKER'S COMPENSATION:

Except for certain Circuit Court, Juvenile Division employees who are covered under Section A.1.
of this Supplement, Worker's Compensation - For Certain Circuit Court, Juvenile Division

Employees, a County employee, including but not limited to Referees, RefereefAttorneys and
Research Attorneys, who has incurred bodily injury arising out of and in the course of actual
performance of duty in the service of the County, which bodily injury totally incapacitates such
employee from performing any available County employment, shall be entitled to disability
compensation upon the following basis and subject to the following provisions:

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

2, The total incapacity, as above set forth, must continue for the duration of the period of
compensation.
3. Any employee suffering an injury within the meaning and definition of this paragraph

shall immediately notify his/her supervisor. If instructed by the supervisor, the injured
employee shall report to a medical facility approved by the County.

4. The employee, so incapacitated, shall be continued on the County payroll during the
period of disability compensation hereinafter set forth.

5. For the period during which the employee is disabled and receiving pay supplemental to
his/her Warker's Compensation, the employee will accumulate seniority, Sick Leave and
Paid Time Off.

6. The County shall have the right to fill the position vacated by the employee receiving
Worker's Compensation, through temporary appointment or hire, for the entire period in
which the position is temporarily vacant, notwithstanding Article 8, Employee Defined. A
current employee filling the position on a temporary basis shall not accrue classification
senjority. The position shall become a regular vacancy at the time the active employment
relationship is terminated with the employee receiving Worker's Compensation.
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7. An employee returning from Worker's Compensation shall be placed in the same position,
provided that said employee has produced medical certification that hefshe can return to
duty and perform the essential functions of the job with or without accommeodation.

8. Disability compensation shall be made to such County employee in the following manner
and upon the following basis:

a. The compensation received by such employee under the Worker's
Compensation Act shall be supplemented by payment from his/her accumulated
Sick Leave Reserve (and the employee's Paid Time Off Bank if the employee so
chooses) of that amount of money necessary to equal his/her regular salary and
the employee's Sick Leave Reserve (and Paid Time Off Bank if the employee had
so chosen) shall be charged only in the same proportion as his/her Sick Leave
Reserve (and Paid Time Off Bank If the employee had so chosen) payment is to
his/her regular wage or salary for the day, week, half-month, or other period.
This supplement shall continue for 104 weeks or until the employee's Sick Leave
Reserve (and Paid Time Off Bank if the employee had so chosen) has been
depleted, whichever occurs first.

b. If the employee's Sick Leave Reserve (and Paid Time Off Bank if the employee
so chooses) has been depleted and the employee has been receiving Worker's
Compensation payments for less than 104 weeks, the County of Macomb shall
pay to such employee a sum of money, in addition to Worker's Compensation
payments, whereby the combination of Worker's Compensation payments and
such County supplement shall equal two-thirds (2/3) of the employee's regular
wage or salary. The County's 2/3rds pay supplement shall be made for a period
not to exceed twenty-six (26) weeks; however, in no case shall the combination
of the supplement payments (8.a. and 8.b. exceed 104 weeks).

C. Upon the expiration of the 104 weeks an employee unable to return to duty shall
be terminated by the County. The County will have no further obligation to the
former employee, unless the employee qualifies for and receives retirement
benefits as provided in Article 19, Retirement System and the Macémb County
Employees' Retirement Ordinance.

d. Any Sick Leave or Paid Time Off earned and accrued once the County 2/3rds
pay supplement begins shall be paid to the former employee upon termination
of the active employment relationship.

9, The foregoing provisions shall neither restrict nor enlarge upon the provisions and
benefits accorded by the Macomb County Employees' Retirement Ordinance relative to
total and permanent disability provided for therein.

REPRESENTATIVES:
BARGAINING UNIT UNIT CHAIR STEWARDS
Specialized Offices 1 6

(Six (6) stewards based on the following Districts: 3 — Administration Building / County Building/
Court Building; 1 — Health Department / Family Court / Probate Court / Juvenile Justice Center /
Sheriff's Office / Public Works; 2 — At Large)
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APPENDIX E

Probate Court/Corporation Counsel Supplement to Master Agreement

The Parties agree that the following supplements shall be considered a part of the Master Agreement
between the Parties:

1. Seniority: Departmental Seniority is defined as follows:
A. Departmental seniority for employees in the Departments set forth below in A.2. shall

commence after an employee successfully completes his/her probationary period in the
Department. Upon successful completion of the probationary period, the employee's
seniority will be retroactive to date of full-time departmental employment. This departmental
seniority will continue so long as the employee remains within the same department.
Employees promoted or transferred to a different classification within the department will
retain their departmental seniority date, after completion of a trial or probationary period.

1. Departmental seniority will prevail for purposes of selection of Paid Time Off and
overtime preference, bumping rights, layoff and recall rights within the department,
except where provided otherwise in this Agreement.

2. Department shall be defined as follows:

Corporation Counsel = 1 Department
Probate = 1 Department

Date of entry into County employment less any time on leave of absence without pay will
provide a seniority date that will prevail for purposes of accumulation and/or eligibility of the
following: Paid Time Off, Sick Leave, longevity, retirement and similar fringe benefits to
which the Parties may agree. Leave of absence without pay will necessitate, except for
military leave of absence, the adjustment of the date of entry inte County employment date
and the subsequent accumulation of benefits.

2. Promotions:

A promotion is the movement of an employee to a higher paid position covered by this
Supplemental Agreement within his/her current Department. Promotions shall be based upon
qualifications for the higher paid position, as those qualifications are determined by the Employer.
If the qualifications are determined to be equal, full-time departmental seniority shall then be given
first consideration.

Eligibility for the next increment adjustment, if any, will be attained after working thirteen (13)
continuous, complete pay periods after the promotion takes effect.

3. Call-In and Overtime Procedure:

A,

Call-In: An employee called in for work at times other than their normal scheduled shift,
shall receive a minitnum of four (4) hours pay at titne and one-half (1 1/2) and such employee
shall perform a minimum of four (4) hours work within their classification. Any authotized
paid leave, except Sick Leave, shall be considered as worktime for purposes of this Article,

Overtime Notification and Assiagnment Procedure:

1. Definition and Procedure:

PROBATE COURT/CORPORATION COUNSEL APPENDIX E -1



a. Scheduled: a need to fill a vacancy on an cvertime basis which is known to
the employer more than three (3) hours before the time at which the
vacancy is created.

Overtime opportunities as determined by Management, will be allocated on
a rotation basis beginning with the eligible employee currently at the top of
the regular employees' list. If refused, the overtime shall be offered to the
next eligible employee on the list. If the overtime is not accepted by a
regular employee, the same procedure will be followed with the substitute
employees' overtime list.

b. Emergency: a need to fill a vacancy on an overtime basis which is not
known to the employer at least three (3) hours prior to the time at which
the vacancy is created.

The employer may take whatever steps are ultimately necessary to cover
such overtime. Generally, the overtime will first be offered to employees
working the previous shift in the unit where the overtime is needed. If there
are no volunteers, then the employer may offer overtime to employees in
other units. If more than one employee volunteers for a particular
opportunity, the overtime shall be assigned to the employee nearest the top
of the list established in B.1 (a) above.

C Forced: a need to fill a vacancy on an overtime basis which remains after
the Employer has attempted to fill the vacancy on a voluntary basis,
requiring the assignment of mandatory overtime.

[€)) The overtime will be assigned to the employee working the previous
shift in the unit where the overtime is needed who has least recently
been forced to work overtime.

(2) If there is mare than one employee who has not yet been forced to
waork overtime, the least senior employee shall be forced.

3) Substitute employees may not be forced to work overtime.

€3 An employee will normally only be forced within the unit they
regularly work. However, in an emergency situation, the employer
may find it necessary to secure overtime help from other units. This
will happen only when no other alternative exists.

C. General Conditions:
1. Employees will not work more than sixteen (16) consecutive hours.
2. In case of an emergency an employee may be required to work beyend hisfher
regular shift.
3. The Employer will attempt to notify the employee but is not required to make
repeated efforts to contact an employee for specific overtime.
4, An employee must inform the Employer when an employee is unable to work

overtime in the same manner hefshe would inform the Employer when unable to
work a regularly scheduled shift. Disciplinary action may result when an employee
fails to work assigned overtime.
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5. The above method of assignment of overtime in no way changes, diminishes or
modifies the Employer's right to manage its woerk force.

PAID TIME QFF (PTO):

The Employer shall make available Paid Time Off schedules and request employees to turn in their
Paid Time Off preferences by April 1st of each year during the term of the Agreement, and Paid
Time Off shall be scheduled in accordance with seniority on each shift, with the most senior
employee on each shift having the first preference on Paid Time Off, all in keeping with the needs
of the Department and shift staffing requirements.

A. All requests must be submitted in writing before April 1% to be considered.
B. Primary Paid Time Off Requests will receive first consideration.

A primary Paid Time Off is a period of five (5) or more days being deducted from the Paid
Time Off bank and/or holiday bank.

C. Only after all Paid Time Off requests for five (5) or more days have been considered on a
shift shall requests for four (4) or less days be considered.

These requests shall also be considered on the basis of seniority by shift, all in keeping with
the needs of the department and shift staff requirements and also the availability of time
slots, noting that primary Pald Time Off requests have priority aver four (4) days or less.

Requests for Paid Time Off received after April 1st of each year shall be honored in the order
received, subject to availability of requested dates, as determined by the Department staffing
needs, without regard to seniority. The Paid Time Off schedule, as prepared in conformance with
this Secticn, shall be made available for examination, as soon after April 1st as possible, and in no
case later than May 1, and shall be updated on a continual basis.

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

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

B. The total incapacity, as above set forth, must continue for the duration of the pericd of
compensation.

C. Any employee suffering an injury within the meaning and definition of this paragraph shall

file a report in writing relating to such injury with his/her Department Head on the day such
injury oceurs, or, if physically unable to do so because of the nature of such injury, then a
physician's report in writitig relating to such injury shall be filed with such Department Head
within one week from the date of injury. The report shall be made upon the form furnished
by the County of Macomb,

D. The employee, so incapacitated, shall be continued on the County payroll during the pericd
of disability compensation hereinafter set forth,

E. For the period during which the employee is disabled and receiving pay supplemental to

hisfher Worker's Compensation, the employee will accumulate seniority, Sick Leave and Paid
Time Off.
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F. The Employer shall have the right to fill the position vacated by the employee receiving
Worker's Compensation, through temporary appointment or hire, for the entire period in
which the position is temporarily vacant, notwithstanding Article 8, Employee Defined. A
current employee filling the position on a temporary basis shall not accrue classification
seniority. The position shall become a regular vacancy at the time the active employment

* relationship is terminated with the employee receiving Worker's Compensation.

G. An employee returning from Worker's Compensation shall be placed in the same position,
provided that said employee has produced medical certification that hefshe can return to
duty and perform the essential functions of the job with or without accommodation.

H. Disability compensation shall be made to an employee in the following manner and upon the
following basis:

1. The compensation received by such employee under the Worker's Compensation Act
shall be supplemented by payment from hisfher accumulated Sick Leave Reserve
(and the employee's Paid Time Off Bank if the employee so chooses) of that amount
of money necessary to equal hisfher regular salary and the employee's Sick Leave
Reserve (and Paid Time Off Bank if the employee had so chosen) shall be charged
only in the same proportion as hisfher Sick Leave Reserve (and Paid Time Off Bank
if the employee had so chosen) payment is to hisfher regular wage or salary for the
day, week, half-month, or other period. This supplement shall continue for 104
weeks or until the employee's Sick Leave Reserve (and Paid Time Off Bank if the
employee had so chosen) has been depleted, whichever occurs first,

2. If the employee's Sick Leave Reserve (and Paid Time Off Bank if the employee so
chooses) has been depleted and the employee has been receiving Worker's
Compensation payments for less than 104 weeks, the Employer shall pay to such
employee a sum of money, in addition to Worker's Compensation payments,
whereby the combination of Worker's Compensation payments and such Employer
supplement shall equal two-thirds (2/3) of the employee's regular wage or salary.
The Employer's 2/3rds pay supplement shall be made for a period not to exceed
twenty-six (26) weeks; however, in no case shall the combination of the supplement
payments (H.1 and H.2) exceed 104 weeks.

3. Upon the expiration of the 104 weeks an employee unable to return to duty shall be
terminated by the Employer. The Employer will have no further obligation to the
former employee, unless the employee qualifies for and receives retirement benefits
as provided in Article 19, Retirement System and the Macomb County Employees'
Retirement Ordinance.

4, Any Sick Leave or Paid Time Off earned and accrued once the County 2/3rds pay
supplement begins shall be paid to the former employee upon termination of the
active employment relationship.

I The foregoing provisions shall neither restrict nor enlarge upon the provisions and benefits
accorded by the Macomb County Employees' Retirement Ordinance relative to total and
permanent disability provided for therein.

Holiday Benefits:

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. Failure to receive approval by not calling in or properly notifying the
Employer regarding an absence on the scheduled day before and/or the scheduled day after a
holiday and/or the holiday, if scheduled, shall result in the denial of holiday pay. Excuse shall be
by medical certificate and/or Department Head approval. In order for an employee to avoid loss
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of pay, said employee, shall provide a medical certificate within five (5) working days.
provision shall not apply to employees on an approved leave of absence.

DEPARTMENTS AND CLASSIFICATIONS:

DEPARTMENT
Corporation Counsel
Probate Court
*Clerical May Include:
Office Assistant Senior
Office Assistant
Deputy Register

REPRESENTATIVES:

BARGAINING UNIT

Probate Court/Corporation Counsel

[One (1) steward]

CLASSIFICATION

* Clerical

* (Clerical

UNIT CHATR

1

STEWARDS

1
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Appendix F

Active Employee Benefits



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 heaith plan’s SBC. This SBC template document being provided is not fully compliant with the SBC federal rules. It is your responsibility to work with your legal
counsel to ensure proper compliance with the federal SBC rules. This SBC template document does not constitute legal, tax, actuarial, accounting, benefit design,
compliance or other advice. 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

ECN HMO Active Emplayees

Coverage for: All Plan Types Plan Type: TPA

& .

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

Answers; Member / Family

Glossary, You can view the Glossary at hitps./www.healthcare.qov/sbe-glossary or call 800-662-6667 to request a copy.

Why This Matters:

Tlmportant Questions

What is the overall deductible?

$0

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

Are there services covered

for this plan?

before you meet your deductible? No You will have to meet the deductible before the plan pays for any services.
i N
g;ié:}gesgmil;___ggductlbles for ° You don't have to meet deductibles for specific services.
. - The 6ut-of-poéket limit is the most y_ou could pay in a year for covered services. If you have
G - . . ] . . L -
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 untii the

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

What is not included in the out-
lof-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.bchsm;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
providers.

This plan uses a provider network. You will pay less if you use a provider in the plan's
network. You will pay the most if you use an out-of-network provider, and you might receive a
bill from a provider for the difference between the provider's charge and what your 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?

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

L ﬂ 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

Network Provider
(You will pay the least)

_6ut-of-Network
Provider
(You will pay the most} |

Limitations, Exceptions, & Other Important.

Information

coverage is available at
www.bcbsm,com/customdr

Primary care visit to treat an injury or illness $2 copay/visit Not covered $20 copay for online vsits.
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
, I 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 require breauthorization / No charge for
If you have a test lab services
Imaging (CT/PET scans, MRls) 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 treat|r.,. o E - drugs.
your iiness or condition 1Tier 2 - Preferred Brand $25 copay/30 days Not covered 50% coinsurance for sexual dysfunction drugs.
More information about Effective 1/1/2013 Tier 1 contraceptives are
prescription drug Tier 3 - Non-Preferred Brand $50 copay/30 days Not covered covered in ful

90 day mail order and retail copays are 2x the

uglist

Specialty drugs

“[Tiered copays listed above

Not covered

standard retail copays.

Limited fo a 30 day supply

apply
May require preauthorization/50% coinsurance
If you have outpatient  {Facility fee (e.g., ambulatory surgery center} \No charge Not covered for TMJ, orthognathic surgery, reduction
surgery mammoplasty, male mastectomy
Physician/surgeon fees No charge Not covered See "Outpatient surgery facility fee" )
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Network Provider

{You will pay the least)

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

Emergency room care $100 copay/visit $100 copayvisit Copay waived if admitted
If you need immediate : . ; Non-emergent transport is covered when
medical attention Emergency medical transportation No charge No charge preauthorized
Urgent care $30 copay/visit $30 copay/visit None
Preauthorization is required. 50% coinsurance
If you have a hospital Facility fee {e.g., hospital room) No charge Not covered for TMJ, orthognathic surgery, reduction
stay mammoplasty, male mastectomy
Physician/surgeon fee No charge Not covered See "Hospital Stay surgery facility fee"
If you need mentaj Outpatient services No Charge Not covered Preauthorization is required
health, behavioral health,
or substance use Inpatient services No Charge Not covered i Preauthorization is required
disorder services
- ' Postnatal and non-routine prenatal office
Office visits No charge Not covered visits-$20 copa
If 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 copayhvisit Not covered (I?:‘?euriégs preauthorization. Custodial care not
Requires preauthorization/ One period of
treatment for any combination of therapies
Rehabilitation services $30 copay/visit Not covered within 60 consecutive days per medical
episode. Subject to meaningful improvement
If you need help — within 60 days.
eoecial healtt nae other Habilitation services ga?? c-o$92aoy Cgr?ris?tefg:lsnl Not covered PT/QTIST for autism spectrum disorder has
special health needs PTIOTIST P uniimited visits. Requires preauthorization.
Skilled nursing care No charge Not covered Requires preautherization/Limited to 730 days
Requires preauthorization and must be
Durable medical equipment No charge Not covered obtained from a BCN supplier. Convenlenice

and comfort items not covered. Diabetic
supplies covered in full




BCN HMO Active Employees
1

, What You Will Pay |

Common oo T Ontaf Natwark | Limitations, Exceptions, & Other Important
. Out-of-Network : :

Medical Event Services You May Need Network Provider ubohNetwork Information

A Provider
(Youwill pay the least) |y, il pay the most)

T " " "inpetient care requires preauthorization.
D ‘ : -
Hospice services No charge N Not covered Housekeeping and custedial care not covered.
Children's eye exam Not covered Not covered Contact benefit administrator for coverage.
It your child needs Children’s glasses “INot covered " Not covered Contact benefit administrator for
dental or eye care ildren’s glasses {Not covere ot covere ontact benefit administrator for coverage.
Children’s dental check-up Not covered Not covered Contact benefit administrator for coverage.
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Excluded Services & Other Covered Services:

: Services Your Plan Generally Does NOT Cover (Check your policy-o} ;@ document for more informatfon -a-nd a_iiét of any other excluded services.}

o Acupuncture (if prescribed for rehabilitation o Long-term care » Routine eye care (Adulf}
purposes) « Non-emergency care when traveling outside the  » Routine foot care

s Cosmetic surgery U.S. o Weight loss programs

» Dental Care (Adult} » Private-duty nursing

» Elective Abortion

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

o Barlatric surgery o Infertility treatment
» Chiropractic care » Hearing Aid

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

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

You do not need prior authorization from Blue Care Network or from any other person (including a primary care provider) in order to obtain access to obstetrical or gynecological
care from a health care professional in our network who specializes in obstetrics of 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.gov/ebsarhealthreform., 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 1-800-318-25986.,

Your Grievance and Appeals Rights:

There are agencies that can help if you have a compiaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information about
your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal or a
grievance for any reason to your plan, For more information about your rights, this notice, or assistance, contact : Blue Care Network, Appeals and Grievance Unit, MC C248,
P.O. Box 284,Southfield, 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, M! 48908-7720, hitp://www.michigan.gov/difs; call 1-877-999-6442 or fax: 517-284-
8838. .

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

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP), Department of
[nsurance and Financial Services, P. 0. Box 30220, Lansing, Ml 48909-7720, http://www.michigan.gov/difs or difs-HICAP@michigan.gov

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

Does this Plan Meet the Minimum Value Standard? Yes

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

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




About these Coverage Examples:

K + 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 exciuded 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, .

Managing Joe’s Type 2 Diabetes Mia's Simple Fracture

Peg is Having a Baby
(in-network emergency room visit and
follow up care)

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

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

M The plan’s overall deductible $0 B The plan’s overall deductible $0 B The plan’s overall deductible $0
M Specialist copayment $30 B Specialist copayment $30 W Specialist copayment $30
M Hospital (facility) coinsurance 0% W Hospital (facility) coinsurance 0% M Hospital (facility) coinsurance 0%
M Other coinsurance 0% B Other coinsurance 0% W Other coinsurance 0%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Chiidbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic tests (x-ray)
Diagnostic tests (uftrasounds 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 | $7,400 | | Total Example Cost [ $1,900]
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
| Cost Sharing ool ~_ Cost Sharing i Cost Sharing
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $70 Copayments $800 Copayments $200
Coinsurance $0 Coinsurance $0 Goinsurance _ R $0
! What isn't covered '| i What isn’t covered P 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 Miawouldpayis | $200 |
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ADDENDUM — LANGUAGE ACCESS
SERVICES.and NON-DISCRIMINATION

‘We speak your language

If yau, or soreong you're helping, néeds assistance, you
have 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 are not already a member.

5t usted, o alguien a'qulen usted est ayudando, necesita
asistencia, tiene derectio a.obtener ayuda e informacion
en-su idioma'sin costo alguno. Para-hablar con un
intérprete, llame al nimero telefd nico de Servicio al
cliente, que: aparece enla partet trasera de su: tarjeta, o
877-469-2583, TTY:.711 si usted todavia no-esun
mfembro.
Shessdlelol ctuddalagselid ¥ ass gl g I
A o izl el Clasleallysicludd e Jposalt
shadlithy b o g palt e Saall and 28150 bl a2l

iy 18 Jiza oS5 W 13 (877-469-2583 TTY:711 S

MRE RRTEERSNER. FEIGE, SEEFH
ﬂ.ﬁufﬁ‘ﬂ’lﬁﬁfﬁ@mwﬁﬂﬁlﬁo Bial—AEEa,
ERECHESEMNESFBERE  NEERFRER
' Eﬁ?&fﬁﬁ_sn%wsss TTY: 71,
e Bitidh o S pouma g
reRqalaho v hiieh ____o&qlnm re;‘\m m.anme oh.nrt’
~Sia iRy 50 2wl ool rﬁa.\., el ~Saoixls
] .,__q:.a.nhs: 4 ..nL‘-ﬂ.-r(:r&m e\_'aslk\
SeSBAE L0 o&u! A L e §77-469-2583 Tl'Y.711
Néu quy vi, hay ngiréi ma quy vidang giip.dd, can tr
gitp, quy v sé co quyén durgc gilip va co thém thing tin
bang ngén ngl ca minh mién phi. BE néi chuyén vl mat
théng dich vién, xin gol s@'Dich vy Khdch hang ¢ mit sau
thé cla quy vi, hodic 877-469-2583, TTY: 711 néu-quy vl
chua phai'la mét thanh vién.
Nése ju, ose dikush q& po ndihmoni, ka nevojé pér

ahgigama nfha .-i& 39 .4 a0 ehnr-f

asistencé, keni té drejté t& marmi ndihmé dhe informacion:

falas n&'gjuhén tuaj. P&r té folur me njé pérkthyes,
telefononi numrin e shiérbimit t& Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk Jeni
ende n)é anétar.

orek HaHE= F a0 §D Y= AR0] X 0]
Eooiche, sk =8 F28 Asis] o= Hig
220l 2SS4 ol AT ASULCHL B8R
Chslslei ® Hoke) 31= el0f A= D24 MHulx

o s = @ sk, 0101 3ol ol B
B77-469-2583, TTY: 711 E H3IctA A2,

% ST, A TRET TIRA 0T T, TE
ARBAF AT FPTE TE® ) (AT 3T (MO A
PN T, ST PREH CT (371 TS TS
S 9] 877-469-2583, TTY: 711 % 2oy 3MfH
Ay AT AT AR

Jesli Ty lub:osoba, ktdrej pomagasz, potrzebujecte pomacy,
masz prawo do uzyskania bezptatnej informacji | pomocy
we wiasnym Jezyku. Aby porozmawiaé z thumaczem;
zadzwoi pod numer dzfatu obstugl klienta, wskazanym na
odwrocie Twojej.karty lub-pod numer 877-469-2583,

TTY: 711, jekeli jeszcze nie masz-czionkostwa,

Falls:Sie oder jemand;.dem Sie helfen, Unterstitzung-
bendtigt, haben Sie das Recht, kostenlose Hilfe und
Infarmationen in Ihfer Sprache zu.erhaltén, Um mit elnem’
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 keéln Mitglied sind.
Se tu o qualcuno che stai aiutande avete bisogno di
assistenza, hal il diritto.di otteneré 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-chidma il
877-469-25B3; TTY: 711 se-non sel ancora membro..

TEAR, FEEBEHKOSOBY OATEEELE

EENBZETCCHRSCTWELEL, CHEOER

THHR—FERITEY. MREAFLEYTSC LT
TEET, HREMDYERA, BREBEEHLE

EREFLOI—FOEOICEMEShEARFIT—H
—ERDEEES (A —THEWNER

877-469-2583, TTY: M) FTHEE E& L),

EcaH san BITH THOY, KOTOPOMY BH MOMOTaeTe, HYEHA
TIOMOIIE, TO BLI HMEETE IPABO HA GECINATHOE NONYICHHE
TOMOITE H nnq:uopuamm HA BamTeNs S36IEE. Jing pairoBopa
C NepeBONIHEOM IIO3BOHMTE 110 EoMepy TexedoHa 0T

OB CIyAMBARNT FIHEHTOB, YRA3AHHOMY, Ha oSpaTHol
CTOpOReE Bameil EAPTEL, KTH IO HOMepY,

877-469-2583, TTY: 711, €Cim y B4C HET-WIEHCTRA.

Ukoliko Vama ili nekome kome Vi pomaiete treba pomoc,
Imate pravo-da besplatrio dobijete pomod I informacije na
svom jeziku. Da biste razgovaralt sa prevodigcem, pozovite
broj korisnitke slu?be sa zadnje strane kartice il
877-469-2583, TTY: 711 ako ve niste ¢lan.

Kunglkaw; o.ang Iyong tinutulungan, ay nangangailangan
ng tuleng, may:karapatan ka na makakuha ng tulong at
imporimasyon sa wong wika ng walang gastos, Upang.
makausap ang isang tagasalin, tumawag sa numero ng
Customer Service sa likod ng iyong tarheta,

0 877-469-2583; TT¥: 711 kung ikaw ay hindi ga lsang
miyembro.

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Netwark
comply with Federal civil rights laws and do not
discriminate.on the basis of race, color, national origin,
age, disabllity, or sex, Blue Cross Blue Shield of Michigan
and Blue Care Network.provide free auxil[ary aids-and
services to-people with disabilities to communicate
effectively with us; such as qualified sigh language
interpréters and infarmation’in other formats. if you need
these services, call the Customer Sernvice number on the

back of your-card, or-877-469-2583, TTY: 711 if you arenot:

already a membéer. If you believe that:Blue Cross Blue
Shield of Michigan or Blue Care Network has failed to
provide services or discriminated In another way'on the
basis of race, color, national origin, age, disability, or sex,
you can file a grievance in persan, by mail, fax, or email
with: Office of Civil Rights Coordinator;
600 £. Lafayette Blvd.,-‘MC 1302, Detroit, MI 48226,
phorie: 888—605 6461, TTY: 711, fax: 866-553-0578,
email: CivliRights@bcbsm.com. if you need help filing a
griavance, the Office-of Civil Rights Coordinator is available
to help you.
You canalse file a civil rights complaint with the U.s.
Department 6f Health-& Human Services Office for Civil
Rights. electronically through the Office for Civil Rights
Complaint:Porta)] availableat
https://acrportal.hhs.dov/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, phene: '800-368-1019, TTD: 800-537-7697, email:.
OCRCompIaint@hhs OV, COmpIaInt forms are available at
ovioc [is index.
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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 heaith plan, or for creation or disclosure of compliant SBCs.
This SBC template document is being provided as an example that may contain useful information concerning your BCBSM administered coverage as you create
your own group health plan's SBC. This SBC template document being provided is not fully compliant with the SBC federal rules. It is your responsibility to work with
your legal counsel to ensure proper compliance with the federal SBC rules. This SBC template document does not constitute legal, tax, actuarial, accounting, benefit
design, compliance or other advice. BCBSM disclaims any liability or responsibility-for any non-compliance by your group health plan with SBC rules and regulations
relating to creation, disclosure or other requirements. You should also note that there may be additional special circumstances which may be applicable to your
specific group health plan situation which may affect SBC content, including but not limited to account type arrangements such as flexible spending accounts (FSA),
heaith reimbursement arrangements {HRA), and health savings accounts, (HSA), or for example, wellness programs, reference based pricing or benefits, or
coverage not administered by 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 Coverage Period: Beginning on or after 01/01/2021

Note to ASC groups: Before completing this template,
MACOMB COUNTY EMPLOYEES please reference the disclaimer on the attached cover page.
Community Blue PPOSM ASC Coverage for: Individual/Family | Plan Type: PPO

ﬁ 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 [D card. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined -

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

Answers

Important Questions Why this Matters:

In-Network | Qut-of-Network

Generally, you must pay all of the costs from providers up to the deductible amount before this
$1,500 Individual/  [$3,000 Individual/  |plan begins to pay. If you have other family members on the plan, each family member must
$3,000 Family $6,000 Family meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overail family deductible.

What is the overall deductible?

This plan covers some items and services even if you haven't yet met the deducfible 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. services without cost-sharing and before you meet your deductible, See a list of covered
preventive services at hitps:/www.healthcare.gov/coverage/preventive-care-benefits/,

Are there other deductibles for [No.

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

What is the out-of-pocket limit for

The out-of-pocket fimif is the most you could pay in a year for covered services. If you have

this plan? $6,350 Individual/  |$12,700 individual/ . L ; ) - ,
(May include a coinsurance $12,700 Family $25,400 Family 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.

maximum)

Premiums, balance-billing charges, any

What is po_t included in the out-of pharmacy penalty and health care this Even though you pay these expenses, they don’t count toward the out—of-pocket limit.
pockef limit? ,
plan doesn't cover.

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

Will you pay less if you use a Yes. See www.bcbsm.com or call the 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
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 fab work). Check with your provider before you get services.

Do you need a referral to see a No

specialist? You can see the specialist you choose without a referral.

Group Number 007000448-0033 SBC000018329021 20f9



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

( Al

‘Common Medical Event

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

Services You May Need

What You Wilt Pay

" In-Network Provider

Out-of:Network Provider

|

Limitations, Exceptions, & Other Important

(You will pay the least) (You will pay the most) Information
Primary care visit o freat |$40 copayioffice visit; I
an injury or illness deductible does not apply A0% colnsurance None
Specialist visit $40 conayjvisit, deducfible 40% coinsurance None

does not apply

Preventive care/

No Charge; deductible does

You may have to pay for services that aren't
preventive, Ask your provider if the services

screening/ not apply Not covered needed are preventive, Then check what your plan
immunization wilt pay for
Diagnostic test (x-ray, 20% coinsurance 40% coinsurance None
blood work) —
If you have a test , T
;SI]]R?I%]SI)“Q (CT/PET scans, |ono: o oinsurance 40% coinsurance May require preauthorization

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

Generic or select
prescribed over-the-
counter drugs

$7 copay/prescription for retail
30-day supply; $14
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

Preferred brand-name
drugs

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

In-Network copay plus an
additional 25% of the approved
amount; deducfible 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 In-Network Provider
(You will pay the least)

What You Will Pay

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

Limitations, Exceptions, & Other Important
Information

Physician/surgeon fees

20% coinsurance

40% coinsurange

None

if you need immediate
medica!l 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
heaith services (mental
health and substance use
disorder)

20% coinsurance for mental

Your cost share may be different for services

If you are pregnant

Qutpatient services 20% coinsurance health; 40% coinsurance for . .

substance use disorder performed in an office setting
Inpafient services 20% coinsurance 40% coinsurance Preauthorization is required.

Maternity care may include tests and services
Prenatal: No Charge; . . i
. ’ . described elsewhere in the SBC (i.e. ultrasound)
' 0,

Office visits deductible does not apply Prenatal: 40% goinsurance and depending on the type of services cost share

Postnatal: No Charge;
deductible does not apply

Postnatal: 40% coinsurance

may apply. Cost sharing does not apply for
preventive services.

Childbirth/delivery
professional services

20% coinsurance

40% coinsurance

None

Childbirth/delivery facility
services

20% coinsurance

40% coinsurance

None

If you need help recovering
or have other special health

heeds

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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Common Medical Event

What You Will Pay »
Services You May Need In-Network Provider Out-of-Network Provider
{You will pay the least) {You will pay the most)

Skilled nursing care

20% coinsurance

20% coinsurance

Limitations, Exceptions, & Other Important
Information

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

Durable medical

iequipment

20% coinsurance

20% coinsurance

[Excludes bath, exercise.and deluxe equipment -

and comfort and convenience items. Prescription
required.

Hospice services

No Charge; deductible does
not apply

No Charge; deductible does not
apply

Physician certification required. Visit limits apply.

If your child needs dental or|

eye care
For moré information on

pediatric vision or dental,
contact your plan
administrator

up

Not covered

Children’s eye exam INot covered Not covered None
Children's glasses Not covered Not covered None
[Children’s dental check- - Not covered None
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Excluded Services & Other Covered Services:

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

» Acupuncture freatment o [nfertility treatment = Routine foot care
o Cosmetic surgery ¢ Longtermcare » Weight loss programs
» Dental care (Adult) o Roufine 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 » 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

» Hearing aids
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/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 fo 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 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 [D 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 hitp://www.michigan.qov/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 Markefplace.

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

Language Access Services: See Addendum

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

This is not a cost estimiator. 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)

M The plan’s overall deductible $1,500
M Specialist copayment 940
W Hospital (facility) coinsurance 20%
M Other coinsurance 20%

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

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

Managing Joe’s Type 2 Diabetes

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

M The plan's overall deductibie $1,500
® Specialist copayment $40
M Hospital (facility) coinsurance 20%
N 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)

Mia’s Simple Fracture

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

B The plan’s overall deductible $1,500
W 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 {cruiches)
Rehabilitation services (physical therapy)

| Total Example Cost | $12,700] | Total Example Cost | ¢5600] | Total Example Cost | $2,800 |
In this example, Peg would pay: In this example, Joe would pay: _lr_l__thi_s gxampl__g,___M_ia_\.v_qul_d pay:

__ Cost Sharing | | 5 CostSharing i | Cost Sharin -
Deductibles $1,500 Deductibles $900 Deducfibles $1,500
Copayments $10 Copayments $800 Copayments $90
Coinsurance $1,700 Coinsurance $0 Coinsurance §70_

' Whatisntecovered =} | ' What isn't covered \ | What isn't covered i
Limits or exclusions $60 Limits or exclusions $20 Limits orexclusions _ $0
| The total Pegwould 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 fo help cover certain out-of-pocket expenses — like the
deducfible, copayments, or coinsurance, or benefits not otherwise covered.
The plan would be responsible for the other casts of these EXAMPLE covered services. 8 of 9



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 infermation in your
language at no cost. To talk to an interpreter, cali the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 If you are not already a member,
S5i usted, o algufen a qulen usted estd ayudando, necesita
aslstencia, tiene derecho a obtener ayuda e informacién
en su Idioma sin costo alguno. Para hablar con un
intérprete, llame al nimero telefénico de Servicio al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no esun
miembro.
ol aluli saclddatagacls jak yaid il ek 1y
R BT LT TRPPIA [T I PN PLELIPVL 8 15 PR |
_,'I il b 2yl GMILA;‘-S);MHJLUHM
il 1€ i 083,013 87 7-469-2583 TTY:711 8.0
MRE, RRDEERRIGRER, RERL, BHEH
KRLIZNBIEFIRBMAL, BAl—BEA.
HREEYNRETENETFESEE | URERTREER
. IHBIETE 8774692583, TTY: 711,
Rl Lot ponm ¢« L Shateud rdBa b 30 g L S ¢
refulaecha ohija | hlai whiood L daalierd L ohay
AL _Sto rdishn ¥ 2 ng elonpnal wrdigl, rela L gaalils
o ~oaaond n¢_zd Jin ey ion L _asplihn
i _ohad kX e 877-469-2583 TTY:711
NEu quy vi, hay nguéi ma quy vi dang gitip dd, ¢2n trg
giup, quy vi sé& cé quysn dugc gidp va ¢d thém thing tin
bing ngén ngl clia mirh mién phi. D& ndi chuyén véi mat
théng dich vién, xin gol 56 Dich vy Khach hang ¢ mjt sau
thé cda quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chua phai ld mgt thanh vién.

Nése ju, ose dikush qé po ndihmoni, ka nevojé pér
asistencé, ken{ té drejté t& mermni ndihmé dhe informacion
falas né gjuhén tuaj. Par té folur me njé pérkthyes,
telefononi numrin e Shérbimit té Kllentit né anén e pasme
té kartas tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.

greb el = A &1 A= AR XI”0]
EQSICHY, AsH= =S F28 Fsls A2 HIg
Re o0l 28 5 = ARID ASLICHL SHAR
CHEtatod ™ M 3te Jt= SO0 2= DA HHA
WS 2 dgtstAHLL, 0l0] 20| O HF
877-469-2583, TTY: 7112 HSGHAIA| 2.

¥ ST, AT A TR FAEA J7 FIET, SR
T T, BT AFAE ST KR RT3 O
ATSITH HUFTT FTHET TR | FTAT IFGH (WFSTHT AR
YT A0S, AR FET CTRE (G371 AES TS 79
] T 41 877-469-2583, TTY: 711 It RGPy SHRE
S A I Y& |

Jedli Ty lub osaba, ktdrej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatne]j informacji i pomocy
we wiasnym jezyku. Aby porozmawiac z ttumaczem,
zadzwori pod numer dziatu obstugi klienta, wskazanym na
odwrocie Twoje]j karty lub pod numer 877-469-2583,

TTY: 711, jezeli jeszcze nie masz czlonkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstitzung
bendtigt, haben Sle das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache zu erhalten, Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Rickseite |hrer Karte an oder
877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.

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

CHRAK, FERBEROGOBY OETHEEHE
LERBZAFTCIRRUMSENELE-S, CHRLDEE
THR—FERGY, RBEAFELEYTIOEN
TEEYT, AREOMYEEL, BREBESHh DI
SEEHLOI— FOETICREShi-b AT —4
—EAQBREES (A 23— TiLVvAIL

877-469-2583, TTY: 711 T THMET { &y,

Ecam par HIH JIHITY, KOTOPOMY BRI IOMOT2eTe, HyAHA
TIOMOIIE, TO B! HAEETE IPABO HA GeCINATHOS NOTyeHHe
TOMOIH K HHGOPMALNH Ha BameN s36mxe. Jna pasrosopa
C IEPCBOAHEOM NOIBOHMTE MO HOMEPY Tenedona ornena
O0CTY.HHBAHIA FINEHTOB, YKAINHHOMY Ha 0GpaTHoit
CTOpPOHeE Balllell KADPTH, ITH IO HOMepY

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

Ukoliko Vama ill nekome kome Vi pomaete treba pomoé,
imate pravo da besp!atno dobljete pomad i Informacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
bro] korisni¢ke sluZbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako veé niste {lan.

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

o 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 ¢ivil rights laws and de not
discriminate on the basis of race, ¢olor, 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 falled to
provide services or discriminated In another way on the
basls 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, Detraoit, Mi 48226,
phone: 888-605-6461, TTY: 711, fax: 866-559-0578,

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

You can alse file a civil rights complaint with the U.S.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal avallable at

hittos://ocrportal.bhs gov/ocr/portal/lobby.jsf, or by mail,
phone, or email at: U.S. Departi'nent of Health & Human
Services, 200 Independence Ave, 5.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
GCRComplaint@hhs.gov. Complaint forms are avallable at

http:/fwww.hhs, qovioer/office/filefindex.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 tempiate 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 rutes. 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 fo 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 hete
in only a limited way.



Note to ASC groups: Before completing this template, please

MACONMB 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

: ﬂ ~ The Summary of Benefits and vaerage (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 ¢are services. NOTE: Information about the cost of this plan (calied the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bcbsm.com or call the number on the back
of your BCBSM ID card. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at hitps.//www.healthcare.gov/sbe-glossary or call the number on the back of your BCBSM ID card to request a copy.

Answers
Important Questions l———~ Why this Matters:
P | In-Network ! Out-of-Network y

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.

This 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

$2,000 Individual/  |$4,000 Individual/

What is the overall deductible? $4.000 Family $8,000 Family

you meet your deductible? before you meet your deductible. services without cost-sharing and before you meet your deductible. See a list of covered
~ |preventive services at hitps://iwww. healthcare.qgov/coverage/preventive:care-benefits/,

Are there other deductibles for  |No.

specific services? You don't have to meet deductibles for 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 1$12,000 Family |other family members in this plan, the overall family out-of-pocket limit must be met.
maximum) ‘ |

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

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

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

Yes. See www.bcbsm.com or call the network. You will pay the most if you use an out-of-network provider, and you might receive a
number on the back of your BCBSM ID  ibill from a provider for the difference between the provider's charge and what your plan pays
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.

Will you pay less if you use a
network provider?

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

Services You May Need

Primary care or Online

What You Will Pay

In-Network Provider
(You will pay the least)

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

Limitations, Exceptions, & Other Important
Information

visit 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 Preventive care/ You may haxe kto pay for slgrviﬁﬁ that aren't
IOTURTIT I preventive. Ask your provider if the services you
wf. No Charge Not covered need are preventive, Then check what your plan
immunization .
will pay for,
IDiagnostic fest (x-ray, No Charge 20% coinsurance None
blood work)
If you have a test imoaing (CTIPET
I\TI'\?lil)ng ( seans, 1ng Charge 20% coinsurance May require preauthorization

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

Generic or select
prescribed over-the-
counter drugs

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

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

is available at
www.bchsm.com/druglists

Prefetred brand-name
drugs

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

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

Preauthorization, step therapy and quantity limits

Non preferred brand-
name drugs

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

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

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

Facility fee (e.g.,

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

|Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Emergency medical

{You will pay the least)

(You will pay the most)

if you need immediate transportation No Charge No Chargfe Mileage limits apply
medical attention — , —

Urgent care No Charge 20% coinsurance None

) Faciliy fee (6.g., hospital No Charge 20% coinsurance Preauthorization is required

If you have a hospital stay room) - -

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

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

If you are pregnant

Postnatal: No Charge

Postnatal: 20% coinsurance

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

Childbirth/delivery

If you need help recovering
or have other special health

. 0 i
|professional services No Charge 20% coinsurance None
Chl[t‘iblrth/dellvery fecility No Charge 20% coinsurance None
services —
Home health care No Charge INo 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.

Habilitation services

Not covered

Not covered

None

Preauthorization is required. Limited to 90 days

needs Skilled nursing care No Charge No Charge oer member per calendar year
Durable medical Excludes bath, exercise and deluxe equipment
e 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
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Common Medical Event

For more information on
pediatric vision or-dental,
contact your plan
administrator

Services You May Need

|chiidrens dental check-

up

What You Will Pay

" In-Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most})

Not covered Not covered

Limitations, Exceptions, & Other Important

Information
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Excluded Services & Other Covered Services:

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

e Acupuncture treatment o Infertility treatment ¢ Routine foot care
o Cosmetic surgery e long term care ¢ Weight loss programs
» Dental care (Adulf) o 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 Hearing aids ¢ Private-duty nursing

¢ Chiropractic care » If you are also covered by an account-type plan
such as an infegrated health flexible spending
arrangement (FSA), health reimbursement
arrangement {HRA), andfor 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

s Coverage provided outside the United States.
See hitp:/fprovider.bchs.com

« Non-emergency care when traveling outside the
U.S.
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and 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 opfions 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 1D 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. 0. Box 30220, Lansing, MI 48909-7720 or http:/iwww.michigan.gov/difs or difs-HICAP@michigan.qov

Does this plan provide Minimum Essential Coverage? Yes

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

Does this plan meet Minimum Value Standards? Yes

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

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

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

Peg is Having a Baby

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

B The plan’s overall deductible $2,000
M 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 (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)

H The plan’s overall deductible $2,000
W Specialist coinsurance 0%
H 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 {glucose meter)

[ Total Example Cost | $12700] | Tofal Example Cost | $7.400]
ln this example, Peg would pay: In this example, Joe would pay:
Cost Sharing ] ) Cost Sharing ‘é
Deductlbles $2,000 Deductibles $2,000
Copayments $30 Copayments $700
Coinsurance $0 Coinsurance $0
5 What isn’t covered I | What isr't.covered !
Limits or exclusions $60 Limits or exclusions $60
{ The total Pegwould payis | §$2,090 ] [ The total Joe would pay is | $2,760 |

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

Mia’s Simple Fracture

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

B The plan’s overall deductible $2,000
W Specialist coinsurance 0%
M 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 $1,900 |

In this example, Mia would pay:

b Cost Sharing . f
Deductibles $1,900
Copayments $0
Coinsurance $0

i 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

We speak your language

If you, or' someene 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,

51 usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacién
en su idioma sin costo alguno. Para hablar con un
‘Intérprete, lame al niimero telefénico de Servicio al
‘cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
Aoaldul G luddalagaeld jal pada el x|y
_-‘\1!5333‘ opdibdy ) el il glaadl yioludl o ¢ yuanll
of ettty jeda o 3 galt e Shaall dasi 18 ol o Sl ) ciaiill
il 1S 55 S5 1 18] 877-469-2583 TTY:711 i

IR, HBBEERRNER. RERL, EHEH
GRELEMBIEDINMNNLR, Eal—uBFa,
BREENFHRONEFEERE { IREETREA
. IRIEES 877469-2583, TTY: 711,
iR o S o+ L ahatoedn rBa A4S A bt Shurd |
refiqufacsha Rt . odulniy rhaod . daciler o dhae
i L gio sl %o ap i reliaand i, ndh dacdi)o
o sgndehsa n 2i Al ~dands riien | dadh
el _ohd ol e B77-469-2583 TTY:711
N&u quy vi, hay nguiri ma quy vi dang gitip d8, can tro
giGp, quy vi'sé cd quyen durgc gidp va ¢é thém théng tin
béng ngén ngl cGa minh mién phi. D& néi chuyén véi mat
thang dich vién, xin goi 56 Dich vu Xhédch hang ¢ mitsau
thé clia quy vi, hofic 877-469-2583, TTY: 711 néu quy v]
chura phii 12 mgt thanh vién,
Nése ju, ose dikush gé po ndihmoni, ka nevojé pér
asistence, keni té drejté té& mermi ndihmé dheinformacion
falas né gjuhén tuaj. Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit t& Klientit né anén'e pasme
té kartés tuaj, ose 877-46%-2583, TTY: 711 nése nuk jeni
ende njé anétar,

kol U3 E= 60 &1 = AR TR0
EQalCH, #ats SN Y2 E Fote o2 HIS
potgio] 28 4 = AR USLIC SHAS
Ciztotcid Aol Il= e 2= a2 Adlx
a2 MastoL 010 SIR0| Ot B
877-469-2583, TTY: 7112 TS5l A 2.

T SAPTHIS, ST SRR SRR 80 PTAL, 7R
AR 27, SRS o HE mﬁ{_ﬁf HEMAY G O
TN AT AT AQAR] (PIA] IFSH (TSI AR
YT IS, AT INEF (T (G371 2P e 5
P I 9] 877-469-2583, TTY: 711 % B[S I
R ETC R e |

Ieéli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatnej informacji i pomocy
we wiasnym jezyku. Aby porozmawiaé z tlumaczem,
zadzwori pod numer dziatu obstugi klienta, wskazanym na
odwrocie Twojej karty lub pod numer 877-469-2583,

TTY: 711, jeteli jeszcze nie masz czlonkostwa.

Falls Sie oder jemand, dem Sie heifen, Unterstiitzung
benétigt, haben Sie das Recht, kostenlose Hilfe und
Informationen-in lhrer Sprache zu.erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des

-‘Kundendienstes auf der Rickseite Ihrer Karte an oder

877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.

Se tu o qualcuno che stai ajutando avetebisogno di
assistenza, hai il diritto di ottenere aiuto. e infermazioni
nella tua lingua gratuitamente, Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numero
indicato sul retro della tua scheda o chiama il
877-469-2583, TTY: 711 se'non sef ancora:membro.

CEAME FERBEROGOEYDS THRIEELE
LENAFTCIHMA CENELEG, CHEOEE
THR—FERTEY. REZAFLEYTLOEM
TEFT. HEEhhUELL, BREBEZH DB
SEERLOH— FOBHICERKShi-hA 2T —H
—EADBREES (X 2/ —TELER

877-469-2583, TTY: 711 ETHBECE SN,

Ecor BaM FUTH ITAIY. KOTOPOMY BEI [IOMOTACTE, HyZHA
TIOMOINE, TO BEI HMeeTe IPaBo Ha GecnaTHoe HoMyticHEE
TroMomH ¥ HuGopMAIRH Ha BameM SauKe. Jaa pasrosopa
C OEePCBOTIHRON NO3BOHHTC II0 HOMCPY TCHC@OHB OTHENA
COCTYAHBAHKA KIHEHTOB, YRalaHHOMY HA obparHoit
CTOpOHE BAMNeE KADPTEI, FIH IO HOMEPY

877469-2583, TTY: 711, ec/n1 y Bac HeT WICHCTBA.

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

Kungikaw, o ang iyong tinutulungan, ay nangangailangan
ng tulong, may karapatan ka na rakakuha ng tulong at
impormasyon 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 itkaw ay hindi pa isang
miyembro.

Important disclosure

Blue Cross Blue Shield of Michigan and Biue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national origin,
age, disabllity, or sex. Blue Cross:Blue Shield of Michigan
and Blue Care Network provide free auxiliary 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 Netwark has failed to
provide services or discriminated In another way on the
basts of race, color, national origin, age, disability, or sex,
you can file a grievance in person, by mail, fax, or emall
with: Office of Civil Rights Coordinator,

600 E. tafayette 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 available
to helpyou.

You can alse file-a civil rights complaint with-the U.S.
Department of Heaith & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at
https:/focrportal.hhs.gov/ocr/portal/fobby.jsf, or by mail,
phione, or email at: U.S..Dapartment of Health.& Human
Services, 200 Independence Ave, S.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
OCRComplaint@hhs.gov. Complaint forms are available at
: efinde 5
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Health Alliance Plan




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

Alliance Health
and Life

Lhop,

Comzanr

e AS000098 / XR002358 / XW000713

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

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

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

Important Questions
What is the overall

-

Answers

Why ThIS Matters

See the Common Medical Events chart below for your costs for services this pli COVers.

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?

Are there other

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

services?

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

limit for this plan?

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

other family members in this plan, they have o meet their own: out-of-packet 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 providei?

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

This plan uses a provider. network. You will pay less if you use a provider in the plans network.
You wilt 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

see a specialist?

providers. billing). Be aware your Retwork provider might use an gut-Gf-netwerk:provider for some
services (such as lab work). Check with your provider before you get services.
Do you need a referral to y Written referrgls are not required for specialist visits wn?hm 'Ehe members assigned network for
e es. 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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U 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
Common | Network Provider

Limitations, Exceptions, & Other Important

Services You May Need Information :

Out-of-Network Provider

Medical Event (You will pay the most)

(You will pay the
least)

Primary care visit to treat an $25 Copay Not Covered

injury or illness
Specialist. visit | $40Copay. | Not Covered
- B ;ggegial;h Visit Telehealth: Through our contracted telehealth
ilﬁmm‘tﬁlamﬂﬂh | Other practitioner office visit Chiro_upractic Visit: Not Not Covered services provider.
fcarelprovidenslofticeli Covered
forciiniche - _“ | Coverage information available at

Lk ‘www.hap.org. You may have fo pay for
| ‘Preventive : | services that aren't preventive Services. Ask

| :care/screéning/immunization . No Charge Not Covered your provider if the setvices needed are
preventive services. Then check what your
' plan will pay for.
; \?::rk;mhc tost {x-ray, blood | g Charge Not Covered Some services require preauthorization
:\rnnsg)ng (CTIPET scans No Charge Not Covered | Services require preauthiorization
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Preferred Generic drugs

$20 Copay /
prescription {retail)

Not Covered

and Brand type drugs.

Costs shown apply fo a 30-day supply of
drugs. A 90-day supply of non-maintenance
drugs must be filled at our designated mail
order pharmacy. Other exclusions &
limitations may apply. Applies to ali Generic

Non-preferred Generic drugs | 20 woBa¥./

prescription (retail)

Not Covered

Ifyyoulneed{drugsito
freatiyounilinession

Preferred Brand drugs

$40 Copay /
prescription (retail)

Not Covered

condition!
Marelinformation[about

Non-preferred Brand drugs

$60 Copay /

| prescription (retail)

Not Covered

prescriptiontdrug
coveragelistavailablelat

wwwihaplorg

Preferred Specialty drugs

$60 Copay /
prescription (retail)

Not Covered

| All specialty drugs are limited to a 30-day

exclusions & limitations may apply.

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

Non-preferred Specialty

$60'Copay /

ifyyoujhaveloutpatient

SUrgery;

Ifiyoulneedjimmediate
medical{attention

Ifjyouthavelalhospital
stay,

drugs prescription (retail) Not Covered

Facility fee (e.g., ambulatory . . o
surgery center(ASC) No Charge Not Covered Some services require preauthorization.
Physician/surgeon fees { No Charge | Not Covered .

Emergency room care $200 Copay $200 Copay Copay will be waived if admitted
Emergency medical | ' ‘ , -

fransortation No Charge No Charge | Emergency fransport only

Urgent care | $50 Copay $50 Copay |

rFoaocrlr]]l)ty fee (e.g. hospital | No Charge ' Not Covered - Some services require preauthorization.
Physician/surgeon fees No Charge Not Covered
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Common
Medical Event

Services You May Need

What You Will Pay
Network Provider

(You will pay the Out-of-Network Provider

(You will pay the most)

Limitations, Exceptions, & Other Important !
Information |

least)
D | Some services require preauthorization.
$25 Copay { Not Covered Services can be accessed by calling 1-800-
: | 444-5755.
inpatient services No Charge Not Covered S:?é?:;gg:;;%’;—tgjigg:;ﬁ;'z‘la:g%%'_ff 4Ng.;,8555
|| Office visits “$40 Copay. | Not Covered | Prenatal covered under Preventive Services. °
_ B Childbirth/delivery
EMEIIIEIE professional services No Charge Not Covered
g;;i?:;:hldenvery facilty | No Charge E Not Covered | Some services require preauthorization
Home health care No Charge Not Covered Bogs lnot include Rehabilitation Services;
. nlimited.
Rehabiitstionservices | No Charge | Not Covered Ef;{sb;e:eg‘;’:;gfpa;ﬁme Up to 60 combined
L. . Limited to Applied Behavior Analysis (ABA)
. ' -' and Physical, Speech, and Occupational
H}mmﬂm ‘ Therapy services associated with the
frecovering{oghave el Habilitation services No Charge Not Covered treatment of Autism Spectrum Disorders
fother;speciallhealth through age 18. Covered for authorized
Ineecs IR services only. See Outpatient Mental Health
for ABA cost sharing amount.
_ | | Covered for authorized services; Upto 730
8| Skilled nursing.care - No Charge | Not Covered | days. Maximum benefit renews after-60 days
, & | of nonconfinement, ‘
il Durable medical equipment No Charge Not Covered Covered for approved equipment only
| Hospice services "No Charge | Not Covered { Up to 210 days per lifetime.
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What You Will Pay '

Limitations, Exceptions, & Other Important °
Information

Network Provider
(You will pay the
_ least}

Common

Medical Event Out-of-Network Provider

(You will pay the most)

Services You May Need

1

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

.
= e | Glasses or contacts for adults and children
[E ' are covered once during each 12-month

I ghildinceds consecutive period. Detailed information

| regarding coverage of lenses and Collection
I frames can be found in your policy or plan f
| documents. F

Children's eye exam

$40 Copay Not Covered

[dentallor{eyelcare] Children's glasses No Charge Not Covered

Children's dental check-up Not Covered Not Covered
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Excluded Services & Other Covered Services:

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

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

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

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

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: contact
the plan at 1-800-422-4641 you may also contact your state insurance department, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272
or www.dol.govfebsa/ealthreform, or the U.S. Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
hitp://www.cciic.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- 25986,

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 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.gov/difs; call 1-877-999-6442 or the Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or htp://www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can help you file
your appeal. Contact Michigan Health Insurance Consumer Assistance Program (HICAP), Michigan Department of Financial and Insurance Regulation, P.O.Box
30220, Lansing, MI 48909, phone 1-877-999-6442, website: hitp:/michigan.gov/difs or e-mail difs-HICAP@michigan.gov.

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

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

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

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
PRA Disclosure Statement: According fo 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 contro!
number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review instructions, search existing data
resources, gather the dala 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
dependlng on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cdst: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, J

Peg is Having a Baby
(9 months of in-network pre-natal care

Managing Joe's type 2 Diabetes
(a year of routine in-network care of a

Mia's Simple Fracture
(in-network emergency room visit and

and a hospital delivery)

well-controlled condition)

follow up care)

M The plan’s overall deductible $0 M The plan’s overall deductible $0 M The plan’s overall deductible $0
W Specialist copayment $40 W Specialist copayment $40 MW Specialist copayment $40
W Hospital (facility) $0 W 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 (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 (bfood work) Diagnostic tests (x-ray}
Diagnostic tests (uffrasounds and blood work) Prescription drugs Durable medical equipment (crufches)
Specialist visit (anesthesia) Durabie medical equipment (glucose mefer) Rehabilitation services (physicef 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:

i Cost Sharing L Cost Sharing I Cost Sharing i
Deductibles $0  Deductibles $0  Deductibles $0
Copayments $10  Copayments $944  Copayments $325
Coinsurance $0  Coinsurance $0  Coinsurance $0

1 ] What isn’t covered i ~ Whatisn't covered | What isn’f covered j
Limits or exclusions $61  Limifs 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 1o casily get the information you need. To request assistance in a language other than English. call (800).422-4641 (TTY: 711).
VINI RE: Nése flisai shqip, ju ofrohen sh&rbime ndilime gjuhEsore falas. Telefononi nunwin (§00) 422-4641 ose TTY: 711.
11 sl SRl 2asd 6 (800) 422-4641 B Mot Litae L il Sasliod) lazd S 4853 Ut Ay pall Ll a2n T i€ 134 123
TS e AT I S F4T FE, SR TAOT *HFEST ARy S0 S Ses! (300) 422-4641 IAATTY: 711 F9E I I |
AR AR GER RS - SO LA RS E S IR EVIRES - 9 (S00) 422-4641 B, TTY R/ GHE0E 711 -
HINWEIS: Wenn Siec Deutsch sprechen, stehen Thnen kostenlos Sprachassistenzdienste zur Verfitgung. Rufnununer: (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).

EBFEN: BABESE SNBSS, BHOSEXBE CRRALVEITET . (800)422-4641 E T, BBEEICT TEH/EELY,
TTY a—H%—IF 711 FTCTEBLFEEL,

F9: AT E ARSI S BF, TE A0l AW AU L& o] §8H4E T AF T 800-422-4641 ¥ IEE TTY: 711 122 A &a) FHA L.

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

BHIIMAHIE! Ecom pam poasoii 35K PYCCKHIl. BAM MOIYT OBTh NPEN0CTABICHE! GeCILIATHEIE HepeBoaueckHe yenyr. OSpamaiiTecs o HoMepy
(800) 422-4641 (Teneraiim: 711).

NAPOMENA: Ako goverite hrvatski/srpski, dostupna Vam je besplatua podrika na Vatem jeziku. Kontaktirajte (800) 422-4641 ili tekstualni telefon
za osobe ofteéena sluba: 711.

ATENCION: si habla espafiol, los servicios de asistencia de idiomas se encuentran disponibles gratuitamente para usted. Llame al (800) 4224641,
los usuarios TTY deben Hamar al 711,

(800) 422-iirp 13 wHuion hils iz Hhiud wahudom L od o iretiahi iiae® mEE @) L g . L Gl e Ieidm
ITY: 711 .\,L aie 4641

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikailg ginagamit mo, may makukuha kang mga serbisyong tulong sa wika na walang bayad.
Tumawag sa (800} 422-4641 o TLY: 71L.

CHU Y: Néu quy vi nditiéng Viét, ching téi ¢6 cée dich vu hd tr¢ ngén ngit mifn phi danh cho quy vi. Hiy goi (800) 422-4641 hodc TTY: 711.
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Blue Care Network

(Post November 1, 2013 Retirees)




Blue Care
Network
of Michigan

oL

CLSSLG
21'1‘3‘;"’5’&.'2 gorporation and indopondontiensae - Miacomb 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 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 .

. Forgeneral definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined ferms see the
Glossary. You can view the Glossary at https:/www.healthcare:gov/sbc-glossary or call 800-662-6667 to request a copy.

'Why This Maftters:

Important Questions

Answers: Member / Family

for this plan?

What is the overall deductible? [$0 See the Common Medical Events chart below for your costs for services this plan covers.
i N
2;2:§g§:$ii2—g$du°t'bles for N0 You don't have to meet deductibles for specific services.
. o The out-of-pocket limit is the most you could pay in a year for covered services. If you have
- [} LIS ) . . " |
What is the out-of-pocket limit |$6,350/812,700 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 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 [imit 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,

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 betweén 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?

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.

L What You Will Pay

Network Provider Out-of-Network
Provider

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

1 Limitations, Exceptions, & Other Important‘
Information

Common Services You May Need

Medical Event

Primary care or Online visit to treat an injury

coverage is available at

orillngss $20 copayivisit 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 ISpecialist visit $30 copayivisit Not covered combined visits for spinal manipulations
e e performed by a chiropractor or osteopathic
provider’s office or clinic ohysician
You may have to pay for services that aren't
. L . 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 requiire preauthorizafion / No charge for
If you have a test lab services
Imaging (CT/PET scans, MRIs) No charge Not covered Requires preauthorization
. Tier 1 - Mostly Generics $10 copay/30 days Not covered Preauthorization & step-therapy apply to select
If you need drugs to treat| ..o _ drugs.
your illness or condition Tier 2 - Preferred Brand $25 copay/30 days Not covered 50% coinsurance for sexual dysfunction drugs.
More information about Effective 1/1/2013 Tier 1 contraceptives are
prescription drug Tier 3 - Non-Preferred Brand $50 copay/30 days Not covered covered in ful

90 day mail order and retail copays are 2x the

www.bebsm.com/custerndr standard refail copays.
uglist i i
Specialty drugs lg;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"
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Common
Medical Event

Services You May Need

WhatYou Will Pay

Network Provider

| (Youwill pay the least)

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

Limitations, Exceptions, & Other Important
Information "

Emergency room care $100 copay/visit $100 copay/visit [Copay waived if admitted
If you need immediate , , \ Non-emergent transport is covered when
medical attertion Emergency medical transportation No charge No charge preauthorized
Urgent care $30 copayjvisit $30 copay/visit None
Preauthorization is required. 50% coinsurance
If you have a hospital  [Facility fee (e.g., hospital room) No charge Not covered for TMJ, orthognathic surgery, reduction
stay mammoplasty, male mastectomy
Physician/surgeon fee No charge Not covered See "Hospital Stay facility fee"
If you need mental Outpatient services No Charge Not covered Preauthorization is required
health, behavioral health,
or substance use inpatient services No Charge Not covered Preauthorization is required
disorder services
o Postnatal and non-routine prenatal office
Office visits No charge Not covered Visits-$20 copa
If 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 copayivisit Not covered CR:\?euriégs preauthaization. Custodial care not
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. . .
—_ , s PT/OT/ST for autism spectrum disorder has
Habilitation services EI_SI_(IJ g‘?/QSaTY pervisitfor  [Not covered unlimited visits. Requires preauthorization,
Skilled nursing care No charge Not covered Requires preauthorization/Limited to 730 days
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| What You Will Pay

Common . - T Antomf.Netarale | Limitations, Exceptions, & Other Important
Medical Event Services You May Need - Network Provider OUtPc:.fo\':lingork 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 . No charge N ot covered Housekeeping and custodial care not covered..
' Children's eye exam Not covered Not covered Contact benefit administrator for coverage.
If your child needs o ; ' : . '
dental or eye care Children’s glasses Not covered Not covered Contact benefit administrator for coverage.
Children’s dental check-up Not covered Not covered Contact benefit administrator for coverage.
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Excluded Services & Other Covered Services:

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

» Acupuncture (if prescribed for rehabilitation e long-term care » Routine foot care

purposes) « Non-emergency care when fraveling outside the o  Weight loss programs

o Cosmetic surgery Uus. o Hearing Aids
o Dental Care (Adult) e Private<duty nursing
o Elective Abortion o Routine-eye care (Adult)

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

o Bariatric surgery o Infertility treatment
s Chiropractic care

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. Depariment of Labor, Employee
Benefits Security Administration at 1-866-444-3272 or www.dol.goviebsa/healthreform., or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or
www.cciio.cms.gov. Other coverage options may be available to you foo, including buying individual insurance coverage through the Health insurance Marketplace. For more
information about the Markefplace, visit www.HealthCare.gov or call 1-800-318-25386,

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 cra
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 48909-7720, http./Aww.michigan.gov/difs; call 1-877-999-6442 or fax: 517-284-
8838.

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

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP), Department of
Insurance and Financial Services, P. O. Box 30220, Lansing, M 48909-7720, http:/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 retum unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this Plan Meet the Minimum Value Standard? Yes

If your ptan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Markefplace. (IMPORTANT: Blue
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 excampies of how this plan might cover costs for a samiple medical sitnation, see the next page.
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About these Coverage Examples:

]
L]

i 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 ottier 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)

M The plan’s overall deductible $0
B Specialist copayment $30
W Hospital {facility} coinsurance 0%
W Other coinsurance 0%

This EXAMPLE event includes services like:
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)

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:
Primary care physician office visits (including
disease education)

Diagnostic tests (bfood 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:
' ‘Cost Sharing ] L _ Cost Sharing
Deductibles $0 Deductibles $0
Copayments $70 Copayments $800
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 ~ $130 ] | The total Joe would pay is 1 $860]

Mia’s Simple Fracture

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

W The plan’s overall deductible $0
W Specialist copayment $30
W 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:
. CostSharing
Deductibles $0
Copayments $200
Coinsurance $0
' What isn'f covered i
Limits or exclusions $0
| Thetotal Miawouldpayis | $2001
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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 infermation 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.

Sl usted, o alguien a quien usted est4 ayudando, necesita
asistencia, tiene deracho a abtener ayuda e informacién
en su idioma sin costo alguno. Para hablar con un
Intérprete, llame al nimero telefénico de Servicio al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
Shoal el daeldiatageels j5l pasd gt cok 1y
A ¢ ga il dy gy pradl il el y s2elsdlt e o] sl
o ettty et o o g gl eThlandl dand o8 53 b pon e Y iaal]
il 18 s 1S3 a1 13 877-469-2583 TTY: 719 o
WmRE RBEEERMOHER FTERR. SHER
K LUEAERRNEHNG. BioP—UBEA.
HREESHRETOMNEFRERE  IRTRFA®RA
. BHRMEE 877-469-2583, TTY: 711,
reBdids L a0 paam ¢ L Shotasdn reid b ab g o Shuid LY
rRqulaccno reic  $3ulniy whand L dneliuee | Shaie
L odn rdihin 10 a0 ;i olonpand iy, kel L Saaiils
¢ ~oadnhsa re 26 14 rdirds rdion o Amulh
resnidh okl e e 877-469-2583 TTY:711
NEu quy vi, hay ngudri ma quy vi dang gidp 4§, can trg
gi@p, quy vi s&é cé quyEn dugc gip va co thém thang tin
bang ngén ngl cda minh mién phi, DE né1 chuyén véi mot
théng dich vién, xin got s6 Dich vy Khdch hang ¢ mit sau
thé ca quy vi, hodic 877-469-2583, TTY: 711 néu quy vi
chua phai 14 mét thanh vién.
Nése ju, ose dikush qé po ndihmoni, ka nevejé pér
asistencé, keni té drejté té mermi ndibmé dhe informacion
falas né gjuhén tuaj. Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit t& Kllentit né anén e pasme
té kartEs tuaj, ose 877-469-2583, TTY: 711 nése nuk jenl
ende njé anétar.

ol Y3t = F32E S0 Us AR ZIH0I
EQRaICHH, Aél= =S8 FEE Ao HdHE HIE
2] 98 4= Q= AR ASLICL SHAS
CHatatei ™ A stel 3tE S op) AUes D2 MEIA
HS2 FMSSLL 0]0] 5120 Ol B
8774692583, TTY: 7112 HSal& Al 2.

% ST, T SRS TR AN DRET, JEE
TEF 3, ST AP ST [T R 8 997
TRAE AT AR FER| (I 1T (SIS 5
T LS, AN ST (T (RIT] IS SOG4
B FFA 4] 877-469-2583, TTY: 711 Tfti RISPRAT 2ol
NS AT 2R YR

Jedli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatnej informacji | pomocy
we wiasnym jezyku, Aby porozmawiaé z ttumaczem,
zadzwori pod numer dziatu obstugi klienta, wskazanym na
odwrocie Twojej karty lub pod numer 877-469-2583,

TTY: 711, jezeli jeszcze nie masz czionkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstitzung
bendgtigt, haben Sie das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache zu erhalten, Um mit elnem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Riickseite threr Karte an oder
877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.

Se tu o qualcuno che stai alutando avete bisogno di
assistenza, hat il diritto di ottenere afuto.e informazionl
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 sef ancora membro.

ZEIB. FREEBEEOGOEY OA TR ENLE
EShAATCCHEMNSTWELESL, CHEDORIE
TCHH— b ERF=Y ., IRHREAFELY TS &M
TEET. HBEFMADMYFEEA, BREBEZI DG
FRESLOH—FOERIIRESN-HRFT—H
—EAOBERES (X wi—TELAK

877-469-2583, TTY: 71 FCHMEE{ &Ly,

Ec/m Bant Wi Iy, KOTOPOMY BB IOMOTRETE, HYKHA
ONOIIL, TO BE HMEETE IPAB0 HA OCCILIATHOC MOJIYICHHE
moNou M HrdopMaLHH HA BameN Fakike. Jng pasrosopa
€ NePeBOTTHKOM NOIBOHHTE 110 HoMepy Texedona oTAsna
oOCTyAHBAHI KTHCKTOB, YKAZAMHOMY Ha 0DPaTHOH
CTOPOHE BaMef{ KapTE], HAH [0 HOMEPY

877-469-2583, TTY: 711, ecs ¥ Bac HeT WICHCTBA.

Ukoliko Vama ili nekome kome Vi pomaZete treba pomo¢,
imate pravo da besplatno dobijete pomo¢ [ Informacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
broj korisnicke sluZbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako vec niste ¢fan.

Kung ikaw, o ang iyeng 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 humera ng
Customer Service saliked ng iyong tarheta,

0 877-469-2583, TTY: 711 kungikaw 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, disabllity, or sex. Blue Cross Blue shield of Michigan
and Blue Care Network provide free auxillary aids and
sarvices 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, disability, or sex,
you can file a grievance In person, by mail, fax,.or email
with: Office of Civil Rights Caordinator,

600 E. Lafayette Blvd., MC 1302, Detroit, Ml 48226,
phone; 888-605-6461, TTY: 711, fax: 866-559-057'8,

email: CivilRights@bcbsm.com. if you need help filing a
grievance, the Offlce 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 available at
httos:/locrportal.hhs.govfocr/portal/labby. f5f, or by mail,
phone, or email at: U.S. Department of Health & Human
Services, 200 Independence Ave, S.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
OCRComplaint@hhs.gov. Complaint forms are available at

hﬂg:ﬂ&m.ﬁﬁs.gov[acr[_ office/file/index.htmi.
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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 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 aiso 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 fimited fo 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 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 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 undertined

_terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/she-glossary or call the number on the back of your BCBSM 1D card to request a copy.

Important Questions

What is the overall deductible?

Answers

InaNefWork

$1,500 Individual/
$3,000 Family

$3,000 Individualf
$6,000 Famnily

Out-of-Network

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 untii the total amount of deductible expenses paid by all
family members meets the overall family deductible.

Are there services covered before
you meet your deductible?

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

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

preventive services at https://www.healthcare.qov/coverage/preventive-care-benefits/.

Are thete other deductibles for
specific services?

No.

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

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

{May include a coinsurance
maximum)

$6,350 [ndividualf
$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 out-of-pocket limits untif the
overall family out-of-pocket limit has been met.

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

Premiums, balance-billing charges, any
pharmacy penalty and health care this
plan doesn'’t cover.

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

Will you pay less if you use a
network provider?

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

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

Do you need a referral to see a
specialist?

No.

You can see the specialist you choose without a referral.

Group Number 007000448-0056
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{ A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

[f you visit a health care
provider’s office or clinic

(You will pay the least)

(You will pay the most)

Prirpgry care visit to freat |$40 @E@w’ofﬂce visit; 40% coinsurance None
an injury or illness deductible does not apply _—
Specialist visit $40 copay/visit; deductible 40% coinsurance Nene

does not apply

You may have to pay for services that aren't

W’ No Charge; deductible does Not covered preventive. Ask your provider if the services
?9@].—%. not apply needed are preventive. Then check what your plan
immunization will pay for.
1[3)150 CT Sfotlr(}:()teSt eray, 20% coinsurance 40% coinsurance None
If you have. a test \macing (CT/PET
p{dnsgl)ng ( S6aNS: 120% coinsurance 40% coinsurance May require preauthorization
$7 copay/fprescription for retail ||
Generic or select 30-day supply; $14 . g] dngwng:g% t?]lgsa:;rove d
prescribed over-the- copay/prescription for refail or amount: deductible does not
counter drugs mail order 90-day supply; B

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

prescription drug coverage

deductible does not apply

apply

is available at

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

|Preauthorization, step therapy and quantity limits

may apply to select drugs. Preventive drugs
covered in full. 90-day supply not covered out of
network. Select diabetic supplies and devices may

www.bcbsm.com/druglists

be covered under the prescription drug program.

Nonpreferred brand-name
drugs

If you have outpatient
surgery

Facility fee (e.g.,
ambulatory surgery
center)

$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

20% coinsurance

40% coinsurance

None
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Common Medical Event

Services You May Need

What You Will Pay

In-NetWork Provider
(You will pay the least}

Out-of-Network Provider
{Youwill pay the most)

Limitations, Exceptions, & Other Important
Information

Physician/surgeon fees

20% coinsurance

40% coinsurance

None

If you need immediate
medical attention

Emergency room care

$250 copay/visit; deductible
does not apply

$250 copay/visit; deductible does

Copay waived if admitted or for an accidental

not apply

injury.

Emergency medical

transportation

20% coinsurance

20% coinsurance

Mileage limits apply

Urgent care

$40 copay/visit; deductible
does not apply

40% coinsurance

None

If you have a hospital stay

Facility fee {e.g., hospital
room)

20% coinsurance

40% coinsurance

Preauthorization is required

Physician/surgeon fee

20% coinsurance

40% coinsurance

None

If you need hehavioral

20% coinsurance for mental

Your cost share may be different for services

If you are pregnant

health services (mental Outpatient services 20% coinsurance health; 40% coinsurance for erformed in an office settif

health and substance use substance use disorder P J

disorder) Inpatient services 20% coinsurance 40% coinsurance Preauthorization is required.

. : Maternity care may include tests and services
Prenatgl. No Charge; ARG described elsewhere in the SBC (i.e. ultrasound)
Office visits deductible does not apply Prenatal: 40% coinsurance and depending on the type of services cost share

Postnatal: No Charge; Postnatal: 40% coinsurance . Nior
deductible does not apply may apply. Cost sharing does not apply for

preventive services.

Childbirth/delivery
professional services

20% coinsurance

40% coinsurance

None

Childbirth/delivery facility
services

20% coinsurance

40% coinsurance

None

needs

Home health care

20% coinsurance

20% coinsurance

Physician cerfification required.

Rehabilitation services

If you need help recovering

20% coinsurance

40% coinsurance

Physical, Speech and Occupational Therapy is
limited to 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

and QOccupational Therapy

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

Occupational Therapy

Nonhe
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What You Will P
narounray Limitations, Exceptions, & Other Important

Common Medical Event  [Services You May Need | In-Network Provider |  Out-of-Network Provider | information
- (You will pay the least) '  (You will pay the most)

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

Excludes bath, exercise and deluxe equipment

Durabte medical . nor . . . . e
. 20% coinsurance 20% coinsurance and comfort and convenience items. Prescription
squipment | required |

Skilled nursing care 20% coinsurance 20% coinsurance

No Charge; deductible does  [No Charge; deductible does not

Hospice services not apply apply Physician certification required. Visit limits apply.
If your child needs dental or|Children’s eye exam " ~ INot covered ' INot covered ' |None
eye care e
For more information on _(;hlldren S glasses_ Not covered Not covered None
pediatric vision or dental, :
contact your plan Children’s dental check- INot covered Not cavered None
administrator up
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Excluded Services & Other Covered Services:

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

¢ Acupuncture treatment e Hearing aids ¢ Routine eye care (Adult)
o Cosmetic surgery s Infertility treatment o Routine foot care
o Dental care (Adult) + 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 e Coverage provided outside the United States. e Private-duty nursing

e Chiropractic care See hitp://provider.bcbs.com

¢ Non-emergency care when traveling outside the
U.s
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
calling the number on the back of your BCBSM ID card. Other coverage options may be available to you t00, 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
[nsurance and Financial Services, P. O. Box 30220, Lansing, Ml 48909-7720 or http://www.michigan.gov/difs or difs-HICAP@michigan.gov

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential 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:

i 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

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

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

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

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

B The plan’s overall deductible $1,500 M The plan’s overall deductible $1,500 W The plan’s overall deductible $1,500
W Spegcialist copayment $40 M Specialist copayment $40 W Specialist copayment $40
W Hospital (facility) coinsurance 20% M Hospital (facility) coinsurance 20% B Hospital {facility) coinsurance 20%
M Other coinsurance 20% | Other coinsurance 20% M Other coinsurance 20%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic tests (x-ray)
Diagnostic tests (uffrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit {anesthesia) Durable medical equipment (glicose meter} Rehabilitation services (physical therapy)
[ Total ExampleCost | $12,700| | Total Example Cost 1 $5,600 | | Total Example Cost | $2,800 |
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
. Cost Sharing o :  Cost Sharing - ?. | ‘Cost Sharing
Deductibles $1,500 Deductibles $900 Deductibles $1,500
Copayments $10 Copayments $800 Copayments $90
Coinsurance $1,700 Coinsurance $0 Coinsurance B N 7
. Whatisn'tcovered . P What isn’t covered -’ ' What isn’t covered !
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions ] L %0
[The total Pegwouldpayis | $3,270] [The total Joewould payis |  $1,720 | The total Mia would payis - I $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. 8cf9



ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

If you, or someone you're helping, needs assistance, you
have the right to gethelp and information In your
language at no cost. To talk to an'interpretér, call the
Customer Service numberon the back of your card, or
877-469-2583, TTV: 711 if you arenot already a member.

S5t usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho a obtenei ayuda e informacién
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al nimero telefénico de Servicio al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es.un
miembro.
ettt dactud data e Ll AT pass i e 13
m‘ui u,.h.ha.‘.ld.l)_,_,..a“ l_lln_,}.-.n“_, B2 Laall l_rhd,“"h‘“
2 .u.l'a\.h;_;al-ula .:»,Ali o Sanll Aasd 8 9 ol ane e M o]
cealy 1€ A K5 1113 .87 7-469-2583 TTY:711 o5

iRy, RRGEEDBMMER. WEGL, SHHEH

ARLEHBIESISENNA. ERAN—CERA.
EREENRS SEMESRBRE : NRERFRYR
. FHIRTEES 877-469-2583, TTY: 711,
lﬂ.’ﬁ\,q-: . ponm. | alaioads o ..ia Mgt SR e
rhaui s Chiiam ._,_.nkul:m:\ rHond ___f.\qt\ﬂn.-r( __‘oh.ur(
.;-.._ﬂ:mnhsnﬂ’ .--n-1+ rdprfatd&:n aaglh
.r&hm okus rdm - B77-469- 2583 Y711
NE&y quy vi, hay nguiri ma.quy vi dang gldp d&,; can tr
gidip, quy vi.s&cé quydn dugce gidp va-cd thém thang tin
b&ing ngdn ngl cda minh mién:phi. &€ néi chuyén véi mit
thong dich vién, xin goi s& Dich vu'Khach hang & mét sau
thé cda quy vi, hodic 877-469-2583, TTY: 711 néu quy vi
chira phdl 13 mbt thanh vién,
Nése ju, ose dikush q& po ndihmoni, ka nevojé pér
asistencé, keni té.drejté t& merrni ndihmé dhe informacion
falas né& gjuh&n taaj. Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit né anén.¢é pasme
€ kartéis-tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende nJ& anétar.

otet 8} == A3 §1 A= Alztol X0l
BEQSICHY, Fols =80 28 Asie 0|2 HIE
2220l 8 4 =220t ASLICL BHAS
CHEtalel ™ Askel JtE oo U= 024 Alx
HS2 ®3HELE, 0|0l 2]0] Ol A
877-469-2583, TTY: 7112 H3BI5hal A 2.

IS SR, 1S TRAY FHRA 5 FRAT, JRA.
TS, 33, ST AT ST [Ty STy 8 %
TIOT SIS BTN TEHR | (PRAT AT (ST S
TR TS, WA TRET CTRET (rOHT ST NAAGT
T T+l 91 877-469-2583, TTY: 711 It RIS Ip1feY
H9HT AT 3 YA

Jedli Ty lub.osoba, ktérej pomagasz, patrzebujecie pomocy,
masz prawo do uzyskania bezptatnef informacjl | pomoey
we wiasnym jezyku. Aby porozmawiac z ttumaczem,
zadzwor pod numer dziatu obstugi klienta, wskazanym na
odwrocle Twojej karty lub ped numer 877-469-2583,

TTY: 711, Jeteli jeszcze nie masz cztonkostwa,

Falls Sfe oder Jemand, dem Sie helfen, UnterstOtzung
bendgtigt, haben Sie das Recht, kostenlose Hilfe und
Informationen'in 1hrer Sprache zu erhalten, Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummmer des
Kundendienstes auf der Rickseite lhrer Karte-an oder
877-4639-2583, TTY: 711, wenn Sie noch keln Mitglied sind.
Se tu 0 qualcuno che stal alutando avete bisogno di
assistenza, hal il diritto di ottenere aiuto.e informaziont
nella tua lingua gratuitamente. Per parlare con un
interprate, rivolgiti al Servizio Assistenza al fumero
indicato sul retro della tua scheda o ¢hfama il
877-469-2583, TTY: 711.5e non sei'ancora membro.
TR, FERBBHROZOEY OFTIRELE
EXNDIATCCHBMZEWVELELE, CHEOEE
THR—+Z2 =Y (IREAFLEYTHI &M
TEET, HeRhnYERA, BREBESh 318

BRXBRLOD— FOEmICRBINEARST—Y

—EXOBEEHS (A 21— TRELAE
877-469-2583, TTY: 711) F THEEEL ZE L,

Ecmi BaM 3TH AHIY, KOTOPOMY BEI IIOMOTRETE, KyAEA
IIOMONE; TO BEl EMEETE MPABO HA OecILiarHoe TONyIeHAE
ndvoins K MHGOpMATEH Ha BameM s36ike. [ pasroeopa
© [IEpPEEOATHEON NOIBOHATE 10, HOMepy TeaedoHa oriena
00CTYXHBAHANA KIINEHTOB, YEAZAHHOMY Ha obparroi:
CTOpOHE BAIIeH KADTH, HIH IO BOMEDY

877-469-2583, TTY: 711, ecxu y Bac HeT WIEHCTBA.

Ukoliko Vama ili nekome kome Vi pomaZete treba pomot,
Imate pravo da besplatno dobijete pomoé i informaclje’na
svom Jeziku. Da biste razgovarall sa prevodiocem, pozovite
broj korisnicke sluzbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako veé niste élan,

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

0 877-469-2583, TTY: 711 kung ikaw ay hindi pa Isang
miyémbro.

Important disclosure

Blue Cross Blue Shield of Michigan and:Blue Care'Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national orlgin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary alds and
services to people with disabilitles to.communicate
effectively with us, such as qualifled sign language
interpreters and Information in other formats. If you rieed
these senvices, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 71Yif you are not
already a member. If you believe that Blue Cross Blue
Shield of Michigan or Blue Care Network has falled to
provide services or discriminated in another way on'the
basis of race, color, national origin, age, disability, or sex,
you can file a grievance in person, by mall, fax, or email
with: Office of Civil Rights Coordinator,

600 E. Lafayette Blvd., MC 1302; Detroit, M! 48226,
phoné: 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 avatlable
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 Pottal available at

https:/focrportal hhs.gov/acr/portalflobby.jsf, or by mail,
phone, or email at: U.5. Department of Health & Human:
Services, 200 Independence Ave, S.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697,.email:

OCRComplaint@hhs.gov. Complaint forms are avallable at
http./fwww hhs.gov/ocr/office/filefindex.html,
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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

Atministered by

Altiange Health

and Lits Inguranee Company

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

A

The:'Summary of Benefits and’ Coverage (SBC) document will help youchoose a: fealth plan, The SBC shows you howyouand the pl_an_would sharethe
costfor covered health care services. NOTE: Information aboutthe costof this plﬂ(called the premi um) will be'provided separately Thisisonlya
summary.For more information about your coverage, ortogeta copy of the. comp!ete ferms of covefage, call 1-866-766-4708 or visit www.hap:org. For
general definitions of comman terms, such as allowed amount, balance billing, coinsurdnce; copayment, deductible, provider; or other underlined: terms see:

the Glossary: Youican viewthe: Glossary-at http Thwwvi:dol goviebsa/pdffSBCUniformGlossary:pdf or.call 1-866-766-47090; request acopy:

Important Questions

Whatis the

Why This Matters:
See the Common Medical Events chart below for your costs for services this plan

overall 50 covers,

deductible?

Arethereservices

covered before you: No. You will have to meet the deductible before-the plan pays for any.senvices:

meet your deductible?

Arethere other No o You don't have to meet deductibles for specific services, but see the chart starting on
deductibles for specific i page 2 for other costs for services your plan covers.

services?

Whatis the out;f-_ T o _ - The out of pocket. limit.is the most you could:pay.in ayear for covered services. If
ocket limit for this $6,600 person 1$13,200 family. you have other-family members in'this plan, they have to.meet their.own:out of pocket

E,—?—-— | fimit until the-overall family ouit of pocket limit hias been met.

Whatis.notincludedin

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.

the out-of-pocket limit?

Willyoupaylessifyou
use'a nemofk.groﬁdgrl?f

Yes.Seewww.hap.orgorcall1-866-766-4709
for alistof network-providers,

This plan uses a provider.network. ‘You will, pay less.if youuse a providerin the
plan'snetwork. Youwill pay the most if you Use-an'out of network: prov:der andyou
midht receive-a bill:fromaiprovider for the differenice: between:the:provider'sicharge
and-what yeur plan pays (balance billing). Be aware yourn netwoerk provider might-use
an outiof network provider for some seivices (stch aslab:work): Checkwith your
provider before you get services.

Doyouneedareferral
to see aspecialist?

Yes.

Whitten 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 referral process can be found at www.hap.org

AS000036 XR002356
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A‘ »-Ai[‘e’g_q_g_gvrj)ep_tand%cpingu'rag@-c_ost‘s;shb,wn;‘in this chartare after your deductiblethas been met, if a:deductible:applies:

. Common
Medical Event

‘Services You' May Need

WhatYouWillPay

Network Provider
(You will pay the least)

“OUt-of-‘Netw'drk Provider
{You will pay the most)

Limitations, Exceptions, & Other Important -
Information

*|Primary.care vistto treatan: |een et o Visits are facesto-face; telephonic, orthrough
o . injuryor illness $20 copay pervisit Not Covered secure électronic.portal-
NS ** | Specialist visit _ |$30copaypervist  |NotCovered None
: ; 1$20 PCP Other Practitioner !
T N . |copay pervisit/ $30 Specialist Chiropractic Care and Acupuncture Not
ifyouws'tahea"h : 1Other practitioner office visit f)—t%gractitioner Cog per Not Covered Cove?ed P
careprovider'sofficeor visit '
cllmc ’ ) — - —- —— - -— 3
. : Coverage information available at
- www.haporg. You-may have fo. pay for
iPreventive-care/ services that aren’t preventive services. Ask
: -+ |screeningfimmunization No Charge Not Covered your provider i the services needed are
: preventive services. Then check what your
N _ o o ) _ PI@Will,‘pay"for.__ B
| Diagnostic test (x-ray, blood . |
e T "/ work) No Chalge ‘Not Covered Some services require preauthorization,
Ifyouhaveatest: {imaging (CTPET scans. . | = T — — e
s s hTRaI%I)ng( Scans, No- Charge !Not Covered Senvices require preauthorization.
LT | o : - o Retail: 30 day supply for non-maintenance
, d$15 o
i . ) _ Eo[e{'ae[frgregcription (retail drugs at 1 copay; 90 day supply for eligible
| Generic drugs —MMQD;Erefene 4815 |Not Covered maintenance drugs at 2 copays; Mail Order.
Ifyoumeed drugs;to : copaylprescription (reta) 90 day supply for both eligible maintenance
treatyourilinessorr copay/p P and non-maintenance drugs at 2 copays.
condition: . . - ferredbranddugs | $30.copay/prescription (retail) {Not Covered 7
Momf:mfonnatianfahout |Prefere dugs $30 copaylp r!p !on (re_a!I) ot Covered ~ e
preserp g ;Non-preferred branddrugs  |$50 copay/prescription (reta|l) Not Covered
CoverageTsavalable. Preferred $50 o
atwwwihapiony copay/prescription (retail) - AT
LT I P , TEPHEEEEE A Specialty drugs not-available-at 90'day or
<0 e+ Soecialtydrugs Non-Prefemed§50 Not Covered railorder.
e " copay/prescription (retail)
lfy have outpahent :Sgg?yfseen(é}g).. ambulatory No Charge Not Covered Some services require preauthorization.
Surge - - — e e TS ~
N 8 'Y i«'; Physician/surgeonfees: No Charge: Not Covered None—
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Common

Medical Event

Services You May Need

WhatYouWIIPay

Network Provider '
{You will pay the least)

Out-of-Network Prewder
{(You will pay the most)

R ' Limitations, Excepttons, & Other important

Information

e DRI -| Emergency room care $150 copay per visit $150 copay per visit Copay will be waived if admitted
‘:Ezgggr:g;mg:d'at? > _Eg:]?.s,"igr?ggbmne‘j'cat No:Chiarge No Charge Emergency medical trarisportation‘Only
..._- - : . " |Urgent care $30 copay per visit $30 copay per visit None
Ifyou have alhi ospltal foicr%? fee (9., hospital No‘Charge Not Covered ‘Some services require preau_th‘_q'ri_zatigp .
stay i .+ | Physician/surgeon fees No Charge Not Covered None—
Tyounesdertal | * Services can be accessed by calling 1-800-
health; behavioral: - |Outpatientservices 20 copay per visit Not Covered A E7E ycaling 1
hgaith; or substance v $20 copayp ° 4445755
abuse services : ** Services can be accessed by calling 1-
i | ~~1Inpatientservices No Chargeﬁﬂ Not Cove—re_d_ _ 8004445755 ‘
. . |Office visits $30.cogay per visit Not Covered No-Charge for Prenatal care i
. B bindehutndbidie il - e
E ; _ | Childbirth/delivery ’ _ r
ilfﬁoﬂia’ré;plzbghérite | professional services No Charge Not Covered None ;
U s o : ™ 1 P T — - o - - N - Tt T ——
| : ST g:rl\lggéghl delivery facility No Charge Not Covered **Some services require:preauthorization,
:H ‘ ". jHome health care No Charge ~ Not Covered None _
: h . o o B e Up to 60combined visits perbenefitperiod -
. {Rehabilitation services No Charge ) Not Covered May be rendered at home
. . Limited to Applied Behavior Analysis (ABA)
' and Physical, Speech and Occupational
Therapy sefvices associated with the
|f$you needlhelp Habilitation services No Charge ‘Not Covered treatment of Autism Spectrum Disorders
otharspecla!health preauthorization. *See outpatient Mental
needs Health for ABA cost sharing amount.
2 | Qkilled nursing care. - Covered forauthorized services- Up to 730"
. | Skilled:nursing'care No Charge Not Covered days, renewable after 60 days
Coverage provided for approved equipment
Durable medical equipment  [No Charge Not Covered based on HAP's guidelines. Some services
e T require preauthorization,
CRUS Hospice services No:Charge Not Covered Upito 210-days perlifetime
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. ————— — 4 U — - - ———————— -

Common _ What‘(ouWilIPay___w__ — ___| Limitations, Exceptions, & Other Important

———b O i e ot — . er—— —r—

Medical Event Services You May Need Network Provider Out-of-Network Provider Information
(You will pay the least) {Youwill pay the most)

lf - :h"ld d _ |Children's eye exam $30 copay per visit Not Covered No Charge for one routine eye exam
Ityourchildneeds . s~ Nat Covered, ot O - B
dentaloreyecare. ;Ch!_ldrensglasses 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-Tem 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 tothese services. Thisisn't a complete list. Please see your plan document.)
+ Bariatric Surgery * Routine Eye Care (Adult) + Weight Loss Programs

Infemlrty Treatment (Only when meets plan
guideliries)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue coverage after it ends. Formore information on you rights to continue
coverage, contact the plan at 1-866-766-4709; you may also contact your state insurance department, the U.S. Department of Labor, Employee Benefits Security
Administration at 1-866-444-3272 or www.dol. goviebsa/healthrefom, or the U.S. Department of Health and Human Services, Center for Consumer Information and
Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual coverage
through the Health Insurance Marketplace. For more information about the Marketplace, visit www.Healthcare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights:There are agencies that can help if you have a complaint against your plan for a denial of a claim. This 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 ciaim, 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 48808-7720, http://michigan.gov/difs; call 1-877-899-6442 or the Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol. gov/ebsalhealthreform Additionally, a consumer assistance program can help you file your

appeal. Contact Michigan Health Insurance Consumer Assistance Program (HICAP), Michigan Department of Financial and Insurance Regulation, P.0.Box 30220,
Lansing, M1 483089, phone 1-877-899-6442, website: hitp://michigan.gov/difs or e-mail difs-HICAP@michigan.gov.
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Does this plan provide Minimum Essential Coverage? Yes .

If you don't have Minimum essential coverage for a month, you'll have to pay when you file your tax retum unless you qualify for an exemption from the requirement
that you have health coverage for that month.

Does this plan meet Minimum Value Standards? Yes
if your plan doesn't meet the Minimum value standards, you may be eligible for premium tax credits to help you pay for a plan through the Marketplace.

Language Access Services:
Please see a full list of Language Access Services following the Coverage Examples at the end of the Summary of Benefits of Coverage.
To see 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 Heaith 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 HRILR Department at (586) 469-5280.
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About these Coverage Examples:

A

This'is not a cost estimator. Tieatments shown are;justexamples ofhowthis planright covermedical care. Youractua!'costs will be different
depending-on the actual’care you'receive; the: prices your, growders charge, and'many other factors. Focuis:on thie;cost sharing:amcunits
(deductibles; copayments:and: coinsurance) and.excluded services under the plan: Use tiis informaition to.compare the' portion of costs you might:
pay.inder different health plans, Please note these toverage examples:are hased'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)

B The plan's overall deductible $0 W Theplan'soveralldeductible $0 W Theplan'soveralldeductible %0
M Specialist copayment $30 W Specialistcopayment $30 = Specialistcopayment $30
W Hospital (facility) copayment $0 m Hospital (facility) copayment $0 = Hospital{facility) copayment $0
W Other coinsurance 0% M Other coinsurance 0% m Other coinsurance 0%
This EXAMPLE eventincludes services like: This EXAMPLE event includes services like: This EXANMPLE eventincludes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care {including medical
Childbirth/Defivery Professional Services disease education) supplies)

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

Diagnostic tests (uftrasounds and blood work) Prescription drugs Durable medical equipment (crutches)

Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)
{Total ExampleCost - -- . | $12:800-. . TotalExampleCost | 74000 Total ExampleCost -] 100
Inthis example, Peg would pay: __ Inthis example, Joe would pay: __ Inthis example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing
Deductibles 30 Deductibles i . 30 Deductibles i $0
Copayments __ %610 Copayments - _ §$1,075  Copayments $90
Coinsurance $0  Coinsurance $0  Coinsurance $0
What isn't.covered. What isn't.covered ‘What isn't covered

Limits orexclusions $60  Limits orexclusions $55  Limitsorexclusions $0
The'total Pegwouldipayis- "$670] |'Thie total Joewould pay is . $1:130 | ‘Theitotal Miawould'payis - $90¢

The plan would 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

citgh Aaar 4l (800) 422-4641 AN bt 1Ohna Db Sam el cons ol jig i gy G a3 1Y 13
Tz

G fore: WIS oge ST $ (0, TN HEOTIOIR fTIEAT foTATN (ST WIHwold GAY ueb |
(800) 422-4641 T
TTY: 711 Im(oq FA T |

HE: MEGSHEREEY S, EUUARERESHRUIRT. FEE (800)422-4641 B TTY AP FEEL

G AR

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

FEER  HRBEZFE NS, BHOEEXEX® AW ET, (800) 422-4641 T,
BEEICTIER L, TIY A —Y—IT 711 T TOEKCEEL,

FO: BT E MBS E R, 22 A X & MHAE 02514 = ULSLICE 800-422-4641 B £ =
TTY: 711 HO 2 QES| FLA| L.

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

BHHUMAHHE! Ec¢nu pamt posisoit A3bIK pyccKHuit, Bam MOTYT OBITh IPeROCTaBIeHbl HecnaTHbIe
neperomueckue yeayri. Obpamaiitecs mo Homepy (800) 422-4641 (Teneraiin: 711).

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

Xs 8 & : s} ; : 0 &
< 2 da r<3‘\.‘ \Opc_) i.go \&\._sm\n}d:g_“ i oX yical P mj\a&\,}'n)nc_) \93\.:{0 < Ind PR oy
whjies <h 1 W "<O <y

As o e )800(4641422 ¢, ©
o 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, ching t3i ¢6 cc dich vu hd tro ngdn ngir mién phi danh cho quy vi. Hay goi
(800) 422-4641 hodc TTY: 711.
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Delta Dental of Michigan
Dental Benefit Highlights for

Macomb County Active and Retiree Dental Plan

Delta Dental PPO (Paint-of-Service) * Delta Dental DeFI’ta Dt_antal rt.N?n't.
' PPODentist remier pariicipating
o Dentist Dentist

|~ PlanPays, . PlanPays __ Plan Pays*
Diagnostic & Preventive

Diagnostic and Preventive Services - exams,

; . AN 100% 100% 100%
cleanings, fluoride, and space maintainers __
Emergeqcy Pglhatwg Treatment - to 100% 100% 100%
temporarily relieve pain )
Radlographs - X-ra o 100%. 100% 100%

Basic ervices . _
Minor Restorative Services - fillings and crown 80% 75% 5%

Tepair b .

Endodontic Services - root canals T 80% 75% 75%
Periodontic Services - to treat gum disease 80%. 75% 75%
Oral Surgery Services - extractions and dental 80% 5% 75%
surgery . . .

Major Restorative Services - crowns ) 80%. _ 75% 75%
Other Basic Services - misc. services P B0%. 75% 75%
Refines and Repairs - to bridges, implants,and @ ..,

dentures ' 80% 75% 75%

Major Services

Prosthodontic Services - bridges, implants, o h 0 ' o
and dentures L 5% . S0% S0%
* When you receive services from a Nonparticipating Dentist, the percentages in this column indicafe the
portion of Delfa Denfal's Nonparticipating Denlist Fee thal will be paid for those services. The
Nonparticipating Dentist Fee may be less than what the denfist charges and you are responsible for that
difference.

Maximum Payment - $1,000 per person total per Benefit Year on all services. ]

| Deductible - None. |

Note - This document is only infended to pravide a brief descripfion of your benefits. Flease refer fo your
Certificate and surmmary for a complefe description of benefits, exclusions, and limitations.

O DELTA DENTAL

Welcome to Michigan's largest dental
henefits family!

As a member of Delta Dental of Michigan,
you have access to the nation's largest dental
networks: Delta Dental PPO and Delta Dental
Premier.

o lts easy to find a dentis! Four out of five
dentists nafionwide participate in our network.

« You have superior access to care and fee
savings because of our agreements with
participating dentists.

« Cur dentists cannot balance bill you, which
means more maney in your pocket!

e« No froublesome paperworkl  Network
dentists will fill out and file your claims.

e Pay only your copayments andfor
deductibles when you receive care from
network denfists — there are no hidden fees.

¢ You can still visit nonparficipating dentists,
but you may be billed the full amount at the
time of service and then have to wait to be
reimbursed.

Quality Dental Pregram

With our quick and accurale claims
processing, we pay more than 90% of claims
in 10 days or less. Delta Dental also offers
worldclass customer service from our
Certified Center of Excellence call center, as
awarded by Benchmark Portal.

Online Access

Our online Consumer Toolkit lets you access
your dental plan securely over the Intemet. You
can find a denfist, check benefits, select
paperless notices, review claims and amounts
used toward maximums, print [D cards, and
more — all at your own convenience.

A Healthy Smile

Keep your smile healthy with dental benefits
from Delta Dental. Your smile s 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 detection is
one’ of the best ways to prevent further
complications.

Questions?

If you have questions, please call our
Customer Service team at 800-524-0149
(TTY users call 711) or look online at
www.DeltaDentall.com.



Golden Dental




EE=S

fiold>n Bantal Plans
Certificate of Coverage

Macomb County
OFFICE VISIT CO-PAY $5.00
CLASS1
Diagnostic and Preventive:
Exams, Radiographs, Prophylaxis, Fluoride Treatment (up to age 19), 100%

Sealants (1% and 2™ Molars only — once in lifetime up to age 18),
Space Maintainers (Primary Teeth only up to age 19)

CLASS I

Restorative:

Fillings, 90%
Root Canals and Routine Extractions performed by General Provider

CLASS III

Prosthetic: 7504,
Crowns, Bridges, Partial and Complete Dentures

CLASS 1V

Specialty Care:

Oral Surgery (including General Anesthesia)

Endodontics 75%
Periodontics

Pedodontics

ORTHODONTICS:

Dependents up to age 19 (Lifetime Maximum ) $2,200
Member & Spouse (Lifetime Maximum) $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

l. 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 att‘ending Dentist, a satisfactory result cannot

- |be abtained.

6
The cost of services secured fram 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 QOut-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 iliness 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 INo 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 accur 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).
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GOLDEN DENTAL PLANS, INC.
EXCLUSIONS, LIMITATIONS, AND EXCEPTIONS

1. General Exclusions, Limitations, and Exceptions, continued

20

Duplicate full or partial dentures.

21

Inlays, unless listed as a Covered Service in the Schedule of Benefits.

22

Porcelain, porcelain substrate, and cast restorations on primary (baby) teeth.

23

Cysts and malignancies.

24

Removal of impacted teeth that exhibit no symptoms or pathology.

25

Consultations or examinations/evaluations for non-covered services.

26

Services or appliances performed by a Dentist whose practice is limited to prosthodontics

27

Behavior management fees for covered persons requiring additional or unusual efforts to
complete a dental procedure.

28

Soft tissue management (i.e., irrigation, infusion, or special toothbrush).

29

Restorative work caused by orthodantic 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.
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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 plagque 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

Any charge made by the Orthodontist for the cost of replacement and/or repair of an appliance
furnished to the patient, which is lost or broken through no fault of the Orthodontist

Interceptive Orthodontic Treatment is not a covered benefit

Surgical procedures incidental to orthodontic treatment

Myofunctional therapy

Supplemental appliances not routinely used in typical orthodontic cases (i.e., Invisalign)

| Nl 1| B

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

Vision Coverage

This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay. For a complete
description of benefits 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 Benefils-at-a-Glance and any applicable plan document, the plan
document will control.

Blue Vision benefits are provided by Vision Service Plan (VSP), the largest provider of vision care in the nation. VSP is an independent company
providing vision benefit services for Blues members. To find a VSP 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 contael lenses, but not bath

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

Member's responsibility (‘cﬁlob-ays)

l Benefits: - W - N " VSP network doctor 7 [Ndn-VSP provider
Eye exam None ; Nane
————— e s e “ " _’5
Prescription glasses ({lenses and/or frames) :None { None {member responsible for

- difference between approved
amount and provider's charge)

Medically necessary confact lenses -None ‘ None (i'riember responsibié for
) - difference between approved
Contact lens suitability examination (fitting and evaluation) tUp to $60 copay 1 amount and provider's charge)

Note: No copay is required for prescribed cantact lenses that are not
medically necessary.

Eye exam

[ Benefits ‘ A JLVSP network:doctor !{Non-VSP provider ° ]
Complete eye exam by an ophthalmolegist or optometrist. The exam : 100% of approved amount i Reimbursement up to $58 less $5
includes refraction, glaucoma testing and other tests necessary o ; copay (member responsible for
determine the overall visual health of the patient. ) . T , any difference)

One eye exam in any period of 12 consecutive months

Lenses dand frames

[Benefits : ][VSP network doctor qﬁNOH'VSP provider J
Standard lenses (must not exceed 60 mm in diameter) prescribed and *100% of approved amount y Reimbursement up to approved
dispensed by an ophthalmologist or oplometrist Lenses may be molded or ) | amount based on lens type
ground, glass or plastic. Also cavers prism, slab-off prism and speciai base {member responsible for any
curve lenses when medically necessary. o _ . difference)

* Standard Progressive Lenses - Covered when rendered by a V&SP One pair of Ienses with ar without frames, in any period of 12 consecutive
network doctor ) monlhs

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

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shiald Assocfation.
Page 102 000016837875



i Benefits

b

VSP network doctor

Standard frames

Note: All VSP network doctor locations are required to stack at least 100
different frames within the frame allowance.

$100-aflowance that is applied toward

Non-VSP provider J

Reimbursement up to $65 less

iframes (member respansible for any cost $10 copay (member responsible

iexceeding the allowance) less

i

| for any difference)

One frame in any period of 12 consecutive months

Contéct Lenses -

I Benéﬁts

i VSP network doctof_

Medically necessary contact lenses (requires prior authorization approval 5100% of approved amount

from YSP and must meet criteria of medically necessary)

Non-VSP provider

’l

' Reimbursement up 1o $210

(member responsible for any
difference).

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

Caontact lens suitability examination (filting and evaluation)

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

:.$120.allowance that is applied toward
icontact lens.exam (fitting and materials)

iand the contact lenses (member

‘responsible for any cost exceeding the

tallowance)
;

]
[,

$105-allowance that is applied
toward contact lens exam (fitting
and malerials) and the contact
lenses (member responsible for
any cost exceeding the
allowance) ’

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

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

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licenses of the Blue Cross and Blue Shield Assodiation.
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HAP

Please refer to the HAP Medical Benefits Summary




LETTER OF UNDERSTANDING
between
the
COUNTY OF MACOMB
and
UAW LOCAL 889
RE: PANEL OF ARBITRATORS

The Parties agree that the following arbitrators shall serve on the panel of grievance arbitrators as per
Article 6, Grievance Procedure:

1. Patrick McDonald

2. George Roumell

3. Mark Glazer

4, Paul Glendon

5. Thomas Barnes

6. Mario Chiesa
FOR_THE_UNION: FOR THE EMPLOYER:
Tom Brenner, Business Representative Karlyn Semlovi-Director

UAW Region 1 Human Resources ahd Labor Relations
Anthény S%ﬂ(\l , President
UAW Loca

Yo/

Linda Nétzke, MCA/OSS UrftZhair
UAW Local 889

Dated: 7 - 3[ - 9@3




LETTER OF UNDERSTANDING
between
THE COUNTY OF MACOMB
and |

UAW LOCAL 889 LIAISON

The County and the Union agree that the Union will designate one (1) employee, and one (1) alternate, to
serve as a UAW Liaison and to attend Board of Commissioner Meetings, during normal hours of operation,
including but not limited to the Finance, Audit and Budget Committee, Full Board meetirigs and Retirement
Board meetings and any other meeting as deemed relevant. The Liaison will notify their immediate
supervisor prior to attending any such meetings. The parties agree that any question regarding meeting
relevancy shall be discussed and decided upon between the representatives of the International Union,
UAW and the Human Resources and Labar Relations Department of Macomb Caunty.
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MEMORANDUM OF UNDERSTANDING
REGARDING CERTAIN HEALTH BENEFITS

WHEREAS, The County of Macomb currently offers health insurance coverage to covered females that
includes an elective abortion benefit and excludes prescription drug coverage for contraceptives and
excludes coverage for voluntary sterilization; and,

WHEREAS, The Macomb County Board of Commissioners has, by resolution, forbidden the use of public
funds for elective abortion;

NOW BE IT RESOLVED THAT, the County of Macomb and the UAW, Local 889, on behalf of certain
employees at Macomb Community Action; Office of Senior Services, and Probate Court/Corporation
Counsel hereby agree to remove elective abortion coverage from the health insurance offered through their
Collective Bargaining Agreement and substitute prescription drug coverage for contraceptives and coverage
for voluntary sterilization. Provided, however, nothing in this Memorandum of Understanding shall deny
medically necessary care to a covered female, or apply in cases where pregnancy is the result of criminal
sexual assault.
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