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BUILDING TRADES ASSOCTATION AGREEMENT

This Agreement entered into on the first day of January, 2023, between the County of Macomb, hereinafter
referred to as the Employer or the County, and the Building Trades Association, on behalf of Carpenters,
Electricians, Plumbers and Painters, a recognized bargaining unit, hereinafter referred to as Union and
employees.

PURPOSE AND INTENT: The general purpose of this Agreement is to set forth terms and conditions of
employment, and to promote orderly and peaceful labor relations for the mutual interest of the Employer and
employees and the Union.

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

The Parties hereto also recognize that it Is essential for the health, safety and public welfare of the County
that services to the public be without interruption, 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.

ARTICLE 1

RECOGNITION OF UNION

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 exclusive representative for the purpose of collective
pargaining in respect to rates of pay, wages, hours of employment, and other conditions of employment for
the terms of this Agreement of all employees of the Employer included in the bargaining units described
above, provided it is agreed and understood that the County of Macomb does not, by entering into this
Agreement, purport to assume control or exercise jurisdiction in those areas where Statutory and
Constitutional powers have been exclusively vested in County or State elected or appointed officials.

ARTICLE 2

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
or is repealed or modified to make union security (including any form thereof) lawful, the unicn
security provisions contained in the 2011-2013 Labor Agreement will again be in force and effect
fo the fullest extent permitted by faw.

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

C. 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.
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The Employer shall advise the Union of all new hires each forty-five (45) days.

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 Article 2, Representation and Fees and Dues.

ARTICLE 3
STEWARDS

Employees covered by this Agreement shall be represented by a Steward. In the absence of the
Steward an alternate may be appointed by the Building Trades Asscciation.

Stewards shall be permitted a maximum of one hour per day during their working hours, without loss
of time or pay, for the purpose of investigating and presenting grievances to the Employer,
PROVIDED, a greater period of time may be permitted by authorization from their immediate
Supervisor or the Department.

ARTICLE 4

PROMOTIONS AND JOB OPENINGS, SENIORITY LISTS

The Employer to post all job openings and requirements for the job on the bulletin board. Pestings
shall be made for a ten (10} working day period and may be shortened or lengthened by mutual
agreement of the parties. Any employee interested in a position must apply through the Human
Resources and Labor Relations established application process within the posting period. The
employee must meet the minimum qualifications before the closing date of the posting, unless
otherwise specified by Human Resources and Labor Relations or an applicable collective bargaining
agreement.

Promotions to a higher classification will be based on qualifications. Qualifications being equal, the
seniority of the employee will then receive first consideration.

If necessary, a temporary appointment may be made by the Department Head but without prejudice
to the employees seeking the job.

An employee with regular status promoted to a higher classification shall have a period of four (4)
months trial in a new position to prove that he/she has the qualifications to handle the requirements
of the position. If it is obvious that he/she is not capable of fulfilling the requirements, he/she may
be demoted to his/her previous classification without prejudice.

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



ARTICLE 5

RATES FOR NEW JOBS

When a new job is created in a unit and cannot be properly placed in an existing classification, the Employer
will establish a classification and rate structure to apply. In the event the Union does not agree that the
description and rate are proper, the Union shall have the right to submit the matter into the grievance
procedure at the Second Step.

ARTICLE 6

GRIEVANCE PROCEDURE

The Parties intend that the grievance procedure as set forth herein shall serve as a means for a peaceful

settlement of all disputes that may arise between them 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 his/her employment MUST present it to the
Employer within fifteen (15) days after occurrence of alleged grievance as follows:

1. STEP 1: VERBAL The employee or one member of a group of employees must first discuss

the specific grievance with the immediate Supervisor. At the request of the employee, the
Steward may be present during the discussion. Reasonable time will be granted the employee
for the purpose of appraising the Steward of the alleged grievance. The immediate Supervisor
shall attempt to adjust the matter consistent with the terms of this Agreement as soon as
possible, and shall, within five (5) days give a verbal answer to the employee.

2. STEP 2: WRITTEN

d.

If the grievance is not settled at the verbal step, a written grievance may be filed by
the Steward with the employee's immediate Supervisor 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, address, 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 Steward 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 or designee shall give a written answer to the
Steward.

3. STEP 3: DIRECTOR, HUMAN RESOURCES AND [ABOR RELATIONS

a.

If the grievance is not settled in Step 2, such grievance may be submitted by the
Steward 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 Steward. A grievance number shall be mutually
assigned by the Parties when the grievance is submitted to the Human Resources and
Labor Relaticns Department.



b. The Steward 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 fifteen (15) days of the
receipt of the Steward's written request. The Union representatives at said meeting
may include, at the Union's discretion, the Steward or designee, the grievant and a
Business Representative of the Union. In addition, a witness{es) may be in attendance
if deemed necessary by both Parties.

C. The decision of the Director, Human Resources and Labor Relations, or designee, shall
be given in writing to the Steward within ten (10) days of the completion of the Step 3
meeting.

d. 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 decision. If the mediation process is
unsuccessful, either party shall have the right to move the matter to arbitration.

STEP 4: ARBITRATION If the grievance is not satisfactorily settled in Step 3, the Business
Representative has thirty (30) days from the final answer to file a written Notice of Intent to
Arbitrate, by sending a letter to the Director, Human Resources and Labor Relations. If the
Business Representative fails to request arbitration within the time limit the grievance shall be
deemed not eligible to go to arbitration. The Union shall prepare a record which shall consist
of the written grievance, all written answers to the grievance, and all cther such-written records,
as may be appropriate. These shall be sent to the Director, Human Resources and Labor
Relations at the same time as the Appeal to Step 4 is submitted.

SELECTION OF THE ARBITRATOR:

1,

The Arbitrator shall be selected by the Business Representative and the Director, Human
Resources and Labor Relations, or, in the event they are unable to agree upon an Arbitrator
within five (5) days.

Within ninety (90) days of the receipt of the written demand for arbitration, the Union shall
notify one of the arbitrators from the permanent panel of arbitrators who are listed in a 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.

The Parties recognize that, through no fault of either, an arbitrator may not be available fér an
extended period of time, to hear a case (extended pericd of time shall mean three (3) months
or longer). The Parties may then move to the next arbitrator listed.

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

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 ancther 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.



6.

If the Parties agree, in a particular case, not to use the list of arbitrators, they may agree in
writing to use the American Arbitration Association selection procedure.

AUTHORITY OF THE ARBITRATOR:

1.

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

The Joser of an arbitration case shall pay the cost of the Arbitrator's services and expenses. If
it is a split decision, the Arbitrator shall make as part of the decision a ruling as to how the cost
of his/her services and expenses shall be pro-rated.

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 decisicn shall extend beyond the limits of the powers and jurisdiction herein conferred
upen such Arbitrator.

The Steward and Grievant involved with a grievance that requires arbitration, will be
compensated for normally scheduled working hours that are required in connection with the
actual arbitration procedure.

Each party will be responsible for compensation to witness{es) as required by the respective

party.

GENERAL CONDITIONS:

1,

Withdrawal of Grievances: A grievance may be withdrawn and if so withdrawn, all financial
liability shali be cancelled. If the grievance is reinstated by the International Union, the financial
responsibility shall date only from the date of reinstatement.

Computation of Back Wages: No claim for back wages shall exceed the amount of wages the
employee would otherwise have earned, offset by any other Employer paid benefits or
compensation.

Time of Appeals: Any answer not appealed from within the time specified in the particular
Steps of the Grievance Procedure shall be considered settled on the basis of the Employer’s last
answer and not subject to further review. In the event that the Employer shall fail to supply
the Union with its answer in writing to the particular Step within the specified time limits, the
grievance shall be automatically positioned at the next Step with the time limit for exercising
said Appeal commencing with the expiration date of the Employer's grace period for answering.
Nothing contained herein shall be deemed to abrogate or limit the rights guaranteed by existing
statutes.

Time Limits: Time limits may be extended at any Step of the Grievance procedure by written
mutual consent by the Parties.

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



ARTICLE 7
EMPLOYEE DEFINED

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. Full-time
employees are entitled to benefits as specially outlined in this Labor Agreement.

A regular part-time employee is an individual employed in a part-time budgeted position and regularly
scheduled to work less than thirty (30) hours per week for six (6) consecutive months. Regular part-
time employees shall not be entitled to any benefits pursuant to this Labor Agreement.

ARTICLE 8

PROBATIONARY PERIOD

Prohationary Period For New Full-time Employees: A full-time employee, newly hired into this
bargaining unit, shall be considered a probationary employee for the first six (6) months of
employment from the date of hiré to determine their ability to perform duties assigned them. Any
time during this period, the Employer may dismiss the employee, and such employee shall not have
recourse to the Grievance Procedure or Special Conferences provisions of this Agreement, as such
recourse relates to the dismissal.

Probationary Period For New Part-time Employees: A part-time employee, newly hired into this
bargaining unit, shall be considered a probaticnary employee for the first nine (9) months of

employment from the date of hire to determine their ability to perform duties assigned them. Any
time during this period, the Employer may dismiss the employee, and such employee shall not have
recourse to the Grievance Procedure or Special Conferences provisions of this Agreement, as such
recourse relates to the dismissal.

ARTICLE 9
EMPLOYEES - WAGE INCREMENTS

New Employees: A new employee is to be started at the minimum wage based upon the applicable
hourly rate, designated for the position to be used; PROVIDED, however, upon consultation between
the Department Head, the Director, Human Resources and Labor Relations, and the Finance Director,
the employee, if he or she has had previous experience in work similar to the type of work to be
performed for the County, may be given credit for one-half (1/2) of such experience and the minimum
wage may be increased on the basis of increments allowed if said employee had heen employed by
the County. In no case, however, shall the starting wage be in excess of one-half (1/2) of the total
increments allowed in the wage range. If the Department Head is desirous of allowing a greater
starting wage than set forth above, it must be approved by the Office of the County Executive,
Director of Finance, and the Director, Human Resources and Labor Relations,

Wage Increments: After employment, each employee will be entitled to one normal increment after
thirteen (13) continuous, complete two-week pay periods. Such increment will become effective on
the first day of the fourteenth complete pay period. All increments to be approved by the Department
Head before becoming effective; providing any disapproval of an increment by a Department Head
shall be set forth in writing together with the reasons therefore and a copy thereof furnished to the
employee and the Director, Human Resources and Labor Relations.




ARTICLE 10

CERTIFICATION / LICENSING

The Employer agrees to reimburse bargaining unit members for costs incurred for the maintenance of
required licensing and certification. Including required fees, wages during required training, and cost of
required training. Any required training shall be pald during the 40 hour work week unless approved in
advance. The costs related to this article shall be pre-approved by the Employer.

ARTICLE 11
MILEAGE
Mileage reimbursement wifl 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 an 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 12
HOLIDAY BENEFITS

A The designated holidays are:

January 1%t (New Year's Day) Martin Luther King, Jr. Day

Presidents Day One-half (1/2) day Good Friday

Memorial Day June 19% (Juneteenth)

Independence Day Labor Day

Columbus Day November 11% (Veterans' Day)

Thanksgiving Day The day AFTER Thanksgiving

December 24t% (Christmas Eve) December 25% (Christmas Day)

December 315t (New Year’s Eve) General Election Day in the EVEN numbered years
B. 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 immediate[y' preceding Friday shall be cbserved 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 315

a. Should December 24" and December 31% fall on Friday, the preceding Thursdays



will be observed as the designated holidays for that year.

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

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 befare
and the scheduled day after the holiday and the holiday, if scheduled, or is excused with
pay for the entire day from work.

ARTICLE 13
OVERTIME

Overtime pay shall be at the rate of time and one-half (1 1/2) for work in excess of eight {8) hours
per day, and times other than the normal scheduled shift.

Time and one-half (1 1/2) of the regular rate shall be paid for all hours of work performed on the
sixth (6th) consecutive work day of the employee's regularly scheduled work week.

Double time or two (2) times the employee's regular rate shall be paid for all hours of emergency
work performed on Sundays and halidays.

An employee called in for work at times other than his/her scheduled shift shall receive a minimum
of four (4) hours pay at the applicable rate and such employee shall perform a minimum of four (4)
hours work within his/her classification.

All overtime must have prior approval by the Department Head.

Equalization of Overtime: When overtime is required it shall be offered by Craft. As much as practical,
overtime assignments (but not necessarily hours) shall be equalized; continuation of present day
work and/or specialty work is excluded from this equalization procedure. If an overtime assignment
is offered to an employee and that employee declines the assignment, said employee shall be charged
for the overtime assignment as if the overtime had been worked. The accumulated overtime hours
of each employee will be posted monthly.

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

ARTICLE 14

PAID TIME OFF (PTO)

Participants in the Deferred Retirement Option Plan are not subject to Article 14, Paid Time Off, but
shall receive Paid Time off in the manner described in Article 21, Deferred Retirement Option Plan.

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.

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 ather employees accrue paid leave time in accordance with Michigan’s paid leave act
and that leave time will be administered according to the acts provisions {PA 338 of 2018 as
amended).

YEARS OF ANNUAL
CONSECUTIVE FULL-TIME EQUIVALENT
SERVICE COMPLETED: OF:
less than 5 15 days
5 20 days
10 21 days
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. Stuch 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 Pald Time Off to be eligible
for the conversion. The requested Paid Time Off conversion(s) must be submitted by February with
the cash payment to be made on the second pay in March and August with the cash payment to be
made on the second pay in September, in regular paychecks with normal deductions.

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 15

SICK LEAVE

Participants in the Deferred Retirement Option Plan are not subject to Article 15, Sick Leave, but
shall receive Sick Leave in the manner described in Article 21, Deferred Retirerment Option Plan.

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



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

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

For accumulated Sick Leave payoff purposes the maximum Sick Leave accumulation will retain its cap
of one hundred twenty-five (125) work days.

An employee may utilize available Sick Leave for absences:

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

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

3. Due to illness of a member of their immediate family who requires their personal care and
attention. The term "immediate family" as used in this section shall mean parent, current
step parent, current mother-in-law, current father-in-law, current spouse, children, current
daughter-in-law, current son-in-law, current step children, brother, sister, grandparent or
grandchildren. It shall also include any person who is normally a member of the employee’s
household.

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

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

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 leave above the one hundred twenty-five (125) work
days will be considered excess sick leave.

2. Retirement: A regular employee, as defined in Article 7, 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.

10



3. In case of death of a regular employee, as defined in Article 7, 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 Full-Time Service  Percentage Payoff Amount

After 5 years 25% of a maximum of 125 work days
After 10 years 50% of a maximum of 125 work days

The cash payment will be made in the final payoff check with all normal payroll deductions.

ARTICLE 16

BEREAVEMENT LEAVE

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

A.

A full-time employee may elect to take up to three (3) days off with pay due to a death in the
Employee's family as follows: parent, current step parent, current mother-in-law, current father-
in-law, current spouse, children, current daughter-in-faw, 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 normally scheduled work hours and does not interfere with the
operational needs of the Department/County.

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

11



ARTICLE 17

LEAVE OF ABSENCE

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

reascns:
1. Personal Leave
2.  Medical Leave for Employee and/or Family
3.  Military
Provisions:
1.  Personal Leave:
a. An employee may be eligible for a Personal Leave upon completion of 12 months of service
from their date of hire,
b. An employee absent from work for-more than 15 consecutive working days shall be required
to apply for and submit a request for Personal Leave in writing using forms required by
Human Resources and Labor Relations.
c. All requests for a Personal Leave must be submitted at least thirty (30) days prior to the
effective date of the Personal Leave.
d. While on an approved Personal Leave, an employee must exhaust paid time off and
compensatory time.
e. An approved Personal Leave shall not exceed 6 months.
f. An employee approved for a Personal Leave shall not accrue credited service for retirement
during the time which the employee is on said Perscnal Leave without pay.
g. 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.
h. The Department Head/designee and the Director, Human Resources and Labor
Relations/designee shall approve or disapprove all requests for Personal Leave.
i. Anemployee that fails to report for duty upon expiration of a Personal L.eave shall be subject
to loss of seniority as outlined in Article 28, Loss of Seniority and termination of employment.
2.  Medical Leave for Employee énd[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 hisfher own medical condition caused

by an iliness or injury or the medical condition of a family member caused by illness or
injury may request a Medical Leave.
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A family member shall be defined as parent, current step parent, current spouse, children,
current step children, brother, sister, grandparent or grandchild. It shall also include any
person who is normally a member of the employee’s household.

An employee absent from work for more than 5 consecutive working days shall be required
to apply for and submit a request for Medical Leave in writing using forms required by Human
Resources and Labor Relations.

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

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

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

While on an approved Medical Leave, an employee must exhaust sick [eave 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 manths.

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 Medical Leave, benefits will be cancelled at the end of the month following six (6)
months of unpaid status. Upon the return from 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 28, Loss of 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
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4.

or designee of the upcoming military service requirements.

b. Benefits provided for employees absent under this Article shall be provided consistent with
the Uniform Services Employment and Reemployment Right Act (USERRA), 38 USC, Chapter
43 Employment and Reemployment Rights of Members of the Uniformed Services as
determined by Human Resources and Labor Relations. Employees absent under USERRA
should provide the County with a copy of their military orders.

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

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

ARTICLE 18

INSURANCE BENEFITS

A. Life Insurance:

1.

Full-time Employees (including DROP Participants):

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

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

Based on the above language, an employee exercising their ability to purchase the
maxirmum 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 whe retire and are eligible for and
receive a retirement allowance under the Macomb County Employees' Retirement Ordinance.
Employees hired on or after January 1, 2016 will not be eligible for this life insurance benefit.

B. Insurance Benefits:

1.

2.

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

Dependent Eligibility:

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

Full-time employees (including DROP participants) may elect to cover their eligible children up

to the age of 26 on Macomb County’s medical, prescription drug, dental and vision plans.
Supporting documentation must be provided to the Human Resources and Labor Relations
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Department as necessary.

The Employer shall provide two medical plan options: a Preferred Provider Organization (PPO) and an
Health Maintenance Organization (HMO) to all regular eligible full-time employees and their eligible
dependents including prescription drug coverage, as outlined in Appendix A, Active Employee Benefits
or its substantial equivalence. Full-time employees shall be required to comply with PA 152. Prior to
the implementation of any deductions, the Employer will meet and confer on design, plan, or carrier
changes to comply with PA 152.

1

Full-time employees who have a current spouse who is also employed full-time by Macomb
County will be entitled to only one (1) medical, prescription drug, dental and vision plan for both
employee and all eligible dependents. Such employee shall not be eligible for the insurance
waiver.,

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

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

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

Retirees: Full-time employees hired before January 1, 2006, the Employer will provide a fully
paid medical and prescripticn 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 éligible spouse receives
applicable retirernent 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 B, Post November 1, 2013 Retirees, until they are Medicare
eligible, subject to the limitations and provisions of D.2. and D.4. of this Article. This provision
does not apply to employees who retire or DROP prior to November 1, 2013.

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

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

6. Employees who retire under the provisions of the Macomb County Employees’ Retirement
Ordinance and eligible spouse as defined in D.1.a., shall, if eligible apply for and participate in
ANY National Health Insurance program offered by the U.S. Government. Failure to participate,
if eligible, shall be cause for termination of Employer paid hospital-medical benefits as outlined.

7.  Retirees who are eligible for Macomb County’s medical and prescription drug plan and elect not
to participate and who has coverage provided elsewhere, shall receive a monthly insurance
waiver payment of $167.00. The insurance waiver will be paid in the retiree’s regular retirement
check.

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

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

Dental Plan:

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

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

Long Term Disability: Full-time employees (including DROP Participants) covered by this Agreement
will be provided a Long Term Disability program with benefits as currently provided by the present
provider, or its substantial 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
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vision plans, life insurance, Voluntary Benefit Program and long term disability during employment
and/or upon retirement.

ARTICLE 19

WORKERS COMPENSATION DISABILITY

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:

A,

B.

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 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 Compensaticn, 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 7, 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.

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.

Disability compensation shall be made to such County 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 his/her accumulated Sick Leave Reserve (and the employee's Paid
Time Off 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 if the employee had so chosen)
shall be charged only in the same proportion as his/her Sick Leave Reserve {and Paid Time Off 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 if the employee had so chosen) has been depleted, whichever occurs
first.

2. If the employee's Sick Leave Reserve (and Paid Time Off 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
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Compensation payments whereby the combination of Worker's Compensation payments and such
County supplement shall equal two-thirds (2/3rds) of the employee's regular wage. 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.

3. 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 20, Retirement System and the
Macomb County Employees’ Retirement Ordinance.

4. Any Sick 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.

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.

ARTICLE 20

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 Beoard 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 May 1, 2009, the employee’s contribution to the retirement system is three and five
tenths percent (3.5%) of the employee’s compensation.

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

2.  County Pension Maximum: For any employee hired on or before December 31, 2001, or who is
vested as of May 1, 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.

3.  Pension Multiplier: For any employee hired on or before December 31, 2001, or who Is vested
as of May 1, 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 (1%) for each year of credited service
thereafter.

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

4,  Final Average Compensation Formula: For any employee hired on or before December 31, 2001,
or who is vested as of May 1, 2009, the formula for computing Final Average Compensation, used
for calculating pension benefits for eligible bargaining unit members, shall be based on the
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average of an employee’s one hundred and four (104) highest consecutive pay periods of
compensation out of the last two hundred and sixty (260) pay periads.

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 May 1, 2009, 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 2.4% 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, 2023 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 opticnal
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 befare December 31, 2001, or who is vested as of May 1, 2009,
who meets the following criteria may retire upon the employee’s written application filed
with the Retirement Board:

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

or 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:
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10.

1.  Attained age 60 years and has 15 or mare years of credited service; or
2.  Attained the age of 55 with 25 years of credited setvice.

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

d.  Intheeventa 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 muitiple 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 Crdinance commonly
known as “Option D — Level Income Option”. Said survivor’s benefits shall correspond to those
benefits known as Option A — 100% Survivor Allowance, Option B — 50% Survivor Allowance and
Option C — Allowance far 10 Years Certain and Life Thereafter, as described in the Ordinance.

Pop Up Option: A retirant may elect this option in combination with Option A or B of the
Ordinance. Under this option, a reduced retirement allowance is payable during the joint lifetime
of the retirant and their beneficiary nominated under Option A or B, whichever is elected. Upon
the death of the retirant, their beneficiary will receive a retirement allowance for life equal to the
percentage specified by Option A or B of the reduced retirement income payable during the joint
lifetime of the retirant and their beneficiary. Upon the death of the beneficiary, the retirant will
receive a retirement allowance equal to one hundred percent of the amount specified by the
Macomb County Employees’ Retirement Ordinance for the remaining lifetime of the retirant. The
reduced retirement allowance payable during the joint lifetime of the retirant and their beneficiary
together with the retirement allowance payable to one upon the death of the other will be
actuarially equivalent to the retirement allowance provided by the Macomb County Employees’
Retirement Ordinance as a single life annuity. This provision shall be without force or effect unless
or until the retirant submits acceptable documentation of the death of their beneficiary to the
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11,

12,

13.

14,

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 satisfled 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 following the date their application
for same is filed with the Board after the employee would have become eligible for retirement
under the plan had the employee’s employment not been terminated.

A vested former member whe 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 to an eligible vested 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 estateftrust 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 may 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.

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.,
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15.

1.

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 21, Deferred Retirement Option Plan (DROP). Vesting for purposes of DROP excludes
service time under Reciprocal Act 88,

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

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

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

Will participate in a Defined Contribution Retirement Plan. Employees shall contribute 3% of the
employee’s base pay and the Employer shall contribute 6% of the employee’s base pay.

Upon the completion of 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%
ARTICLE 21

DEFERRED RETIREMENT OPTION PLAN

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 the Reciprocal Act 88.
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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 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. Such application shall be
reviewed by the Human Resources and Labor Relations Department within a reasonable time period
and a determination shall be made as to the member’s eligibility for participation in the DROP. On
the date upon which the member's participation in the DROP shall be effective, they shall be
considered to be a DROP participant and shall cease to be an active member of the Macomb County
Employees Retirement System. The amount of credited service, multiplier and Final Average
Compensation shall be fixed as of the employee’s DROP date. When an employee’s Final Average
Compensation is calculated, any retroactive wages provided shall be counted as if the retroactive
wages were paid to the employee when the wages were paid, not when they were earned by the
employee. Increases or decreases in compensation during DROP participation will not be factored
into retirement benefits of active or former DROP participants. DROP participants accrue no service
time credit for retirement purposes pursuant to the Macomb County Employees Retirement System.

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

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

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

Contributions: The employee’s contributions to the Macomb County Employees Retirement System
shall cease as of the date that the employee begins participation in the DROP.
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Distribution of DROP Account: 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 aptions and receive such distribution within 60 days of termination
of employment shall result in a lump sum distribution to the employee.

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

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

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

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

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

determining an employee’s Final Average Compensation for purposes of computing an employee’s
pension.

At the effective date of an employee’s participation in the DROP, an employee’s Paid Time Off and
Sick Leave bank shall be “credited” and/or paid as provided for in the collective bargaining
agreement or the Macomb County Employees Retirement Ordinance.

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

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

For DROP patticipants, 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.

15 through 19 $600
20 through 24 $800
3 25 and thereafter $1,000

N =

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

Payments to eligible DROP participants as of October 31st of any year shall be
included in the first regular payrall 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 Participarits

a,

The purpose of Paid Time Off (PTQ) 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 QOF 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 approvat 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 forfeited.

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

DROP participants who utilize Paid Time Off in an amount in excess of a proporticnate
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 balance of the calendar
year.
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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 participaticn, for which the employee
was not compensated at the time of entry into the DROP.

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

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

An employee may utilize available Sick Leave for absences:

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

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

iii. Due to illness of a member of their immediate family who requires their
personal care and attention. The term "immediate family" as used in this
section shall mean parent, current step parent, current mother-in-law,
current father-in-law, cutrent spouse, children, current daughter-in-law,
current son-in-law, current step children, brether, 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.

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 pericd 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. Notice of such illness in the form of a physician's certificate shalf
be submitted by the employee.
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ARTICLE 22
LONGEVITY

Participants in the Deferred Retirement Option Plan are not subject to Article 22, Longevity, but shall
receive Longevity in the manner described in Article 21, 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:

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 Qctober 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 cne 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:

CONTINUOQUS YEARS SERVICE
ON OR BEFORE GCTOBER 315T
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 23
UNION BULLEYTIN BOARDS

The Employer will provide bulletin boards in the respective departments, which may be used by the
Union for posting netices of the following types:
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1, Motices of recreational, educational and social events.
2. Notices of Union Elections and results of said Union Elections.
3. Notices of Union meetings.

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

ARTICLE 24

MANAGEMENT RIGHTS

A. The Employer retains and shall have the sole and exclusive right and authority to manage and operate
its affairs, including all of its operations and activities; to decide the number of employees; to establish
the overall operation, policies and procedures of the Employer; to assign employees to shifts in order
to adequately staff shifts with experienced personnel; to schedule the shifts of all employees; to
direct its working force of employees; to determine the type and scope of services to be furnished,
and the type of facilities to be operated; to determine the methods, procedures and services to be
provided to comply with P.A. 390, as amended, known as the State's Emergency Management Act
and the County's Emergency Management resolution as well as all related plans, policies and
procedures covered by these statutes.

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

C. The Employer retains and shall have the sole and exclusive right to administer, without limitation,
implied or other, all matters not specifically and expressly covered by the provisions of paragraphs A.
and B. of this Article, except as otherwise provided in this Agreement.

D. The Employer retains and shail have the sole and exclusive right and authority to convert no more
than 3 full-time vacant positions to part time during the term of this Agreement.

ARTICLE 25
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 26
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. In addition, the hours of work and the hours of jury duty combined shall not
extend beyond the normal and customary quitting time of the employee.

Should any employee be released from jury duty prior to the end of that shift, the employee shall return to
the department and work until the conclusion of that day's shift.
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The employee shall be paid his/her normal daily wage for each day worked andfor assigned to jury duty. The
employee shall endorse any payment received as a result of jury duty service and deliver that payment to the
County, through his/her immediate supervisor. Expenses provided to employees as a result of jury duty
service, such as mileage, parking or meal expenses, may be retained by the employee. '

ARTICLE 27

DISCIPLINE AND DISCHARGE

A. Disciplinary action may be imposed upon an employee only for failing to fulfill his/her responsibilities
as an employee. Disciplinary action Is intended to be corrective in nature, so that if imposed, it would
cause an employee to improve job performance and/or workplace conduct to a level that will meet
and/or exceed expectations. Any disciplinary action imposed upon an employee may be processed
as a grievance through the Grievance Procedure as outlined in Article 6.

B. The Employer shall not discipline any employee without just cause. If the Employer feels there is
just cause for discharge, the employee and his/her Steward shall be notified in writing that the
employee is suspended and is subject to discharge.

C. The intent and purpose of the following is to provide for progressive disciplinary action.
1 Verbal Reprimand;
2. Written Reprimand;
3. Suspension, or demaotion;
4, Discharge
D. Nothing In this section shall prevent the Employer fram taking appropriate disciplinary action,

without regard to progressive discipline, when the offense is deemed to be serious in nature.

E. Should it be necessary to reprimand any employee, the reprimand shall be given as not to
cause embarrassment to the employee before other employees or the public.

F. The Human Resources and Labor Relations Director, or a designated representative, may
modify a disciplinary action except that the severity of the discipline shall not be increased but
may be lessened through the grievance procedure in Article 6.

G. Records in Personnel Files

1

Where disciplinary action has been put in writing, a copy shall become part of the employee’s
personnel file. A notation of oral reprimand by date and subject only, may be placed in the
employee's personnelfile.

After two (2) years of the date of discipline, the employee may petition the Employer to
remove the discipline from the personnel file. The employer will consider the petition within
thirty (30) days and will not unreasonably deny any petition. When such request has been
granted, the discipline shali be kept by the Employer in a separate file and shall be maintained
for record keeping purposes only.

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
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4.

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 G(b), above.

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

It is the responsibility of the Employee to petition the Employer for remaval 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. Once every six (6) months, upon written request to the Human Resources
and Labor Relations Department, an employee may review his or her official personnel file in
the Human Resources and Labor Relations Department. Such review shall be scheduled at
a reasonable time as determined by the Department.

ARTICLE 28

LOSS OF SENIORITY

An employee shall lose his/her seniority for the following reasons:

1.

2,

He/she quits.
He/she is discharged and the discharge is not reversed through the Grievance Procedure.

He/she is absent for three (3) working days without notifying the Employer. After such
absence, the Employer will send written notification to the employee at his/her last known
address that hefshe has lost his/her seniority and his/her employment has been terminated.
If the disposition made of any such case is not satisfactory, the matter may be referred to
the Grievance Procedure.

If hefshe does not return to work when recalled from layoff as set forth in the Recall Article.
In proper cases, exceptions shall be made by the Employer.

Return from Sick Leave and Leaves of Absences will be treated the same as 3 above.

If the employee, except for participants in the Deferred Retirement Option Plan, withdraws
his/her contributions from the Macomb County Employees' Retirement System.

DROP Participants: DROP Participants shall continue to accrue seniority in the same manner as Active

Employees, except as otherwise provided in this Agreement.

ARTICLE 29

LAYOFF

Layoff is defined as a reduction in the warking force.

If a layoff becomes necessary, the following procedure will be mandatory:

1.

2.

Probationary employees will be laid off on a Craft Classification basis.

Seniority employees will be laid off according to seniority within their particular craft.
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3 In proper cases exceptions may be made. Disposition of these cases will be a proper matter
for the Grievance Procedure.

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

ARTICLE 30
RECALL

When the working force is increased after a layoff, employees will be recalled according to seniority and
without loss-of seniority as defined in Article 29, Layoff, Section B. Notice of recall shall be sent to the employee
at his/her last known address by Certified Mail, with a copy of said notice sent to the Steward. If an employee
fails to report for work within ten (10) days from date of mailing of notice of recall, his/her employment shall
be considered terminated. Extension will be granted by the Employer in proper cases.

ARTICLE 31

REGULAR WORK SCHEDULE

A workday shall be eight (8) hours work between the hours of 5:00 a.m. and 4:00 p.m. with a ¥2 hour lunch
period. A work week shall be forty (40) hours of work within five (5) days Monday through Friday. When so

elected by the County staggered work hours of at least two (2) weeks duration with a two (2) week prior
notice may be worked.

ARTICLE 32

SAVINGS CLAUSE

Should any part of this Agreement be rendered or declared illegal or invalid by legislation, decree of a court
of competent jurisdiction, Michigan employment Relations Commission or other established or to be
established governmental administrative tribunal, such invalidation shall not affect the remaining portions of
this Agreement.
ARTICLE 33
WAGE SCHEDULE
The Wage Schedule is attached to and is a part of this Agreement.
ARTICLE 34
SUBCONTRACTING

When the Employer determines that it wants to exercise its right to subcontract work, such work will be
contracted for in conformance with established County of Macomb purchasing policies.

In the event a project issued by Work Order requires completion within a specific time frame, the County of
Macomb agrees to contact the respective building trade for additional temporary help.

This agreement shall not conflict with any laws, County Policies or established agreements.
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Contracting or sub-contracting shall not cause the demotion, layoff or loss of wages to any current bargaining
unit employee. Upon request of the union, the County shall provide a certified payroll, or a copy of an invoice,
from its contractors or sub-contractors, so as to guarantee against any loss of wages.

ARTICLE 35

SAFETY COMMITTEE

A Safety Committee shall be established, consisting of four {(4) members, two (2) of whom shall be Employee
members and two (2) of whom shall be Employer members. Employee members will be members of the
bargaining unit and their selection will be ih a manner determined by the Building Trades Association.
Employer members will be selected by the Director, Facilities & Operations. The Association and the Employer
shall notify each other of the names of their respective Committee members. The Association Business
Representative and the County Director of Risk Management & Safety shall be notified of and shall be invited
to attend said meetings. Safety Committee meetings are to be held at times mutually agreeable between the
Employer and the Association.

By mutual consent, in-house safety training sessions, where attendance is required of all bargaining unit
members, can be counted as meetings of the Safety Committee.,

ARTICLE 36

EYE PROTECTION EQUIPMENT

A Eye Protection: The Employer will provide eye protection in the form of welding hoods, safety glasses
and/or goggles, which shall be worn by employees covered by this Agreement while performing tasks
in any area that could possibly cause sparks, material chips, airborne debris and/or foreign matter
that might result in eye damage.

B. Safety Glasses; Prescription Safety Glasses will be provided by the Employer for one (1) plumber and
three (3) electricians only, whose regular job assignment requires welding. The Employer will retain
sole jurisdiction in making determination relative to cost, type of frame, source of supply of same and
replacement of said glasses in the event of on the job breakage.

ARTICLE 37
REIMBURSEMENT ACCOUNT PROGRAM

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

ARTICLE 38

TERMINATION OR MODIFICATION

A. This Agreement shall be and continue in full force and effect until December 31, 2025.
B. If either party desires to terminate this Agreement, it shall, no later than, one-hundred twenty (120)

days prior to the termination date, give written notice of termination. If neither party shall give notice
of termination of this Agreement as provided in this paragraph or notice of amendment, as hereinafter
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provided, or if each party giving a notice of termination withdraws the same prior to termination date,
this Agreement shall continue in effect from year to year thereafter subject to written notice of
termination by either party no later than one-hundred twenty (120) days prior to the current year's
termination date.

If either party desires to modify or change this Agreement, it shall no later than, one-hundred twenty
(120) days, prior to the termination date or any subsequent termination date, give written notice of
amendment, in which event the nctice of amendment shall set forth the nature of the amendment
or amendments desired. If notice of amendment of this Agreement has been given in accordance
with this paragraph, this Agreement may be terminated by either party on ten (10) days written
notice of termination. Any amendments that may be agreed upon shall become and be a part of this
Agreement without maodifying or changing any of the terms of this Agreement.

Notice or termination or modification shall be made in writing and shall be sent by Certified Mail, If
said notice is made to the Association, it shall be sent to Dan Nixon, Plumbers Local Union 98, 555
Horace Brown Drive, Madison Heights, MI, 48071; if said notice is made to the County, it shall be
sent to the Macomb County Director, Human Resources and Labor Relations, 1 South 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.
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IN WITNESS WHEREOF, the County of Macomb and its Office of the County Executive, by its Director,

Human Resources and Labor Relations, and representatives of the Building Trades Association, on behalf of
its represented employees, hereby cause this Agreement to be executed.

FOR THE ASSOCIATION:

FOR THE EMPLOYER:

@C’Qﬂ'\ﬂ& # - KYQ Al
Daniel H. Ferqueron, Business Representative Karlyn Semlﬁ Director
MRCC (Carpenters)

Human Resources and Labor Relations

on DeRoo, Business Representative
Plumbers Local 98

v

BWtowe, Business Representative
IBEW Electricians -

Wy Ly

, Business Representative

(Painters)ch_mg Hewwy laned

.-/779 I;#/—
M.D. Hunt, Building Trades Steward

DATED:_ [D-5-Q0533
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Salary and Increment Schedule

CLASSIFICATIONS
BUILDING TRADES
Classification PTA Grade
Carpenter Foreman I
Electrician Foreman I
Plumber Foreman I
Painter Foreman H
Carpenter H
Electrician H
Plumber H
Painter F

Any person appointed to the classification of General Foreman shall be selected from the existing Building

Trades bargaining unit employees and shall receive $1.20 per hour more than the highest paid Trade while
working as General Foreman.



2023 PAY GRADES

Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9 Step 10
A $30,080.46 $30,952.79 $31,850.42 $32,774.09 $33,724.53 $34,702.55 $35,708.92 $36,744.48 $37,810.07 $38,906.56
B $33,088.51 $34,048.07 $35,035.47 $36,051.49 $37,096.99 $38,172.80 $39,279.81 $40,418.93 $41,591.08 $42,797.22
C $36,397.36 $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 $40,037.09 $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 $45,317.98 $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 $54,313.70 $55,888.80 $57,509.57 $59,177.35 $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 $60,318.24 $62,067.47 $63,867.42 $65,719.58 $67,625.44 $69,586.58 $71,604.59 $73,681.13 $75,817.88
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
J $70,928.15 $72,985.07 $75,101.63 $77,279.58 $79,520.69 $81,826.79 $84,199.77 $86,641.56 $89,154.16 $91,739.63
K $78,020.96 $80,283.57 $82,611.80 $85,007.54 $87,472.76 $90,009.47 $92,619.74 $95,305.71 $98,069.58 | $100,913.60
L $85,823.06 $88,311.93 $90,872.98 $93,508.29 $96,220.03 $99,010.41 | $101,881.72 | $104,836.29 | $107,876.54 | $111,004.96
M $94,405.37 $97,143.12 $99,960.27 $102,859.12 $105,842.04 $108,911.46 $112,069.89 $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




2024 PAY GRADES (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 $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
B $35,073.82 $36,090.95 $37,137.60 $38,214.58 $39,322.81 $40,463.17 $41,636.60 $42,844.07 $44,086.54 $45,365.05
(o} $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
D $42,439.32 $43,670.06 $44,936.48 $46,239.65 $47,580.60 $48,960.44 $50,380.28 $51,841.31 $53,344.71 $54,891.71
E $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
3 $51,351.57 $52,840.77 $54,373.16 $55,949.97 $57,572.52 $59,242.13 $60,960.14 $62,727.99 $64,547.10 $66,418.96
G $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
H $62,135.41 $63,937.33 $65,791.52 $67,699.47 $69,662.75 $71,682.97 $73,761.77 $75,900.87 $78,102.00 $80,366.95
I $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 $79,607.73 $81,916.35 $84,291.93 $86,736.40 $89,251.76 $91,840.05 $94,503.41 $97,244.01
K $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
L $90,972.44 $93,610.65 $96,325.36 $99,118.79 | $101,993.23 | $104,951.03 | $107,994.62 | $111,126.47 | $114,349.13 | $117,665.26
M $100,069.69 $102,971.71 $105,957.89 $109,030.67 $112,192.56 $115,446.15 $118,794.08 $122,239.10 $125,784.04 $129,431.78
N | $110,076.65 | $113,268.89 | $116,553.68 | $119,933.73 | $123,411.81 | $126,990.76 | $130,673.49 | $134,463.02 | $138,362.45 | $142,374.96
(o] $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)

Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9 Step 10
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
Lo $39,738.64 $40,891.05 $42,076.89 $43,297.12 $44,552.74 $45,844.76 $47,174.27 $48,542.32 $49,950.05 $51,398.61
D $43,712.50 $44,980.16 $46,284.57 $47,626.84 $49,008.02 $50,429.25 $51,891.69 $53,396.55 $54,945.05 $56,538.46
E $48,083.75 $49,478.17 $50,913.04 $52,389.52 $53,908.82 $55,472.17 $57,080.87 $58,736.21 $60,439.56 $62,192.32
F $52,892.12 $54,425.99 $56,004.35 $57,628.47 $59,299.70 $61,019.39 $62,788.94 $64,609.83 $66,483.51 $68,411.53
G $58,181.33 $59,868.60 $61,604.78 $63,391.32 $65,229.66 $67,121.33 $69,067.84 $71,070.82 $73,131.86 $75,252.70
H $63,999.47 $65,855.45 $67,765.27 $69,730.45 $71,752.63 $73,833.46 $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 $85,995.68 $88,489.56 $91,055.76
J $77,439.36 $79,685.10 $81,995.96 $84,373.84 $86,820.69 $89,338.49 $91,929.31 $94,595.25 $97,338.51 | $100,161.33
K $85,183.29 $87,653.60 $90,195.57 $92,811.23 $95,502.76 $98,272.34 | $101,122.23 | $104,054.77 | $107,072.36 | $110,177.47
L $93,701.61 $96,418.97 $99,215.12 | $102,092.35 | $105,053.03 | $108,099.56 | $111,234.46 | $114,460.26 | $117,779.60 | $121,195.22
M $103,071.78 $106,060.86 $109,136.63 $112,301.59 $115,558.34 $118,909.53 $122,357.90 $125,906.27 $129,557.56 $133,314.73
N | $113,378.95| $116,666.96 | $120,050.29 | $123,531.74 | $127,114.16 | $130,800.48 | $134,593.69 | $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
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Blue Care Network




BCN HMO Active Employees

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

BON KM Betr Empboyers

{ 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
A 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, cainsurance, copayment, deductible, provider, or other underlined terms see the

Glossary. You can view the Glossary at https://www.healthcare.qov/sbc-alossary or call 800-662-6667 to request a copy.

Important Questions Answers: Member / Family Why This Matters:

\
|What is the overall deductible? S0 'See the Common Medical Events chart below for your costs for services this plan covers.
1

|Are there services covered . . } !
Inatare you meet your dedu ctible?iNo [You will have to meet the deductible before the plan pays for any services.

|Are there other deductibles for  NO

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

|specuﬁc: services? ——

| - The out-of-pocket limit is the mast you could pay in a year for covered services. If you have
—-p - i 3 R ;

Whiat fs the but-of-poiet limit 1$6,350/$12,700 |other family members in this plan, they have o meet their own out-of-pocket limits until the

‘for this plan? |overall family out-of-pocket limit has been met.

. . ¥ = i it i i 0
‘What is not included in the out= [Premiums, balance billed charges and The out-of-pocket limit is the most you could pay in a year for covered services. If you have

hs . ather family members in this plan, they have to meet their own out-of-pocket limits until the
of-pocket limit? ‘health care this plan does not cover loveral) tamily out-of-pocket imit has been met.

|Yes. See www.bchsm.com or call the This plan uses a provider network. You will pay less if you use a provider in the plan's
. \phone number on the back of your ID network. You will pay the most if you use an out-of-network provider, and you might receive a
"MII you pay less if you use a e

nateork neovidar? card for a list of network providers. bill from a provider for the difference between the provider's charge and what your plan pays

[P 800-662-6667 for a list of network |(balance billing). Be aware, your network provider might use an out-of-network provider for
providers. {some services (such as lab work). Check with your provider before you get services.

‘Do you need a referral to see a Yes [This plan will pay some or all of the costs to see a specialist for coverad services but only if

specialist? lyou have a referral before you see the specialist.



BCN HMO Active Employees

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

What You Will Pay

Out-of-Network Limitations, Exceptions, & Other Important

Services You May Need g
Information

Network Provider Brovidar

(You will pay the least) (You will pay the most)
\Primary care visit fo treat an injury o illness |$20 copay/visit Not covered 1$20 copay for online visits.

Requires referral. No charge for allergy
injections, allergy office visit and testing /30
combined visits for spinal manipulations
If you visit a health care !performed by a chiropractor or osteopathic

provider’s office or clinic [ | |physician

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

|
Specialist visit $30 copay/visit Not covered

. o . , :
| Preventive care/screening/immunization No charge |N01 covered you need are preventive. Then check what

? o — | your plan will pay for.

i T = ==y

\Diagnostic test (x-ray, blood work) No charge Not covered May BRUIe preauthorization / No charge for
If you have a test 1 _ . 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 + .. » _ ' ' drugs.
your illness or condition jiler 2 Fiibana Bragd 5325 copay/30 days [Pt avored —50% coinsurance for sexual dysfunction drugs.
More information about Effective 1/1/2013 Tier 1 contraceptives are
prescription drug Tier 3.- Non-Pref «covered in full .
coverage is available at o A YRIeTE han $50 copay/30 days oL oD 90 day mail order and retail copays are 2x the
www.bcbsm.com/customdr. | standard retail copays.
\Uglist i i |
\ :Sgeciahy drugs Ilgﬁ,d canays bsied dbove Not covered }Limited to a 30 day supply

. 1May require preauthorization/50% coinsurance
If you have outpatient Facility fee (e.g., ambulatory surgery center) No charge Not covered for TMJ, orthognathic surgery, reduction
surgery ‘ | | \mammoplasty, male mastectomy
\ |Physician/surgeon fees |No charge | Not covered 'See "Outpatient surgery facility fee"




BCN HMO Active Employees

What You Will Pay

Network Provider Out-of-Network
Provider

(Youwill paythe least) v, v pay the most)

Common
Medical Event

Limitations, Exceptions, & Other Important

Services You May Need Information

mreenv room care - ;$100 csgay/isii f$100 copay/visit |Copay waived if admitted \
If you need immediate ; . Non-emergent fransport is covered when
medica dantian |Emeraency medical transportation .Na 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 ‘Noi covered for TMJ, orthognathic surgery, reduction
stay - [ SRR — o [mammoplasty, male mastectomy e
Physician/surgeon fee No charge |Not covered See "Hospital Stay surgery facility fee"
If you need mental \Qutpatient services No Charge INat covered Preauthorization is required
health, behavioral health, [ Sy R
:Ir 5‘:‘23“"‘:9’ use Inpatient services No Charge [Not cavered Preauthaorization is required
sorder services . |
' \Office visits INC)?Char . ) S—— ‘Postnatal and non-routine prenatal office
\ s : g visits-$20 copay
tf you are pregnant Childbirth/delivery professional services \No charge [Not covered None
|Childbirth/delivery facility services INo charge [Not covered None
I ¥ Siian :
\Home health care $30 copay/visit Not covered Ej\?;ggs breauthorization. Custodial care not
1Requires preauthorization/ One period of
| treatment for any combination of therapies
|Rehabilitation services |$30 copay/visit Not cavered ‘within 60 consecutive days per medical
‘episode. Subject to meaningful improvement
ifyou need help _ within 60 days.
recovering or have other \ABA - $20 copay per visit. ‘PT (OT/ST § : .
4 —— . w ¥ or autism spectrum disorder has
special health needs  Habiltation services g?'ﬁg—.?% pervisitfor  Not covered unlimited visits. Requires preauthorization.
T EEEESEEERR——.. | —— . . | _—
\Skilled nursing care jNo charge Not covered ~ Requires preauthorization/Limited to 730 days
Requires preauthorization and must be
\Durable medical equipment No charge Not covered prtainat ftam 8 G supglen. Cameionoe

and comfort items not covered. Diabetic
‘supplies covered in full



BCN HMO Active Employees
What You Will Pay

Services You May Need Network Provider Qut-of-Network
Provider

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

Limitations, Exceptions, & Other Important

Information

| |
“ . i i i i .
Wisssion sarices 'No charge Rétictvarsd Inpatient care requires preautharization

o Housekeeping and custodial care not covered.
Children’s eye exam jNol covered Not covered Contact benefit administrator for coverage.

If your child needs

dental or eye care Children’s glasses

Children's dental check-up Not covered Not covered Contact benefit administrator for coverage.

\Not covered Not covered Contact benefit administrator for coverage.




BCN HMO Active Employees

Excluded Services & Other Covered Services:

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

* Acupuncture (if prescribed for rehabilitation s Long-term care « Routine eye care (Adult)
peTpasey] ¢ Non-emergency care when traveling cutside the  «  Routine foot care

o "Eosmitie ey L% o Weight loss programs

« Dental Care (Adult) s  Private-duty nursing

s Elective Abortion

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

|
| » Chiropractic care * Hearing Aid

« Bariatric surgery o Infertility treatment

Macomb County Blue Care Network Plans generally requires/allows the designation of a primary care provider. You have the right to designate any primary care provider who
participates in our network and who 1s 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 pediatnician as the pnimary 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 n 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) 469-3280.



BCN HMO Active Employees

Your Rights to Continue Coverage:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: U.S. Department of Labor, Employee
Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform., or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or
www.ccilo.cms.qov. 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.aov or call 1-800-318-2596.

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information about
your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal or a
grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact : Blue Care Network, Appeals and Grievance Unit, MC C248,
P.0. Box 284,Southfield, M1 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, 7" Floor, P. O. Box 30220, Lansing, M| 48809-7720, http://www.michiqan.qov/difs; call 1-877-899-6442 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.qov/ebsa/healthreform

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP), Department of
Insurance and Financial Services, P. O. Box 30220, Lansing, MI 48809-7720, http://www.michigan.qov/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 retum unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this Plan Meet the Minimum Value Standard? Yes

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

T ser excamples of haw this plan might cover costs for a samiple medical sitnation, see the next page.




About these Coverage Examples:

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

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

Peg is Having a Baby

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

B The plan’s overall deductible $0
H Specialist copayment $30
® 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)

Total Example Cost $12,700

In this example, Peg would pay:
Cost Sharing

Deductibles | $0

Copayments - $10

Coinsurance _ §0
What isn't covered

Limits or exclusions - %60

The total Peg would pay is $130

Managing Joe’s Type 2 Diabetes

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

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

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

Diagrostic tests (blood wark)

Prescription drugs

Durable medical equipment (glucose mefer)

Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing

Deductibles 50
Copayments $800
Coinsurance $0

What isn't covered -
Limits or exclusicns $60
The total Joe would pay is $860

Mia’s Simple Fracture
(in-network ‘emergency room visit and
follow up care)

® The plan's overall deductible $0
B Specialist copayment $30
B Hospital (facility) coinsurance 0%
H Other coinsurance 0%

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

Diagnostic tests (x-ray)

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

Total Example Cost | $1,900
In this example, Mia would pay:
5 Cost Sharing
Deductibles | 30
Copayments . $200
Coinsurance $0
What isn't covered
Limits or exclusions | 50
The total Mia would pay is $200

8of9



ADDENDUM ~ LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language
If you, or someone you're hefplng, needs assistance, yoau
have the right to get halp and infcrmation In your
language at no cost, To talk to an nterpreter, call the
Customer Service number on the back of your card, or
877-469-2583, TT¥: 711 If you are not already a member.
Si usted, o alguien a qulen usted estd ayudando, necesita
asistencia, tiene dereche a obtener ayuda elnfarmacidn
en su jdioma sin costoalguno. Para hrablar con un
1|ntérprete, llame al nﬁmero telefénico de Serviclo al
clienite, queaparece en ia parte trasera de sutarjetz, o
R77-469-2583, TTV: 711 si usted todavia no es un
miembro,
gl el S lod dta el AT s i et i 1)
Adgiag g pdialdy yy el oba deaftyise bt e Jpandt
,; .\E&_ﬂkuha»,ﬂltwmﬁjM&)hﬂﬂ:ﬂ
Ll e o851 1Y (B77-469-2583 TTY:711 B
nRYE SReEERNMNNER, SEER. ShRE
ﬁaﬂubﬂ&!ﬂ%ﬁﬂﬁﬂhiﬂm A, EAR—WE%E.
HAREEHRRIBNEFERTIE . nRTEFAYA
. EFREE 8774692583, TTY: 711,
SR o Al pojioe « ~ghaigidn reli AR 30 o Lo A
-ﬂ-’umasu et o Aulnis refising L dsalhire | Shude
AL -t Mti\mwmd&aﬁﬂd '@!\,"‘6! &mﬂ:
¢ mondahian 26 A5 el nlicn _oanll
wreidh o o odal s v '877-469-2583 1TY 711
‘NEu quy vi hay ngun't ma quy vidang gilp 48, ¢3n trq'
giap, quy v 5€ cd quyen au'qrc glup vA cf thém thang tin
bing ngdn nglf ciia ininh mién phi. DE ndi chuyén vl mgt
théng dich vién, xin gei 5§ Dich vu Klisch hang & mat sau
Ahé cia quy Vi, holic 877-469-2583, TTV: 711 néu quy vi
chyfa phdi 13 mat thanh vién.
Nése Ju, ose dlkush gi pa ndihmen, ka nevojé p&r
asistencs, kenlt& drejté & mesrni ndthmé dhe tnfermacion
falas né gjuliéh tua)y PEF & folr me njé pérkthyes,
telefononi numrin e Sharbimit t& Klientit né znén e pasme
& kartés tua); ose 877-469-2583, TTY: 711 nése nuk Jenl:
ende n]é& anétar,

orSl 5t Es= FET ED Rl AFRNOL pALCD|
Hosihe, A= =23 g2e st o= HIB
20| ¥2 420 Aeld) ASUCL BEMS
CHEtotcd® wHatel 3h= s8] 2= B2 Huls
HE2 ®SEHLL 010 80l ol 3R
8774692583, TTY: 7112 B SHA A2,

1% SR, 7S TR PR 35 T, TER
FTERW T TS SIPFTE ST [EP{ET Ty 8 O
TIOTR ST AP TG (FIH] J6H (TSP TR
T A0S, SR PREH (TR (84T T SITST TR
T T I §77-469-2583, TTY: 711 T STQTHS S
Y ) I A

Jedli Ty fub osoba; ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskanla bezplatne] informacfl | pomocy
we vAasnym Jezyku, Aby porozmawiad 2 tlumaczem,
zadzwori pod numer dziatu obshugi kllenta, wskazanym na
odwrocie Twojej karty lub ped numer 877-469-2583,

TT¥: 711, jezeli jeszcze nie masz crionkostwa.

Falls Sie oder Jemand, dem Sie helfen, Unterstitzung
benstigt, haben Sie das Recht, kastenlose Hilfe und
Informationen in 1hrer Sprache zu erhaiten. Um mit einem
Dolmetseher 2u spréchen; rufen Sie bitte die Nummer des
Kundendienstes auf der Rackseite Ihrer Karte an oder
877-469-2583, TTY: 711, wenn Sie noch keln Mitglied sind,
$e tu o qualeurio che staf ajutando avete bisogne di
assistenza, hal il diritto di ottenere aluto e informazionf
nella tua lingua pratuitamente. Per parlare con un
interprete, rivolgitl al Servizio Assistenza al numera
Indicato sul retro dala tua scheda o chizma il
877-469-2583, TTY: 711 s¢ non sel ancora membrg,

CHAE. BEESEEROZORY OHTHEELR
LENBJATTHESSENELES, CREDELE

THR—RERIRY, FREAFLEYT SN0

TEET, HEEIMYELL, BRESESLDE
ARBFLOH~ FOREIBREREHRAIT—Y
—EAGERERE (A LA—TRLAR

B77-459-2583, TTY: 71I) FTHBIF &L,

Eco past I0TH JTEITY, KOTOPOMY BE] IOMOTacTe, uyna
TONOITR, TO BX IIeeTe TPARO HA SeCILTaTECe nonyqeune
TIOMOIIH i xmq;opuamna sameM L3ume. Ji1d parosopa
¢ TiepeBOIIEECH TIOIBCHEETE A0 HoMepY TelTedoRa 0TReTa
OGCTyARBAHIR IOMEHTOB, YEAAFROMY B3 06paruoi
CTOPOEE Bamred KApPTHL IH KO HOMEPY

8771692583, TTY; 71 1. eCcTH y BaC BET SLICHCTEA.

Ukaliko Vama ili nekome kome Vi pomalgie treba pamod,
Tmate pravo da besplatna dnbljete pomot I infermacife na
svom Jeziku, Da biste razgovaraﬁ 5a prevodincem, pozuwte
Bro] korisnitke sluZbe sa zadnje strane kartice i
877-469-2583, TTY: 711 ake vel niste ¢an.

Kung tkaw, o ang iyeng tinutulungan, ay nangangaﬁangan
ng tulong, may karapatan ks na makakuha ng tulong 3t
Impormasyen 53 iyong wika ng walang gastos. Upang
makausap ang isang tagasalin, tumawag sa numero ng-
Customer Service sa likod ng lyang tarhets,

0 B77-469-2583, TTY: 711 kung iKaw ay hindi pa (sang
miyembro.

Important disclosure
Blue Cross 8lue Shigld of Michlgan and Blue Care Network
comply vith Federal civil rights laws and do not
diseriminate on the basls of race, color, national origin,
age, disability, or sex. Blue Cross Blue $hield of Michigan
and Blue CaTe Network previde free auxiliary alds and
services to people with disabilities to communicate
effectivaly with us; such as qualified sign language
interpreters and information in otherformats. H you need
these services, call the Customer Service number on the
badk of your card, or 877-469-2583, TTY: 711 if you are'not
already a mesbeér. If you bélleve that Blue Cross Blue
Shiald of Michigdn or.Blue Care Network has fafled to
provide services or discriminated in another way on the
basis of race, color, national origin, age; disability, or sax,
you can file a grievafce in person, by mail, fax, or email
with: Offlce of Clvil Rights Coordinator,
600 E. Lafayette Blvd'.-, MC 1302, Detrelt, ML 48226,
phorie; B88-605-6461, TTY: 711, fax: B66-559-0578,
email; CivilRights@bcbsm.com, If you need help filing a
grievance, the Office of Civil Rights Coordinator is available
to help you. ’
You can alse file a civil rights complaint with the w.5.
Departmént of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available-at

: pLARS 66 3 ar by mai,
phone, or emall at: U.S. Department of Health & Human
Servicas, 200 independence Ave, 5.\W., Washingten, D.C.
20201, phone: 300-368310._[9, TTD: 800-537-7697, emall:
OCRCImplaint@hhs.zov, Comnplalat formms are avallable at
fittn:/funvw. hhs.goviocr/office/filefindex.irtmi.
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Blue Cross Blue Shield

Community Blue PPO ASC




As a self-funded group, you are solely respansible 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 femplate 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 consfitute 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 nofe that there may be additional special circumstances which may be appiicable to your
specific group health plan situation which may affect SBC content, including but not limited to account type arrangements such as flexible spending accounts (FSA),
health reimbursement arrangements (HRA), and health savings accounts, (HSA), or for example, weliness programs, reference based pricing or benefits, or

coverage nol 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 PPOS" ASC 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
A the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bcbsm.com or call the number on the back

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

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

Important Questions Why this Matters:
P In-Network | Out-of-Network | L

Generally, you must pay all of the costs from providers up to the deductible amount before this ‘
'What is the overall deductible? 181,500 Individual/ 83,000 Individual/  plan begins to pay. If you have other family members on the plan, each family member must

‘ 1$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 overall family deductible.

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

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.healihcare.gov/coverage/preventive-care-benefits/.

Are there other deductibles for  No.

specific services? You don't have to meet deductibles for specific services.
| i i -E imi ‘ | T i .
:What is the out-of-pocket limit for e v The out-of-pocket limit is the most you could pay in a year for covered services. If you have
g L.'a"? ‘ $6,350 Individuall 312,700 Individual other family members in this plan, they have to meet their own out-of-pocket limits until the '
|(May include a coinsurance $12,700 Family $25,400 Family ; : e
. loverall family out-of-pocket limit has been met.
maximum)
\What is not included in the out.of. EréTiums, balance-billing charges, any |
ol pharmacy penalty and health care this Even though you pay these expenses, they don't count toward the out-of—pocket limit.
pocket limit? f
plan doesn't cover,

This plan uses a provider network. You will pay less if you use a provider in the plan's
Wik vcniina sas tivion e 4 Yes. See www.bcbsm.com or call the \network. You will pay the most if you use an ut-of-network provider, and you might receive a
netv:o iy prgvi der? y number on the back of your BCBSM ID ‘b‘zll from a provider for the difference between the provider's charge and what your plan pays
network provider

|

card for a list of network providers. (balance billing). Be aware, your network provider might use an out-of-network provider for
'some services (such as lab work). Check with your provider before you get services.

Do you need a referral to seea | : it ;
| specialist? |No 'You can see the specialist you choose without a referral.

Group Number 007000448-0033 SBC000018329021 20f9



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

What You Will Pay

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

\Primary care visit to treat i$40 copay/office visit;

Common Medical Event Services You May Need

o
:an injury or iliness \deductible does not apply _40 - w -
T 1$40 copay/visit; deductible ;
if you visit a health care Specialist visit ! does_nngpply i 40% coinsurance
provider’s office or clinic FT i - T 7| ¥y [ B o
reventive care | ) ’
screening/ !m ggs{?e, Sodliciiguoes Not covered

limmunization |

Limitations, Exceptions, & Other Important

Information

|None

None

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

. . __ ) | ’
Diagnostic test (x-ray, 120% coinsurance

blood work) 40% coinsurance

If you have a test :[ i (CTIRET | \
&“S%')“ - s |20% goinsurance 40% coinsurance

87 copaylprescriponforretall |

\Generic or select 30-day supply; $14 \additional 2#1‘;9 e
prescribed over-the- copay/prescription for retail or |7 % et ppn ;
‘counter drugs ‘mail order 90-day supply; 2 ‘;“ : deductible does no

|If you need drugs to treat ‘deductible does not apply | PPl

| T —— —

\your illness or condition \$35 copay/prescription for |

. : : [ : {In-Network copay plus an
| ; 2 |

More information about prateried Grind tiaf retail 30-day supply; $70 i

‘ - . |additional 25% of the approved
\copay/prescription for retail or | . :
‘mail order 90-day supply; \amount; deductible does not

|deductible does not apply Eappiy
1$70 copay/prescription for

; |retail 30-day supply; $140
.(I;I;npsreferred s namelcogaylprescriplion for retail or
orug mail order 90-day supply;
\deductible does not apply

prescription drug coverage
|is available at [F

|www bcbsm.com/druglists

In-Network copay plus an

\additional 25% of the approved

amount; deductible does not
[apply

None

‘May require preauthorization

Preauthorization, step therapy and quantity limits
may apply fo 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. |

Facility fee (e.g.,
‘ambulatory surgery |20% coinsurance
center) [

If you have outpatient

T
surgery 40% coinsurance

None
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What You Will Pay

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

\Physician/surgeon fees | 20% coinsurance 140% coinsurance

Limitations, Exceptions, & Other Important

Common Medical Event Information

Services You May Need

None

Emergency room care

If you need immediate 'Emergency medical
medical attention transportation

Urgent care

$250 copay/visit; dedt]aﬁ;_ 1$250 copay/visit; deductible does_Cooav waived if admitted or for an accidental

[does not apply [not apply

120% coinsurance 20% coinsurance

$40 copay/visit; deductible R TS

Facility fee (e.g., hospital

‘does not apply

‘inju_r__y.

Mileage limits apply

None

20% coinsurance 40% coinsurance

Preauthorization is required

None

If you have a hospital stay 00m) | _
Physician/surgeon fee  |20% coinsurance 40% coinsurance
If you need behavioral 20% coinsurance for mental
health services (mental \Outpatient services 20% coinsurance \health; 40% coinsurance for
health and substance use _ substance use disorder
disorder) Inpatient services 120% coinsurance 140% coinsurance
Prenatal: No Charge;
|Office visits deductible does not apply Prenatal: 140% coinsurance
Postnatal: No Charge; Postnatal: 40% coinsurance
deductible does not apply
If you are pregnant !
Childbirth/delivery O it .
professional services 20% coinsurance 40% coinsurance
Childbirth/delivery facility |,~,, ot
o 20% coinsurance o _40 % coinsurance
|Home health care 520% coinsurance 120% coinsurance
If you need help recovering Rehabilitation services 1 20% coinsurance 40% coinsurance
or have other special health
needs Not covered for Applied ‘Not covered for Applied Behavior

Habilitation services

Your cost share may be different for services
performed in an office setting

Preauthorization is required.

Maternity care may include tests and services
described elsewhere in the SBC (i.e. ultrasound)
and depending on the type of services cost share
may apply. Cost sharing does not apply for

None

None

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

Physician certification required.

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

None
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What You Will Pay

/ ; Sk : I
Common Medical Event  |Services You May Need In-Network Provider Out-of-Network Provider Fntatns, Exr:lerz‘;f)élfnqsiig.nOther ot
(You will pay the least) (You will pay the most)
' i ; . i | ; \Preauthorization is required. Limited to 120 days
| | 0, 0, pEA=l- L EL AL =L AT
Skilled nursing care 20% coinsurance 120% coinsurance per member per calendar year
! ‘ . “
) |[Excludes bath, exercise and deluxe equipment |
D—”M |20% coinsurance 120% coinsurance \and comfort and convenience items. Prescription
equipment T ——— .
required.
I ‘ . [ . . T -
|Hospice services .No Charge; deduatibladoes  |No Charge; deducthle does not Physician certification required. Visit limits apply.
~__\notapply ___[apply ———— o
If your child needs dental or|Children’s eye exam Not covered Not covered None
eye care Pr— | i |
P Children’s glasses 1Nol covered Not covered ‘None
pediafric vision or dental,
contact your plan :Chlldran s dental check- |\t covered [Not covered 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.)

e Acupunciure treatment * Infertility reatment » Routine foot care
« Cosmetic surgery s Long term care e Weight loss programs
« Dental care (Adult) s Routine eye care (Adult)

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

e Bariatric surgery e Coverage provided outside the United States. « Non-emergency care when fraveling outside the U.S

See http://provider.bcbs.com

¢ Chiropractic care o Private-duty nursing

e 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/ebsathealthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
calling the number on the back of your BCBSM ID card. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.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 infermation about your rights, this notice, or assistance, contact Blue Cross®and
Blue Shield® of Michigan by calling the number on the back of your BCBSM ID card.

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) Department of
Insurance and Financial Services, P. O. Box 30220, Lansing, M1 48909-7720 or hitp://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 fax 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:

: This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different
health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

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

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

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

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

Total Example Cost $12,700
In this example, Peg would pay:

Deductibles $1,600

Cepayments $10

Coinsurance $1,700
What isn't covered

Limits or exclusions §60

The total Peg would pay is $3,270

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

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $900

Copayments $800

Coinsurance 50

What isn't covered
Limits or exclusions %20
The total Joe would pay is $1,720

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

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

Diagnostic tests (x-ray)

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

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing .
Deductibles | $1,500
Copayments . $90
Coinsurance $70
What isn't covered
Limits or exclusions | 50
The total Mia would pay is $1,660

If you are also covered by an accouni-type plan such as an integrated health flexible spending arrangement (FSA), health reimbursement arrangement
(HRA), andlor 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.
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ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language
H you, or someone you're helping, needs assistance, you
have the right to get help and information in your
language at no cost. To talk to an interpreter, call the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 If you are not already a member.
Si usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho a abtener ayuda e informacién
en su dioma sin costo alguno. Para hablar con un
Intérprete, llame al numero telefénico de Servicio al
cliente, que aparece en |z parte trasera de su tarjets, o
877-469-2583, TTY: 711 sl usted todavia no es un
miembro.
Soallded seldinlaee i Al aass gicdl okl
ABG T iy el e Ll e L) e paall
- LIRS DEE RS SR I PRG-I [N
el lS e S5 B77-469-2583 TTY:711 4 5
e SACEERUOHE REWQLD SAMEH
SALEMHBERINPDIONAR. BAN—GHIA
RREFENHFNENEFERRE NP OATEEA
. RS 877-469-2583. TTY: 711,
e Rum Lol panm ¢ L shotceem rdla 18w u o shard
~Resiaccne rhum o odulng hooo . asolbur’ | el
Ll _otn rdom 4000w m ol ey, rda | ascasls
o eonankiy o oo i wurdy i anln
rmien _ ol oo e B77-469-2583 TTY:711
Néu quy vi, hay nguéi ma quy vi dang giup 48, cn tro
giup, quy vi s& co quyBn dugc gilp va co thém théng tin
bing ngén ngl¥ ctia minh mién phi. D€ ndi chuyén véi mat
théng dich vién, xin goi 6 Dich vu Khach hang & mit sau
thé cla quy vi, hodc 877-463-2583, TTY: 711 néu quy vi
chura phai 1a mét thanh vién.
Nesa ju, ose dikush gé po ndihmoni, ka nevoje pér
asistence, keni té drejté té merrni ndihmé dhe informacion
falas n& gjuhén tuaj. Pér t& folur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit né anen e pasme
te kartes tuaj, ose B77-469-2583, TTY: 711 nése nuk jenl
ende njé anétar.

oot gl E= 50 5D A= MEO| TR0
BSOS, Aol S8 328 Ao HoZ HIB
FE U LB 5 A= AT ASLICL SRR
(H3Heii ™ PHEte Je SN U= 28 Ml
S22 HSAGLL 010 FH0l ot B2
877469-2583, TTY: TNNE EH}3 LML

T AT, S AT FAEH S5 FEL A2
TS IH. BT WTHE SFE ﬁ?ﬂﬂ“ﬁ HIEHT 3 B

T ST ST T | (P AT (TSI 5
T TS, FTAE FHEH (TEE (F37T] AT FIUE] T4
T T I 8§77-469-2583. TTY: 711 X% Eramsy i
HYHY ] I HRFA |

Jesli Ty lub osoba, ktdre| pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatnej informacji | pemocy
we wiasnym Jezyku. Aby porozmawiac z tlumaczem,
zadzwori pod numer dziatu obstugl klienta, wskazanym na
odwrocie Twojej karty lub pod numer B77-463-2583,

TTY: 711, jezeli jeszcze nie masz crfonkostwa.

Falls Sie oder jemand, dem Sie hielfen, Unterstatzung
bendtigt, haben Sie das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache zu erhalten. Um mit einemn
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Ruckseite Ihrer Karte an oder
877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.
Se tu o qualcuno che stal aiutando avete bisogno di
assistenza, hal il diritto di ottenere aluto e informazion!
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 sei ancora membro.

ZEAR, FEREEROBOEYOASTERELE
EEhSATITHRMAN STV ELEG., ZREOERE
THHR—FE2RIH-Y . MEEAFLEYTHI LN
TEET. HEgsdbhVELA. BREEEZHL LM
BREHLOI—-FORE BB hi-HhAST—%
—EAORBERS (A 1 —-THLAR
877-469-2583. TTY: 71) FTHRE L Z L,
Ecnr BaN 5IH THITY, KOTOPOMY BBl IOMOTaeTe, HYAHA
DOMOIIE, TO Bl AMEETE NMPABO HA GCCILTATHOS MOMYICHHe
nonoun i HHGOPMAINN Ha Bamey w3nike, 18 paroBopa
€ EPEBOITHROM TIOIBOHHTE 10 HOMepY Teaedora 0Tae1a
00TV %) MY HA COPATHOH
CTOpOHE Balmedt K. HIIH [0 HOMEPY

877-469-2583. TTY: 711. ec s y BaC HET WICHCTBA,

0B. ¥

Ukoliko Vama il nekome kome Vi pomazete treba pomoc,
imate pravo da besplatno dobijete pomoc | informacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
broj korisnicke sluzbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako veé niste &lan.

Kung lkaw, o ang iyong tinutulungan, ay nangangailangan
ng tulong, may karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos. Upang
mak.au;ap ang Isang tagasalln, lumamg 5a 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 civil rights laws and do not
diseriminate on the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary aids and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
Interpreters and information in other formats. If you need
these services, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 711 if you are not
already a member. If you believe that Blue Cross Blue
Shield of Michigan or Blue Care Network has failed to
provide services or discriminated in another way on the
basis of race, color, national origin, age, disabllity, or sex,
you can file a grievance in person, by mall, fax, or email
with: Office of Civil Rights Coordinatar,
600 E. Lafayette Blvd., MC 1302, Detroit, M1 48226,
phone: 888-605-6461, TTY: 711, fax: 866-559-0578,
email: CivilRights@bchsm.com. If you need help filing a
grievance, the Office of Civil Rights Coordinater is available
to help you.
You can also file a civil rights complaint with the U.5.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Compiaint Portal available at
hetps:/focrportal hhs.gov/ocr/portal/lobby. jsf, or by mail,
phone, or emall at: U.S. Department of Health & Human
Services, 200 Independence Ave, 5.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
OCRComplaint@hhs.gov. Complaint forms are available at
2 i m.
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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 infermation 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 zlso note that there may be additional special circumstances which may be applicable to your
specific group health plan situation which may affect SBC content, including but not limited to account type arrangements such as flexible spending accounts (FSA),
health reimbursement arrangements (HRA), and health savings accounts, (HSA), or for example, wellness programs, reference based pricing or benefits, or
coverage not administered by BCBSM, or whether the coverage provides minimum essential coverage. If you have an ASC Plan Modification, it may be defined here
in only a limited way.



Note to ASC groups: Before completing this lemplate, please

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

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

{ 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
A the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bcbsm.com or call the number on the back

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

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

Answers
In-Network | Out-of-Network

Important Questions

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 policy, the overall family
udeduc{ible 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
\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 https://www healthcare govicoverage/preventive-care-benefits/.

$2,000 Individual/  1$4,000 Individual/

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

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? 1$3,000 Individual/  $6,000 Individuall  |The out-of-pocket limit is the most you could pay in a year for covered services. If you have
|(May include a coinsurance $6,000 Family $12,000 Family other family members in this plan, the overall family out-of-packet limit must be met.
maximum)

|What is not included in the out-of-
‘p_ocket limit?

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

This plan uses a provider network. You will pay less if you use a provider in the plan's
!Wlﬂ 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 oui-of-network provider, and you might receive a
Inebwork nrovideis 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
Dehwork provider 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 s services. '

iDo you need a referral to see a
s ecialist? No. ‘Ycu can see the specialist you choose without a referral.

Group Number 007000448-0047 SBC000006195971 2 of
&quot



A 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 Medical Event  Services You May Need In-Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

Limitations, Exceptions, & Other Important

Information

=S #
|Primary care or Online

ivisil to freat an injury or -~ No Charge 120% coinsurance None
liliness B | | _ B 7
ilf you visit a health care :Sgeciglisl_ visit No Charge 20% coinsurance None )
\provider's office or clinic | T You may have to pay for services that aren't
EE—— - preventive. Ask your provider if the services you
:?Cﬂ‘!—“ﬁf. No Charge |Not covered need are preventive. Then check what your plan
immunization ;
- - I | | — wilpayfor.
'Diagnostic test (x-ray, Voo s
blood work) No Charge 120% coinsurance None
!ffyou have a test imaging (CT/PET ' [
1|\:1nsl%|)ng : "M% INo Charge 120% coinsurance |May require preauthorization
N, . f~$10 cogayfprescriﬁtidnfféri | — . -
\Generic or select : In-Network copay plus an
I . |
prescribed over-the- ,2;18! 3!:':;2;;;{:5) ;;I)&)??gtail o ‘additional 20% coinsurance of
3 :;"-.:':;ﬁ?é’:ntgl:f:m counter drugs |—Uma" order 90-day supply Tthe approved amount
i n - E = . T
Note BaEET bl $4(}'cogay!prescrapi!on for In-Network copay plus an Preauthorization, step therapy and_quantlty limits
vascintion dnis cavetada Preferred brand-name  retail 30-day supply; $80 additional 2—u0°/ of thsaporsied. 7Y apply to select drugs. Preventive drugs
lg available a[J age 'drugs \copay/prescription for retail or - ¥ PP covered in full. 90-day supply not covered out of
| -
www.bcbsm.com/druglists ?860“ ;;d:! ,z?t:?r‘is:if:?;r i Ptk
. opay, . In-Network copay plus an
|Non preferred brand- retail 30-day _supply. $160 additional 20% of the approved
name drugs copay/prescription for retail or otk
__mail order 90-day supply 7 e —
Facility fee (e.g.,
If you have outpatient lambulatory surgery No Charge 20% coinsurance None
surgery .genter) — | — It - | N - d
Physician/surgeon fees  NoCharge | 20% coinsurance None -
' |Emergency roomcare  No Charge |No Charge N 'Nong

3 of &quot



What You Will Pay

Limitations, Exceptions, & Other Important

Common Medical Event  Services You May Need In-Network Provider Out-of-Network Provider ;
: 2 Information
(You will pay the least) (You will pay the most)

. Emergency medical i
If you need immediate e r?atione = No Charge No Charge Mileage limits apply
‘medical attention 1
\ |Urgent care - [No Charge 20% coinsurance None
‘ kil fun g, g No Charge 20% coinsurance Preauthorization is required
If you have a hospital stay 00™) | ,

Physician/surgeon fee  No Charge 20% coinsurance None
If you need mental health, Outpatient services No Charge No Charge None
behavioral health, or |
substance use disorder  (npaient services No Charge 20% coinsurance Preauthorization is required.
services - | I L -

, ) Maternity care may include services described

Office visils dP;z:i:;;ieN;og}s] Tgreé | Prenatal: 20% coinsurance elsewhere in the SBC (i e. tests) and cost share
| Postnatal: No Char ep Py Postnatal: 20% coinsurance may apply. Cost sharing does not apply to certain
, ' ' 9 maternity services considered to be preventive.
If you are pregnant ‘

Childbirth/delivery

professional services
Childbirth/delivery facility

No Charge

T No Charge
Home health care No Charge
Rehabilitation services ~ No Charge
|]f you need help recovering IHabilitalion services \Not covered
or have other special health )
needs Skilled nursing care No Charge
Durable medical
equipment Na Chrge
_ Hospice services  No Charge
If your child needs dental or Children's eye exam Not covered
[eyecare Children’s glasses Not covered

I Ng_ C_harge

20% coinsurance

20% coinsurance

None

Nona

Mo Charge

20% coinsurance

_Nul covered

No Charge

No Charge

Not covered

Not covered

Preauthorization is required.

Physical, Speech and Occupational Therapy is
limited to a combined maximurm of 30 visits per
‘member, per calendar year,

per member per calendar year

Excludes bath, exercise and deluxe equipment
and comfort and convenience items. Prescription
required.

Preautharization is required. Visit limits apply.

None

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)

Limitations, Exceptions, & Other Important

Information

\For mare information on
pediatric vision or dental,
contact your plan
|administrator

\Children’s dental check-

up [Not covered Not covered

None

5 of &quot



Excluded Services & Other Covered Services:

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

= Acupuncture treaiment ¢ Infertility ireatment * Routine foot care
o Cosmetic surgery » Long term care *  Weight loss programs
e Dental care (Adult) ¢ 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 Banatric surgery » Hearing aids o Private-duty nursing

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

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

« Non-emergency care when traveling outside the
us.

6 of &quot



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

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

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

Does this plan provide Minimum Essential Coverage? Yes

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

Does this plan meet 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:

This is not a cost estimator. Treatments shown are Just examples of how this p%ir; m_igﬁ cover medical care. Your actual costs will be 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 $2,000
B Specialist coinsurance 0%
m Hospital (facility) coinsurance 0%
B 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)

Total Example Cost $12,700

In this example, Peg would pay:
Cost Sharing

Deductibles $2,000

Copayments $30

Coinsurance 50
What isn't coverad

Limits or exclusions 7 $60

The total Peg would pay is $2,090

Managing Joe’s Type 2 Diabetes

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

M The plan's overall deductible $2,000
M Specialist coinsurance 0%
® Hospital (facility) coinsurance 0%
® QOther 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 $7,400
In this example, Joe would pay:
Cost Sharing

Deductibles 52,000

Copayments $700

Coinsurance 50

What isn't covered
Limits or exclusions $60
The total Joe would pay is $2,760

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

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

Mia's Simple Fracture

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

® The plan's overall deductible $2,000
M Specialist coinsurance 0%
® Hospital (facility) coinsurance 0%
® Other coinsurance 0%

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

Diagnostic tests (x-ray)

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

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles | $1,900
Copayments . 30
Coinsurance $0
What isn't covered
Limits or exclusions | %0
The total Mia would pay is | $1,800
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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 information in your
language at no cost. To talk to an interpreter, call the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 if you are not already a member,

Si usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacién
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al numero telefonico de Servicio al
cliente, que aparece en la parte trasera de su tarjets, o
877-469-2583, TTY: 711 s usted todavia no es un
miembro.
Aol et Jialaaels Al e jodegly
A el el i L e el
F Bl e e sga gl e Danli fasn s el e B i)
ks |8 e K100 BTT-469-2583 TTY: 711 4.2
NRE KBCESRHOHR REWD SHEEH
RRUEHBIEVIINPIONA. HAW—GHITA,
HATEHEAENETFERRE DROETENA
INRWEE 877-469-2583 TTY 711,
crehum L ol e ¢ aletasen, nfha 8 e ce sl |
Raulaome ihum . sdulnel haom . oxallue’ | sl
L et (LSO S REE -(&.‘tw;\--&k i _eneads
v 0 nnkB ke di iy rdhicn . atull
wemion okl i | B77-469-2583 TTY: 711
Néu quy vi, hay ngudi ma quy vi Jang giup dd, can trg
giup, quy vi 5& co quyEn duroc giup va ¢ thém thong tin
bing ngdn ngll clia minh mién phi. 8 noi chuyén vai mét
théng dich vién, xin goi 58 Dich vy Khach hang & mat sau
thé cla quy vi, hodc 877-463-2583, TTY: 711 néu quy vi
chisa phal la mét thanh vién.
Nésa ju, ose dikush gé po ndihmoni, ka nevojé pér
asistence, keni té drejté t& merrni ndihmé dhe informacion
falas né gjuhén tuaj. Pér té folur me nje pérkthyes,
telefononi numrin e Sherbimit te Klientit né anén e pasme
1€ kartés tua), ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.

o B E= FHBI B U= RO TR
QSO =S S8 AsS HHZ Ui
FE QU0 2§ 4 2= AL ASLICH B A
CHSHEIei D At 1S S 2= D2 Ml
S22 HZJBLL 010l N0l Ol AR
8774692583 TTY TN2 HIs L\

% FR, IS A IR 46T I, WA
T T, ST SR SP AR TR 8 S
THITR FHFTH NTAT FOE | (FRA] 4559 (ST T
FUTIAE, FTHH TS (T8 (597] TEF RIS] TG
T FFA A1 877-469-2583. TTY: 711 3% SCaTae) A9
T T G

Jesli Ty lub osoba, ktdére| pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatnej informacji | pomocy
we whasnym jgzyku. Aby porozmawiac z tlumaczem,
radzwon pod numer dzistu obstugl klienta, wskazanym na
oadwrocie Twojef karty lub pod numer 877-469-2583,

TTY: 711, jezeli jeszcze nie masz czionkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstutzung
benotigt, haben Sie das Recht, kostenlose Hilfe und
Informationen in threr Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Rickseite Ihrer Karte an oder
877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.
Se tu o qualcuno che stai aiutando avete bisogno di
assistenza, hal il diritto di ottenere aluto e informaziont
nella tua lingua gratuitamente, Per pariare con un
Interprete, rivolgitl al Servizio Assistenza al numero
Indicato sul retro della tua scheda o chiama il
877-469-2583, TTY: 711 se non sei ancora membro,

ZEAR, FLHEEFEROSOEYOATEHRELE
EENSATIHMMNZZVELEG, ZRRAOERE
THHR—FERMHY. MBEAFLEYT LN
TEET. HEFMNYELA, AREEESHQ SN
BREFLOI—FORE-EREhI-DAZT—%
—EAQORBERS (A —THULAIR
877-469-2583 TTY: 711) FTHMEE 22 L,

Ecam Bax HITH JHIY. KOTOPOMY BEl IOMOTACTe, HyAHA
DOMOIIS. TO BEl HMECTE NPaBo Ha GECIIATHOS NOTViCHHe
nosom # HRGOPMALHA Ha Bames s3sme 118 parosopa
€ IEPCBOTTHEOM NOIBOHHTE N0 HOMepY TededoHa oTIe1a
OOCTYAHBAEEA KTHEHTOB, YEA3AHHOMY HA oOparHof
CTOpOHE Bameil KapTil. TH N0 HOMEPY

877469-2583 TTY 711, ecam vy 8ac HeT WIEHCTBA

Ukoliko Vama ili nekome kome Vi pomafete treba pomoc,
Imate pravo da besplatno dobijete pomot | informacije na
svom jeziku, Da biste razgovarall sa prevodiocem, pozovite
broj korisnicke sluzbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako vef niste fan.

Kung ikaw, 0 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 lsang tagasalin, tumawag sa numero ng
Customer Service sa likod ng iyong tarheta,

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

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary aids and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
interpreters and information in other formats. If you need
these services, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 711 if you are not
already a member. If you belleve that Blue Cross Blue
Shield of Michigan or Blue Care Network has failed to
provide services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex,
you can file 3 grievance in person, by mail, fax, or email
with: Office of Civil Rights Coordinator,

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

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

You can alsa file a civil rights complaint with the U.5.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights

25/ /ocrportal hhs gov/ocr/p 2bby.jsf, or by mail,
phone, or emall at: U.S. Department of Health & Human
Services, 200 Independence Ave, S.W., Washington, D.C.
20201, phone: 800-368-1013, TTD: 800-537-7697, email:
OCRComplaint@hhs.gov. Complaint forms are available at
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Health Alliance Plan




Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Coverad Services Coverage Period: 01/01/2021 - 12/31/2021

ml-) ?:Jﬂ'ff Health 5 5000098 1 XR002358 | XW000713 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 http://'www.hap.org. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the

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

Important Questions Answers Why This Matters:
What is the overall ' ‘ . ! . ‘
deductible? $0 - — See the Commonid?dlilEvents chaﬁ below fo_r your oos_ts_ for services this plan Emfrs. J
Are there services i
covered before you meet ‘ No. You will have to meet the deductibles before the plan pays for any services.
 yourdeductible? | e - e S o s
Are there other ' \
deductibles for specific | No. ' You don't have to meet deductibles for specific services.
services? | e ————————
; The out-of-pocket limif is the most you could pay in a year for covered services. If you have |
| What is the out-of-pocket ‘ Out-of-Pocket Limit: - S : St ;
| = . T - ] g
' limit for this plan? | $6,600 individual $13,200 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.

i Premiums. balancevbiiiinqzhargés,
. : and health care this plan doesn't
What is not mcludt_ad N | cover. All other cost share Even though you pay these expenses, they don't count toward the out-of-pocket limit.
the out-of-pocket limit? | :

accumulates unless otherwise

| specified in Plan Documents. | - - -
| This plan uses a provider network. You will pay less if you use a provider in the plans network. |
Yes. See www.hap.orq or call 1- You will pay the most if you use an out-of-network provider, and you might receive a bill from a
| 800-422-4641 for a list of network | provider for the difference between the provider's charge and what your plan pays (balance
providers. billing). Be aware your network provider might use an gut-of-network provider for some
| semices (such as lab work). Check with your provider before you get services. ,
| Written referrals are not required for specialist visits within the member's assigned network for
sD:ey:: "ieiadl;g—@-n—a! tn Yes. §elecled services. Referrals or oral approvals are required in other instances. Further |
| 7)9—7 I | information on the referral process can be found at www.hap.org. |

Will you pay less if you
use a network provider?
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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

If you visit a health
e ey m

| Primary care visit to treat an

_injury or iliness
Spegialist visit

QOther practitioner office visit

‘ Preventive
| care/screening/immunization

| If you have a test
i

 work)
| Imaging (CT/PET scans,
. MRis)

‘ Digggcjsn'c test (x-ray, blood |

What You Will Pay
Networl‘c Provider Outof-Natvork Provider Limitations, Exceptlons.o& Other Important
(You will pay the (You will pay the most) Information
least) pay
$25 Copay Not Covered |
| $40 Copay | Not Covered s [T ey . |
Telehealth Visit
$95 Cona = Telehealth: Through our contracted telehealth
Ch‘tro_p_!practic Visit: Not Not Covered services provider,
| Covered = == = |
| Coverage information available at “
. www.hap.org. You may have to pay for
b Chicene Not Coverisd services that aren't preventive services, Ask
9 your provider if the services needed are
' | preventive services. Then check what your
=SS I | planwilpayfor.
No Charge Not Covered Some services require preauthorization
No Charge Not Covered Services require preauthorization
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What You Will Pay
Common . Network Provider Limitations, Exceptions, & Other Important

Medical Event Services You May Need 0ut-of-Network Provider Bifiaaton
(You will pay the most)

(You will pay the

least)
| Costs shown apply to a 30-day supply of
drugs. A 90-day supply of non-maintenance
$20 Copay / | Not Covered drugs must be filled at our designated mail |
prescription (retail) order pharmacy. Other exclusions & '
limitations may apply. Applies to all Generic
and Brand type drugs.

| Preferred Generic drugs

. . | $20 Copay /
| Non-preferred Genenc_dnigs | prescription (retail) 7 Not Covered

$40 Copay /
| prescription (retail)

| Preferred Brand drugs Not Covered |

_ _' | $60 Copay /
abaut | me preferred Brand drugs | prescription (reta) | Not Covered | |

l

|

All specialty drugs are limited to a 30- day ‘

supply at a specialty pharmacy only. Certain
specialty drugs may be approved for 60 or 90 ‘

$60 Copay / Not Covered days. In this case, if a Copay or max is ‘

prescription (retail) shown, You will pay 2 times that amount for a

supply up to 60 days, and 3 times that amount
. for a supply of up to 90 days. Other
| exclusions & limitations may apply.

| Preferred Specialty drugs

| . | Non-preferred Specialty | $60 Copay / | :

| drugs | prescription (retail) | Not Covered 7 . L J
Facility fee (e.g., ambulatory | ; ; _— ‘
surgery center(ASC) 7 No Charge Not Cover_eij_ B - ! S_ome services ret?mre _gre aufhor[zaainonA _
Physician/surgeon fees \ No Charge i | Not Covered | |
| Emergency roomecare 175200 Copay | $200Copay | Copay will be waived if admitted ]

| Emergency medical
nsportation | f_\lti C}harge 7 No Chargi R Erjkﬁérgenicy transport only R —!

| Urgent care | 350 Copay __SSUC_JDEL m— || — - R—
ifcfr:!:)ty 60 0.y, hospital No Charge | Not Covered Some services require preauthorization. !

. Physxc&ar;fsurgeon fees. Nq_Cha_;ge_ :'Nol Covered - B
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What You Will Pay

Common Services You May Need Network Provider Limitations, Exceptions, & Other Important

Out-of-Network Provider

Medical Event (You will pay the most)

(You will pay the Information

least)

| Some services require preauthorization.
Services can be accessed by calling 1-800-
444-5755.

|
| $25 Copay

Outpatient services Not Covered

LlnPaiient serv%ceﬁsi | No ?harge _ Not Covereid“ ‘ S:;Tee Zésg:s';edp-mmgiiuamﬁgﬁaéooﬁwg:?e;s’
' | Office visits | $40 Copay  NotCovered | Prenatal covered under Preventive Services. |
| ' Childbirth/deliver '
 If you are pregnant professional serv?ces _ Ne:Ghings | bt Cove_red - | — . -
i iﬁ"?{zﬁhme’wew fecilty No Charge Not Covered Some services require preauthorization
\ ‘ T No Charge Nat Cioveiad Does not include Rehabilitation Services; ‘
. St N  nits z | Unlimited. |
| |
i | Rehabiliiamzn services l No Charge , Not Covered | Cfsa:sb:eietg’;gpinr;?e U_p_tt_) B_O-mmblnedi
. Limited to Applied Behavior Analysis (ABA)
: and Physical, Speech, and Occupational
 If you need help | . Therapy services associated with the
| mm_gfor have Habilitation services No Charge Not Covered treatment of Autism Spectrum Disor_ders
| WWM ‘ through age 18. Covered for authorized
needs ‘ services only. See Outpatient Mental Health
- - | for ABA cost sharing amount. |
| Covered for authorized services; Up to 730 |
Skilled nursing care | No Charge Not Covered days Maximum benefit renews after 60 days
7777777 | | ofnoncorfinement. |
\ Durable medical equipment | No Charge B Not Covered ___Qc_)yga_(e_q for approved equipment only |
| Hospice services | No Charge | NotCovered Up to 210 days per lifetime. o
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What You Will Pay
i imitati E ions, & Other | rtant
Services You May Need Network Provider Out-of-Network Provider Limitations, xcli?;lr?::ﬁon er Importan

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

Common

Medical Event

| Children's eye exam $40 Copay Not Covered 1 Sgﬁse;;; sﬂ?;g?&%zg’gé?r no'f’_u"i{
| SN ‘ | Glasses ordcontacgs for adu!ti ::gd chil?hren
Ifyour child needs are covered once during each 12-mon
dental or eye care | Children's glasses No Charge ! Not Covered ‘ f:;:%?ﬁgﬁg::f;é Eﬁf{:l::s”;ﬁ%aé;zgﬁ i
| | frames can be found in your policy or plan
e = . S | documents.
Children's dental check-up | Not Covered | Not Covered | - I
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Excluded Services & Other Covered Services:

! Services Your Plan Generally Does NOT Et_)ve[ @heﬁ@g&r}@@i L!_a_n?:ljcg?pe;t f?:r more information and a list of any other excluded services.) |

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

« Bariatric Surgery « Hearing Aids « Infertility Treatment ‘
« Routine Eye Care (Adult) . B ~+ Weight Loss Programs B |

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. Depariment of Labor, Employee Benefits Security Administration at 1-866-444-3272
or www.dol.gov/ebsalhealthreform, or the U.S. Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
http://www.cciin.cms.qev.Other coverage options may be available to you, too, including buying individual insurance coverage through the Health Insurance Marketplace. For more
information about the Marketplace, visit www HealthCare.qov or call 1-800-318- 2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
arievance 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 arievance for any reason to your plan. For mare 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.0.Box 30220, Lansing, M| 48909-7720, http://michigan.qov/difs; call 1-877-999-6442 or the Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or hitp://www dol.qov/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: http://michigan.qov/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 {ax 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 iax 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, ses the next section.
PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control
number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review instructions, search existing data

resources, gather the data needed. and complete and review the information collection. If you have comments conceming the accuracy of the time estimate(s) or suggestions forimproving this form, please write to: CMS,
7500 Security Boulevard, Atin: PRA Reports Clearance Officer, Mail Stop C4-26-05, Ballimore, 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

Peg is Having a Baby

(9 months of in-network pre-natal care

well-controlled condition

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.
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
follow up care)

and a hospital delivery)

M The plan’s overall deductible $0 M The plan’s overall deductible $0 M The plan's overall deductible $0
B Specialist copayment $40 M Specialist copayment $40 W Specialist copayment $40
B Hospital (facility) $0 ™ Hospital (facility) $0 M Hospital (facility) $0
B Other coinsurance 0% ™ Other coinsurance 0% ™ Other coinsurance 0%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic tests (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crufches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)
Total ExampleCost | $12,700 Total Example Cost [ $5600 TotalExampleCost | $2800
In this example, Peg would pay: _ In this example, Joe would pay: In this example, Mia wouldpay:
~ Cost Sharing -~ CostSharing ~ Cost Sharing
Deductibles . | 80 Deductibles | $0 Deductibles I i
Copayments | 8§10 Copayments | $944  Copayments | §325
_Coinsurance | $0  Coinsurance | %0 Coinsurance ] $0

What isn't covered

~ What isn't Eovere?

Limits or exclusions !

$61 Limits or exclusions |

The total Joe would payis |

. . What isn't covered
Limits or exclusions = $0

The total Mia would pay is

The total Peg would pay is Ik

_sm

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

We want you to easily get the information you need. To request assistance 1n a language other than English. call (800) 422-4641 (TTY: 711).
VINI RE: Nése flisni shqip. ju ofrohen shérbime ndihme gjuhésore falas. Telefononi numrin (800) 422-4641 ose TTY: 711.
T il Sl dea ¢ (800) 4224641 2 S JSead) i sy galll sio bl Clain 2l 80 L iy el 4l Siad g 1)
S ooy S T ST S I, SN FIAGT TR B ST 56 STE1 (800) 422-4641 I TTY: 711 T T4 Fe4
R AT ERYE L - eIl @GRS RIS - S (800) 422-4641 BN TTY A1/ EAEE T11
HINWEIS: Wenn Sie Deutsch sprechen. stehen Ihnen kostenlos Sprachassistenzdienste zur Verfiigung. Rufnummer: (800) 422-4641 oder TTY: 711.

ATTENZIONE: In caso la lingua parlara s1a I'italiano. sono disponibils servizi di assistenza linguistica gramuti.
Chiamare il numero (800) 422-4641 (TTY: 711}

BRI BXREBEZEIALEBE. BHOBBEIBEIAREWELETET . (800)422-4641 £T. BBEICTITERK L EL,
TIY 2—H—IF 711 FTTRBLESL,

Fol: BT & AHEENE AT, T8 Ao A Y M2 E o] &1 7 AlE110h 800-422-4641 H EE TTY: 711 o 2 Agtaf] FUML.

UWAGA: jezeli mowisz po polsku. mozesz skorzysta¢ z bezplatne) pomocy jezykowe) Zadzwon pod numer (800) 422-4641 lub TTY: 711

BHIIMAHIIE! Ecan sam poasoll A3sIK PYCCKIL. BAM MOTYT OBITB NPEI0CTABICHB] GECIIIATHEIC NepeBoadecKie veayrn. Odpamaiitecs mo HOMEPY
(800) 422-4641 (Teaeraiin: 711).

NAPOMENA: Ako govonte hrvatski srpski. dostupna Vam je besplatna podrska na Vasem jeziku, Kontaktirajte (800) 422-4641 1li tekstualni telefon
za osobe oitedena sluha: 711

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

(800) 422-chiinn 12 Fuias Aels huin hiio L okulas Lok 5 ek iiae e msl sl _ dhussig s L abw L Iioa
TTY: 711 A o 4641

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo. may makukuha kang mga serbisyong mulong sa wika na walang bayad.
Tumawag sa (800) 422-4641 o TTY: 711.

CHU Y: Néu quy vj néi titng Viét. cluing téi ¢é cdc dich vu ha tro ngén ngit midn phi danh cho quy vi. Hay goi (800) 422-4641 hodie TTY: 711.
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Blue Care Network

(Post November 1, 2013 Retirees)




I Blue Care
Network
"7&0 of Michigan CLSSLG

e S s e SeE e e Macomb Co Employees - Hard Cap-Retired Coverage Period: Beginning on or after 1/1/2020
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: All Plan Types 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.bchsm.com or call 800-662-6667 .

For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the

Glossary. You can view the Glossary at https://www.healthcare.gov/sbe-glossary or call 800-662-6667 to request a copy.

Important Questions Answers: Member / Family Why This Matters:

\What is the overall deductible? S0 |See the Common Medical Events chart below for your costs for services this plan covers.

i . |
Are there other deductibles for  No

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

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

What out-of-p L Il : =t -

' or u“': then? ocket limit $6,350/$12,700 other family members in this plan, they have to meet their own out-of-pocket limits until the
ol overall family out-of-pocket limit has been met.

What s not included in the out-  Premiums, balance billed charges and 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

iOkae{ Ly health cara this pian does ot cover (overall farr?;ly out-of-pocket limit has bien met.

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 ouwf—ﬂet_work provider, and you might receive a

nebaork Drowides? phone number on the back of your ID |biII from a provider for the difference between the provider's charge and what your plan pays

DEIWOrk provider \card for a list of network providers. (balance billing). Be aware, your network provider might use an out-of-network provider for
some services (such as lab work). Check with your provider before you get services.

Do you need a referral to see a
specialist?

y This plan will pay some or all of the costs to see a specialist for covered services but only if
es o
you have a referral before you see the specialist.
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u 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 ! : Out-of-Network Limitations, Exceptions, & Other Important
Medical Event Services You May Need Network Provider i pmﬁ:t:o Information

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

Em:g Sca re or Online visit o treat an injury 1820 copay/visit Not covered $20 copay for online visits.

'Requires referral. No charge for allergy
injections, allergy office visit and testing /30

s |Specialist visit 330 copay/visit Not covered combined visits for spinal manipulations
If you visit a health care ! )
: performed by a chiropractor or osteopathic
provider's office or clinic physician
You may have to pay for services that aren't
Preventive care/screening/immunization  |No charge |Not covered preveriive, Ask your pIOVMGI f te serv

you need are preventive. Then check what
___your plan will pay for.

; . : | [ May require preauthorization / No charge:?or_.

\Diagnostic test (x-ray, blood work No charge Not covered :
If you have a test : iy ) i _ lab services

f}maging (CT/PET scans, MRIs) N ;:hargg_ ) o INot 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. . : drugs.
\your liness or condition | =~ orerred Brand $25copay30days  |Not covered 50% coinsurance for sexual dysfunction drugs.
More information about | Effective 1/1/2013 Tier 1 confraceptives are
prescription drug Tier 3 - ; covered in full
Couarcals avikkval Tier 3 - Non-Preferred Brand $50 copay/30 days Not covered 190 day mailorder and retail copays are 2x the
www.bcbsm.com/customdr | | . standard retail copays.
uglist ’ K
R ‘Specialty drugs Z:;@d conays {isted above Not covered Limited to a 30 day supply

f | . May require gr; uthorization/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

_“_A'Physk:ianfsurgeon fees ~ Nocharge Not covered ___See "Outpatient surgery facility fee"
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What You Will Pay

Network Provider

QOut-of-Network

Provider

Limitations, Exceptions, & Other Important
Information

Emergency room care

mgr:g ;::ﬁdim \Emergency medical transportation
Urgent care -

If you have a hospital  Facilty fee (e.g., hospital room)

stay |
\Physician/surgeon fei

If you need mental EOutpatienl services

Whealth, behavioral health,

orsubstance use Inpatient services

disorderservices | e
|Office visits

I you are pregrant Childbirth/delivery professional services
Childbirth/delivery facility services
\Home heatth care

If you need help |Rehabilitation services

recovering or have other

special health needs

Habilitation services

'Skilled nursing care

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

1$100 copayivist

Eongay waived if admitted

Non-emergent transport is covered when
preauthorized
None

Preauthorization is require&. Fﬁ% coinsurance
for TMJ, orthognathic surgery, reduction
|mammoplasty, male mastectomy

See "Hospital Stay facility fee"

'$100 copayhvisit
No charge No charge
$30 copayNvisit $30 copay/visit
No charge Not covered
- LNo charge . |Not covered
No Charge Not covered
No Charge Not covered
No charge Not covered
\No charge Not covered
__MNochage  [Notoovered
$30 copay/visit Not covered
1$30 copay/visit |Not covered
ABA - $20 copay per visit.
1330 copay per visitfor | Not covered
PTIOT/ST
No charge Not covered

Preauthorization is required

Preauthorization is required

Postnatal and non-routine prenatal office
\visits-$20 copay

\None

None

Requires preauthorization. Custodial care not
|covered.

Requires preauthorization/ One period of
treatment for any combination of therapies
within 60 consecutive days per medical
episode. Subject to meaningful improvement
within 60 days.

PT/OT/ST for autism spectrum disorder has
unlimited visits. Requires preauthorization.

Requires preauthorization/Limited to 730 days
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What You Will Pay
Out-of-Network Limitations, Exceptions, & Other Important
(You will the least) Provider e

pay (You will pay the most)

Common
Medical Event

Services You May Need Network Provider

Requires preauthorization and must be
obtained from a BCN supplier. Convenience

Durable medical equipment No charge Not covered and combsit Rems not coveradl Dishalic
_ supplies covered in full
i ) Inpatient care requires preauthorization.
| ‘w S —hl\lﬁharg—e“ - Nof :Eo_\.vered ~ Housekeeping and custodial care not covered.
1 : Children’s eye exam 'Not covered Not covered Contact benefit administrator for coverage.
:g:;{::‘::::g: 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 ¢ Long-term care » Routine foot care
purposes) « Non-emergency care when traveling outside the  «  Weight loss programs
» Cosmetic surgery us. « Hearing Aids
s Dental Care (Adult) » Private-duty nursing
e« Elective Abortion ¢ Routine eye care (Adult)

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

Bariatric surgery o Infertility treatment
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) 469-3280.

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 1o 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
gvnecology. contact the Macomb County HRLR Department at (586) 469-3280).
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Your Rights to Continue Coverage:

There are agencies that can help if you want to confinue your coverage after it ends. The contact information for those agencies is: U.S. Department of Labor, Employee
Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform., or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or
www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Heatlth 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, lock at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal ora
grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact : Blue Care Network, Appeals and Grievance Unit, MC C248,
P.0. Box 284, Southfield, 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. 0. Box 30220, Lansing, MI 48909-7720, http:/www.michigan.qov/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.qov/ebsa/healthreform

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

Ta see excaniples of how this plan might cover costs for a sanple medical sttuation. see the next page.
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About these Coverage Examples:

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

! heatth 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)

W The plan’s overall deductible $0
i 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 (ulfrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700

In this example, Peg would pay:
Cost Sharing

Deductibles 50

Copayments $70

Coinsurance $0
What isn't covered

Limits or exclusions $60

The total Peg would pay is $130

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

B The plan’s overall deductible $0
™ Specialist copayment $30
B Hospital (facility) coinsurance 0%
M 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 $7,400
In this example, Joe would pay:
Cost Sharing
Deductibles 50
Copayments $80
Coinsurance 50
What isn't covered
Limits or exclusions $60
The total Joe would pay is $860

= . e e i)

Mia’s Simple Fracture

(in-network emergency room visit and

follow up care)
M The plan's overall deductible $0
® Specialist copayment $30
B Hospital (facility) coinsurance 0%
M Other coinsurance 0%

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

Diagnostic tests (x-ray)

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

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles S0
Copayments $200
Coinsurance 50
~ What isn't covered
Limits or exclusions $0
The total Mia would pay is $200
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ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language
if you, or someane you're helping, needs assistance, you
have the right to get help and information in your
language at no cost. To talk to an interpreter, call the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 if you are not already a member.
Si usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacidn
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al numero telefonico de Serviclo al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no s un
miembro.
LTSI USRS - FURFPIRCRES Jet g O O
A e dlmldy el il i s L e sl
#oEE il e el dadidea o Lt e e sl
el € i S5 01 . 877-469-2583 TTY:711 o
NRE RBPETERHNHE BEGD. SHEH
SRLUEMNBERINDTNNE. EAN-GRWA.
BMEEENENENEFERTE oRSSFERA
IR 877-469-2583. TTY . 711,
sethie ek pnnte ¢ olotcuen w8a A8 e ot okuerd | ¢
~Resirsocte ~Rum ..__-h.nlaqa honm .\mlh.p( s g
Lo sie-rdian, 4hes a mi sl e, oAy anansls
v wsanohsy s Ja s rdiion . atull
i okl e v B77-469-2583 TTY:711
Néu quy v, hay ngudri ma quy vi dang giGp 48, can trg
BiUp, quy vi 5& cd quyEn dugce gilp va cd thém théng tin
bing ngdn ngl cla minh mién phi. D€ néi chuyén vai mgt
théng dich vién, xin goi s§ Dich vu Khiach hang & mat sau
thé cia quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chira phai 1a mét thanh vién,
Neése ju, ose dikush gé po ndihmoni, ka nevojé pér
asistence, kenl té drejté té mermni ndihmé dhe informacion
falas né gjuhén tua). Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit te Kiientit né anén e pasme
te kartés tua), ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.

Chod 3t E=HSH0I B A= MBI XIHO0
B30 A= S22 A=W AU QN2 UIE
FEAUAN ZE & U= HE) ASUL SS AN
CHEIBtoi D 8ISt 1S SN Sl= D2 Mil-L
BSE FBSIALL, 0|0 B0l 0t B
877-469-2583. TTY 7118 ESSA NS

TG A, T AT S 9T FTEL JEE
TR W, ST AT SR AT T 3 5
TIATTH F4FTI AR FOE | (FHA AT (ST
T IS, AT FUEH (TR (AT AT TS| THE
T T I 877-469-2583. TTY 711 I S@ms Jefw
HHT S T

Jedli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatne] informacji | pomocy
we wtasnym jezyku. Aby porozmawiac 2 ttumaczem,
2adzwon pod numer dzialu obstugi kilenta, wskazanym na
odwrocie Twojej karty lub pod numer 877-469-2583,

TTY: 711, jezeli jeszcze nie masz cztonkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstutzung
bendtigt, haben Sie das Recht, kostenlose Hilfe und
Informationen in Ihrer Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Rlckseite ihrer Karte an oder
877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.
Se tu o qualcuno che stai aiutando avete bisogno di
assistenza, hai Il diritto di ottenere aluto e informazioni
nella tua lingua gratuitamente, Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numero
indicato sul retro della tua scheda o chiama il
877-469-2583, TTY: 711 se non s&l ancora membro.

CEAR. FLREFROBOBYOSTIRELE
EEhEATIHMMZZVELE-S. CREADEE
THHR—rERMIY. MBEAFLEYTHIEN
TEET. HERM DY ELA, BREKEZNDIN
BRXEFHLON—FORTEREII-HRAST—Y
—EADRE®S (A L/ —TRLAIR
877-469-2583. TTY- TI) FTHEMBL 221y,

Ecam pan i1 150y, KOTOPOMY B HOMOTACTE, HYAHA
NOMOIIE, TO BH HMEETE NMPABO HA GeCILIATHOS NOTVeHNE
NOMONI! B HEQOPMALTNH Ha BameM f3sike. 1% pairosopa
€ TepPeBOITHLON NOIBOHHTE N0 HOMEPY TeaedoRa 0TaeTA
OOGCTVAHBAHRER ETHCHTOB. YEAJAHHOMY Ha oOpatsHoil
CTOpOHE Bamed KapTwl, iWTH N0 BOMEPY

877-469-2583. TTY: 711, ecmu v BAC HET TICHCTRA

Ukoliko Vama ili nekome kome Vi pomaiete treba pomoc,
imate pravo da besplatno dobijete pomoc | informacije na
svom jeziku. Da biste razgovarall sa prevodiocem, pozovite
broj korisnicke sluZbe sa zadnje strane kartice il
877-469-2583, TTY: 711 ako ve¢ niste ¢élan.

Kung ikaw, 0 ang iyong tinutulungan, ay nangangailangan
ng tulong, may karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos. Upang
makausap ang isang tagasalin, tumawag sa numero ng
Customer Service sa likod ng iyong tarheta,

0 877-469-2583, TTY: 711 kung Ikaw ay hindi pa isang
miyembro.

Important disclosure
Blue Cross Biue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary aids and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
interpreters and information in other formats. If you need
these services, call the Customer Service number on the
pack of your card, or 877-469-2583, TTY: 711 if you are not
already a member. i you believe that Biue Cross Blue
Shield of Michigan or Blue Care Network has failed to
provide services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex,
you can file a grievance in person, by mail, fax, or email
with: Office of Civil Rights Coordinator,
600 E, Lafayette Bivd,, MC 1302, Detroit, MI 48226,
phone: 888-605-6461, TTY: 711, fax: 866-559-0578,
email: CivilRights@bcebsm.com. If you need help filing a
grievance, the Office of Civil Rights Coordinator is available
to help you.
You can also file a civil rights complaint with the U.S.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at
- or by mail,
phone, or email at: U.S. Department of Health & Human
Services, 200 Independence Ave, 5.W., Washington, D.C.
20201, phone: B00-368-1019, TTD: 800-537-7697, email:
OCRComplaint@hhs.gov. Complaint forms are available at
http://www.hhs gov/oce/office/file/index htm.
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Blue Cross Blue Shield
Community Blue PPO ASC

(Post November 1, 2013 Retirees)




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



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

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
“ the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bcbsm.com or call the number on the back
of your BCBSM ID card. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined

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

rtant ' isM -
Important Questions R g R SN Why this Matters

‘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 overall family deductible.

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
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 https://www.healthcare.gov/coverage/preventive-care-benefits/.

IWhat is the overall deductible?

Are there other deductibles for  No.

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

;W.hat Isths o0tishpocie bt for 24 w The out-of-pocket limit is the most you could pay in a year for covered services. If you have |
this plan? $6,350 Individual/  |$12,700 Individual/ thiec faril bacs I Gk don. o st the tof-oacket limits until th \
(May include a coinsurance $12,700 Family $25,400 Family otner family membars in tispan, thay have o mest. iheir awn cub-oi-pooet imils Unul e

A - ' ' overall family out-of-pocket limit has been met. |
‘maximum) - _ . . } o w
Z ; . . Premiums, balance-billing charges, any |
V\LILT; ”nnt])ittll?ncluded e Mf-'i pharmacy penalty and health care this Even though you pay these expenses, they don't count toward the out—of—pocket limit.
potXel Imit plan doesn’t cover. _ — o 7
i This plan uses a provider network. You will pay less if you use a provider in the plan's
|Wi!l T T — 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
:netw%rk prgvi der? y 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
| B card for a list of network providers. (balance billing). Be aware, your network provider might use an out-of-network provider for

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

‘Do you need a referral to see a | l T .
yau A No. You can see the specialist you choose without a referral.
specialist? | | _

Group Number 007000448-0056 SBC000017925282 20f9



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

(Common Medical Event

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

What You Will Pay

Limitations, Exceptions, & Other Important

Services You May Need In-Network Provider Out-of-Network Provider Information

(You will pay the least) (You will pay the most)
= s | T '
lPrJrlngry care visit to treat |$40 colgay/ofﬁce visit; A0 coinsimtice Kbric
aninjuryoriliness deductible does not apply _ —— e A _ B -
Specialist visit $40 copay/visit; deductible

_—
,‘ doss notapply 740 % coinsurance None

'You may ha\;e to pay for services that aren't

Preventive care/ :N _ : . o :
e o Charge; deductible does preventive. Ask your provider if the services
‘'screening/ | | Not covered bl e Mherchacih |
gt not apply needed are preventive. Then check what your plan
- will pay for. -

afogc\ﬁﬁ)mt (x-ray, 20% coinsurance 40% coinsurance None

If you have a test [ oging (CTIPET — ‘
VRIS) - "™ 20% coinsurance 40% coinsurance May require preauthorization

i $7 copay/prescription for retail T 7 — - S
Generic or select 30-day supply; $14 S 257/‘)—03]5 tie BTG
prescribed over-the- \copay/prescription for retail or S ducO:tibIe doei. pnot
‘counter drugs mail order 90-day supply; ‘ e

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

|deductible does not apply .apply

$35 copay/prescription for
retail 30-day supply; $70
'copay/prescription for retail or
mail order 90-day supply;
deductible does not apply
$70 copay/prescription for
retail 30-day supply; $140
copay/prescription for retail or

\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
\be covered under the prescription drug program.

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

apply

|Preferred brand-name
'drugs

In-Network copay plus an .

'Nonpreferred brand-name \additional 25% of the approved |

\drugs mail order 90-day supply: gchunt; deductible does not

| deductible does not apply i -
i 2 Facility fee (e.g., ,
i JOUTIY0 g, ‘ambulatory surgery 20% coinsurance '40% coinsurance None

'surgery

\center)
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What You Will Pay

Common Medical Event  Services You May Need In-Network Provider Out-of-Network Provider LERAHOnS SRoSHLO0 S Do mparo.

Inf i
(You will pay the least) (You will pay the most) didal
1 \Physician/surgeon fees \20% coinsurance 140% coinsurance None
| i $250 copay/visit; deductible  |$250 copay/visit; deductible does|Copay waived if admitted or for an accidental
‘ \Emergency room care e
! i (does not apply nnot apply B jinjury.
i . - | " |
?If L% o lmmed;ate :Emerqency medial 20% coinsurance 20% coinsurance ‘Mileage limits apply
medical attention transportation ___j = 1 7 _ T -
| . $40 copayl/visit; deductible ) =
| | rgent care does not apply .40 7 coinsurance | 'None -
. [Facility e (@g., hospiial 20% coinsurance 40% coinsurance Preauthorization is required
If you have a hospital stay 0°M) _— N | - |
Physician/surgeon fee  |20% coinsurance - 40% coinsurance ‘None
If vou need behavioral | 20% coinsurance for mental . .
hga“h services (mental Outpatient services 20% coinsurance health; 40% coinsurance for Yg;grcrﬁzgsiza;ﬁ gﬁfzgebsectitlif;erent lorgeneds
health and substance use | ] substance use disorder .p .
disorder) Inpatient services 20% coinsurance 40% coinsurance Preauthorization is required.

'Maternity care may include tests and services

Fhandsal: fp kiangs; 'described elsewhere in the SBC (i.e. ultrasound)

—r deductible does not apply Prenatal: 40% coinsurance : .
Office visits Postnatal: No Charge: Prstnatal- 40% coimaurancs and depending on thg type of services cost share
deductible does not apply et may apply. Cost sharing does not apply for
If you are pregnant ' R [preventive services.
Chndbtr‘th/delwery 20% coinsurance 40% coinsurance None
professional services 3 ) _ _
:Ch|lc'1b|rth/del|very L 20% coinsurance 40% coinsurance None
services | )
[Home health care ~ |20% coinsurance 120% coinsurance Physician certification required.

Physical, Speech and Occupational The;apy is

. |Rehabilitation services  120% coinsurance 40% coinsurance limited to a combined maximum of 60 visits per
If you need help recovering | o e i o o P

oor have other special health R - —

needs Not covered for Applied ‘Not covered for Applied Behavior
Behavior Analysis; Not ‘Analysis; Not covered for
covered for Physical, Speech |Physical, Speech and

and Occupational Therapy ‘Occupational Therapy

‘Habilitation services
!

‘None
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SEURL ROV Ry Limitations, Exceptions, & Other Important

Information

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

| ! 1 |

* 'Skilled nursing care 20% coinsurance '20% coinsurance

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

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

|
| \Durable medical
| ‘equipment

.No Charge; deductible does -No Charge; deductible does not

Hospice services Physician certification required. Visit limits apply.

| | not apply apply

ilf your child needs dental or Children’s eye exam ~ Not covered iNot covered [None 7
|8 e ; Children's glasses Not covered 'Not covered None

For more information on - ST - - - ; — —
pediatric vision or dental,

;Contfgqt your plan :Chlldren s dental check- A A—— 'Not covered 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 freatment e Hearing aids e Routine eye care (Adult)
¢ Cosmetic surgery o Infertility treatment ¢ Routine foot care
o Dental care (Adult) s Long term care » 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 o Coverage provided outside the United States. e Private-duty nursing

e Chiropractic care See http://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 too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

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

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

Does this plan provide Minimum Essential Coverage? Yes

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:

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

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

Peg is Having a Baby

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

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

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

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

Total Example Cost - $12,700

In this example, Peg would pay:
Cost Sharing |

Deductibles ~ $1,500

Copayments %0

Coinsurance - $1,700
What isn't covered

Limits or exclusions $60

The total Peg would pay is $3,270

Managing Joe’s Type 2 Diabetes

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

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

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $900
Copayments , $800
Coinsurance - %0
What isn't covered
Limits or exclusions $20
The total Joe would pay is $1,720

Mia’s Simple Fracture
(in-network emergency room visit and
follow up care)

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

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

Diagnostic tests (x-ray)

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

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $1,500
Copayments | $90
Coinsurance $70
What isn't covered
Limits or exclusions $0
The total Mia would pay is $1,660

If you are also covered by an account-type plan such as an integrated health flexible spending arrangement (FSA), health reimbursement arrangement
(HRA), and/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.
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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 information in your
language at no cost. To talk to an interpreter, call the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 if you are not already a member.

Si usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacién
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al namero telefonico de Servicio al
cliente, que aparece en la parte trasera de su tarjets, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
Aol dlab sacled Llagoscld AT pads jcai ek ly
Al A 5 L Ay ezl il gleall yioe Ll Je ) panlt
o adtiEley el o oge pall e Dleall Sans sl 2 e ) Ciaatl]
il S a5 S5 01 (877-469-2583 TTY:711 &34
MRS FRECEFBMNHR. WEGL EHEH
RFLENJESIINNNTAR. E8R—U#EAR.
WRECHESEMNEFPEIRE  URTEFEER
. FEIREITE 877-469-2583. TTY: 711,
“reRiien ool panm ¢« . ohoicums o 18 b ot o |
huiiade Chium . abuloo hasm o asaldue | sk
L | ada crdisan im0 39 mi il e, ol oncasls
o onanhan 26 Ai e rdien _ao\h
oty o adul e e B77-469-2583 TTY:711
NéEu quy vi, hay ngudi ma quy vi dang giap d, can tro
gitp, quy vi sé ¢6 quyén dwoc gidp va co thém théng tin
béng ngdn nglt clia minh mién phi, D& néi chuyén vai mat
théng dich vién, xin goi s6 Dich vu Khach hang ¢ mat sau
thé clia quy vi, hod3c 877-469-2583, TTY: 711 néu quy vi
chwa phai la mét thanh vién.
Nése ju, ose dikush gé po ndihmoni, ka nevojé pér
asistencé, keni té drejté té mermi ndihmé dhe informacion
falas né gjuhén tuaj. Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.

ghot Y5t E= S B0 Y= AFE0] TI”0I
EQSCE Aol SN FES F5IC HUHZ HIE
PE Q0 2E 4 U= AHBI} USLICL ES A
ool ™ Hotsl IS Ho 2= D2 Al
HS 2 A3StLE 010 2120] Ot B#
877-469-2583. TTY: 7112 H35t& Al 2.

T ST, 1A AT A& I7F AT 5T
TS 2, ST SAPTATE ST fART 512y 8 B3
T ATEFTH AT TEAE@ | (T AP0 (TS A
T F0S. AT FRGT (T&l= (7377 AXF TS| TTH
3 D q] 877-469-2583, TTY: 711 Jfw RqSTAC S
HOHY 1 3 AP |

Jesdli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatne] informacji i pomocy
we wiasnym jezyku. Aby porozmawiac z ttumaczem,
zadzwon pod numer dziatu obstugi klienta, wskazanym na
odwrocie Twojej karty lub pod numer 877-469-2583,

TTY: 711, jezeli jeszcze nie masz cztonkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstitzung
bendtigt, haben Sie das Recht, kostenlose Hilfe und
Informationen in Ihrer Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Rickseite |hrer Karte an oder
877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.
Se tu 0 qualcuno che stai aiutando avete bisogno di
assistenza, hai il diritto di ottenere aiuto e informazioni
nella tua lingua gratuitamente. Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numero
indicato sul retro della tua scheda o chiama il
877-469-2583, TTY: 711 se non sei ancora membro.

ZEAR, FLEEEROSOBYDSTIERELE
LEhAATTHMMIEVWELESL, CHEDERE
THHR—FERIT-Y, BHEAFLEYTSHI LN
TEFET. HEEhAY FELA. BREBESHZIE
BREBHFLON—FORTIBHEIIh-HRAE2T—H
—EAQBEES (X o —TRLAIZ

877-469-2583, TTY: 711) FETHEBEE F2& L0,

Ecam BaM WiIH THITY. KOTOPOMY Bhl IOMOraeTe. HYAKHA
OOMOIIB, TO BBl HMEETE ITPAaBO HA 0eCIIaTHOE NOTyHEeHHE
IOMOITH H HHGOPMAIINH Ha BameM F3mke. J[14 pasrosopa

C NIEPEBOTTHKOM IIO3BOHHTE II0 HOMCPY ‘renccboaa oTIeaa
OOCTVAHBAHEA KIHCHTOB. VEA3aHHOMY HA OOPATHOH
CTOpOHE BalIel KAPTEL. HIH 110 HOMEPY

877-469-2583. TTY: 711. ecIH ¥ BAaC HeT WICHCTBA.

Ukoliko Vama ili nekome kome Vi pomaiete treba pomoc,
imate pravo da besplatno dobijete pomoc i informacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
broj korisnicke sluzbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako ved niste ¢lan.

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

0 877-4639-2583, TTY: 711 kung ikaw ay hindi pa isang
miyembro,

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary aids and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
interpreters and information in other formats. If you need
these services, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 711 if you are not
already a member. If you 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 Coordinator,

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

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

You can also file a civil rights complaint with the U.S.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at
https:/focrportal.hhs.gov/ocr/portal/lobby jsf, or by mail,
phone, or email at: U.S. Department of Health & Human
Services, 200 Independence Ave, S.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
QOCRComplaint@hhs.gov. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index. 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 Coverage Period: A d 01/01/2020
‘m SLie Beasuce Carea Coverage for: Individual+Family | Plan Type: ASOHMO

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

A 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 o get a copy of the complete terms of coverage, call 1-866-766-4709 or visit www.hap.org. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see
the Glossary. You can view the Glossary at http:/fwww.dol.goviebsa/pdf/SBCUniformGlossary.pdf or call 1-866-766-4709 to request a copy.

Important Questions Answers Why This Matters:

Whatis the 50 See the Common Medical Events chart below for your costs for services this plan

overall COVers.

deductible?

Arethere services

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

meet your deductible?

Arethereother No You don't have to meet deductibles for specific services, but see the chart starting on

deductibles for specific - page 2 for other costs for services your plan covers.

services?

Whatis the out-of- The out of pocket limit is the most you could pay in a year for covered services. If
ket limit for this $6,600 person / $13,200 family you have other family members in this plan, they have to meet their own out of pocket

%.5*— limit until the overall family out of pocket limit has been met.

Whatis notincludedin ~ Premiums, Balance billing Charges, and Health
the out-of-pocket limit?  Care this plan does not cover.

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

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
Willyoupaylessifyou  Yes.Seewww.hap.orgorcall1-866-766-4709 might receive a bill from a provider for the difference between the provider's charge

use a network provider? for a list of network providers. 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.

Written referrals are not required for specialist visits within the member's assigned
network for selected services. Referrals or oral approvals are required in other
instances. Further information on the referral process can be found at www.hap.org

Doyouneedareferral
to seeaspecialist?

<
?

AS000096 XR002356



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

WhatYouWillPay

Common i Limitations, Exceptions, & Other Important
MedicalEvent | Services You May Need Network Provider Out-of-Network Provider Information

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

Primary care visit to treat an - Visits are face-to-face, telephonic, or through
injury or illness $20 copay per visit Not Covered secure electronic portal
Specialist visit $30 copay per visit Not Covered None
§20 PCP Other Practitioner
- ... copay per visit/ $30 Specialist Chiropractic Care and Acupuncture Not
Ifyouvisit a health Other practitioner office vist &y Practitioner copay per Not Covered Covered
uﬁ:‘eicgowder‘sofﬂceu' visit
¢ Coverage information available at
www.hap.og. You may have to pay for
Preventive care/ services that aren't preventive services. Ask
screeningimmunization No Charge Notovered your provider if the services needed are
preventive services. Then check what your
plan will pay for.
Diagnostic test (x-ray, blood
Wyoiiliavsntiet work) No Charge Not Covered Some services require preauthorization.
:\rﬂnlgg}ng (CT/PET scans, No Charge Not Covered Services require preauthorization.
Retail: 30 day supply for non-maintenance
mggp!bn (retail) drugs at 1 copay; 90 day supply for eligible
Generic drugs —Umnfteferred 315 Not Covered maintenance drugs at 2 copays; Mail Oder.
Ifyou need drugs to g : 90 day supply for both eligible maintenance
treatyourillness or copayiprescription (retail) and non-maintenance drugs at 2 copays.
wMoremhfoum:maﬁon it Preferred brand drugs $30 copay/prescription (retail) Not Covered
prescription dnig Non-preferred brand drugs ~~ $50 copay/prescription (retail) Not Covered
coverage is available Preferred $50
atwww.hap.org copay/prescription (retail) ; ;
; Specialty drugs not available at 90 day or
S@ |a!11 dmgs Non-Prefermed $50 Not Covered mail order.

copay/prescription (retail)

Facility fee (e.g., ambulato . ; o
Ifyou have outpatient surg:ryy cen(teg "Y' No Charge Not Covered Some services require preauthorization.

ge0) Physician/surgeon fees No Charge Not Covered None




Common
Medical Event

Services You May Need

WhatYouWillPay

Network Provider
(You will pay the least)

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

If you need immediate
medical attention

if you have a hospital
stay

Ifyou need mental
b behavioral

" or substance
abuse services

Ifyouare pregnant

If you need help

recoveringorhave
otherspecialhealth
needs

Ememency room care

Ememency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fees

Outpatient services

Inpatientservices
Office visits
Childbirth/defivery
professional services

Childbirth/delivery facility
services
Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

$150 copay per visit
No Charge

$30 copay per visit
No Charge

No Charge
$20 copay per visit
No Charge

$30 copay per visit
No Charge

No Charge
No Charge
No Charge

No Charge

No Chamge

No Charge

No Charge

(You will pay the most)
$150 copay per visit

No Chamge
$30 copay per visit
Not Covered

Not Covered

Not Covered

Not Covered
Not Covered
Not Covered

Not Covered
Not Covered
Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Copay will be waived if admitted
Emergency medical transportation Only

Nong
Some services require preauthorization .
None:

* Services can be accessed by calling 1-800-
444-5755

** Services can be accessed by calling 1-
B00-444-5755

No Charge for Prenatal care

None

**Some services require preauthorization.

None

Up to 60 combined visits per benefit period -
May be rendered at home

Limited to Applied Behavior Analysis (ABA)
and Physical, Speech and Occupational
Therapy services associated with the
treatment of Autism Spectrum Disorders
through age 18. Services require
preauthorization. *See outpatient Mental
Health for ABA cost sharing amount.

Covered for authorized services- Up to 730
days, renewable after 60 days

Coverage provided for approved equipment
based on HAP's guidelines. Some services
require preauthorization.

Up to 210 days per lifetime



WhatYouWill Pay

Common Limitations, Exceptions, & Other Important
Medical Event Services You May Need Network Provider Out-of-Network Provider Information
! (You will pay the least) (You will pay the most)

‘Children's eye exam $30 copay per visit Not Covered No Charge for one routine eye exam
tyourchildneeds o0 olacses Not Covered Not Covered None
dentaloreyecare

Children's dental check-up ~ Not Covered Not Covered None

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 Hearing Aids Private-Duty Nursing
Chimpractic 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 to these services. This isn'ta complete list. Please see your plan document.)
Bariatric Surgery Routine Eye Care (Aduit) Weight Loss Programs

Infertility 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. For more 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 goviebsahealthreform, or the U.S. Department of Health and Human Services, Center for Consumer Information and
Insurance Oversight, at 1-877-267-2323 61565 or www.ccilo.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
arievance or appeal. For more information about your ights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal or a grievance for any reason to your plan. For more information about your rights, this notice or assistance,
contact the plan at 1-800422-4641; you may also contact the Department of Insurance and Financial Services, Healthcare Appeals Section, Office of General
Counsel, 611 Ottawa, 3rd Floor, P.O. Box 30220, Lansing, Ml 48909-7720, hitp:/michigan.gov/difs; call 1-877-399-6442 or the Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/ealthreform. 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, 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
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 sampie 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) 469-3280.

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

You do not need prior authorization from Health Alliance Plan Plan or from any other person (including a primary care provider) in order to
obtain access 1o 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.



About these Coverage Examples:

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

A

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.

PegisHavingaBahy

(9 months of in-network pre-natal care and a
hospital delivery)
B Theplan's overall deductible $0
B Specialist copayment $30
W Hospital (facility) copayment $0
B Other coinsurance 0%

This EXAMPLE eventincludes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (uffrasounds and blood work)

Specialist visit (anesthesia)

Total Example Cost $12,800
Inthis example, Pegwould pay:

Cost Sharing
Deductibles S0
Copayments $610
Coinsurance 50
What isn't covered

Limits or exclusions $60
The total Peg would pay is $670

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

controlled condition)
B Theplan's overalldeductible $0
B Specialist copayment $30
B Hospital (facility) copayment $0

W Other coinsurance

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 $7,400
In this example, Joe would pay:
Cost Sharing
Deductibles $0
Copayments $1,075
Coinsurance 0
What isn't covered
Limits or exclusions $55
The total Joe would pay is $1,130

Mia's Simple Fracture

(in-network emergency room visit and follow up

care)

B Theplan's overalldeductible $0
W Specialist copayment $30
W Hospital (facility) copayment $0
B Other coinsurance 0%
This EXAMPLE eventincludes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)

Rehabilitation services (physical therapy)

Total Example Cost $1,900
Inthis example, Mia would pay:

Cost Sharing
Deductibles $0
Copayments $90
Coinsurance $0
What isn't covered

Limits or exclusions $0
The total Mia would pay is $50

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



Lhap

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

Language Access Services

g dasz 4 (800) 422-4641 4 Jaf Ve g sae )l Ciland Al i iyl Bl Suace 23

Tz gl

AGE oA WA N Q1 <& ST T Y IEC A, OIS H2 1O (G {90 8 Wi 19 G useb |
(800) 422-4641 T
TTY: 711 AmC 9§ A F q|

R WSRO, Bl U B A S RS . SEEUE (800) 422-4641 SE TTY HI /2 G3L
& 711,

HINWEIS: Wenn Sie Deutsch sprechen. stehen Thnen kostenlos Sprachassistenzdienste zur Verfiigung.
Rufnummer: (800) 422-4641 oder TTY: 711.

ATTENZIONE: In caso la lingua parlata sia I"italiano. sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero (800) 422-4641 (TTY: 711).

FESHE BERBEEECLS88. BHOSEXEZCHAVEEHE T, (800)422-4641 £ T,
BEEICTITERLEEL, TIYA—Y—IT 711 FTTEL XL,

FO: B0 E AIESIA|= 22, 538 20 X| ¥ MH|AE 0| 2514 = USL|CH 800-422-4641 ¥ =
TTY: 711 B 2 A2t FAA|L.

UWAGA: jezeli mowisz po polsku. mozesz skorzystac 7 bezplatnej pomocy jezykowej. Zadzwon pod numer
(800) 422-4641 lub TTY: 711.

BHUMAHME! Ecii patn pojHoii 361K PYCCKHil, BAM MOTYT ObITh 1IPe10CTaBIeHBl GeCriaTHbIe
nepepojadeckue yeayrd. Odpauaiitecs no Homepy (800) 422-4641 (reneraiin: 711).

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

ATENCION: si habla espanol, los servicios de asistencia de idiomas se encuentran disponibles gratuitamente
para usted. Llame al (800) 422-4641. los usuarios TTY deben Hamar al 711.
< .:.{ 15 K&\. 4\): L ‘ \q}\.s:,,\a}\.l:g-, T ax yiaof .r.-l Jm.\.\c\&\,‘p\)n .._‘c\h“ < :d'm" o
ki <k ' < <o

m

P8 <o )800( 4641-422 < )
s, JLTY:TL] Ac
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 0 TTY: 711.

CHU Y: Néu quy vi noi tiéng Viél, ching 16i ¢6 cdc dich vu hd tro ngon nglt mién phi danh cho quy vi. Hay goi
(800) 422-4641 hoac TTY: 711.
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Active Employees Dental Benefits




Delta Dental




Delta Dental of Michigan
Dental Benefit Highlights for
Macomb County Active and Retiree Dental Plan

O DELTA DENTAL

e ol Delta Dental Non- Welcome to Michigan's largest dantal
Delta Dental PPO (Point-of-Service) [PJ;I(t)aD[:':it:: Premier participating benefits Farnily!

Dentist Dentist - As a member of Delta Dental of Michigan,

: g3 Pays Plan Pays Plan Pays you have access fo the nation's largest dental
Di fie and Proventive Serv Diagnostic & Preventive networks: Delta Dental PPO and Delta Dental

iagnostic and Preventive Services - exams, o o Premier.

cleanings, fluoride, and space maintainers 100% 100% 100% " o find  dentis F { of e
Emergency Palliative Treatment - to ¢ [Iis easy 1o find & genbist our out o T
e 100% 100% 100% denfists nationwide participate in our network.

temporarily relieve pain

Radiographs - X-ra 100% 100% 100% s You have superior access fo care and fee
Basic Services savings because of our agreements with
Mmqr Restorative Services - fillings and crown 80% 75% 75% participating dentists.
repar__ _ s Our dentists cannot balance bill you, which
Endodontic Services - root canals 80% _75% 75% means more money in your pockeﬂ
Periodontic Services - to treat gum disease 80% 75% 75% o No toublesome papeworkl  Network
?Jf;:;"gew Services - extractions and denlal 80% 75% 5% dentists wil il out and fée your dlaims.
Major Restorative Services - crowns . 80% 75% 75% e Pay only your copayments andior
Other Basic Services - misc. services 80% 75% 75% deductibles when you receive care from
Relines and Repairs - to bridges, implants, and 80% 75% 159 network denfists — there are no hidden fees.
dentures . ’ ) ° * You can still visit nonparticipating denfists,
Major Services but you may be billed the full amount at the
Prosthodontic Services - bridges, implants, 0 ; time of service and then have to wait to be
and dentures 50% 50% 50% reimbursed.
* When you receive services from a Nonparticipating Dentist, the percentages in this column indicate the Quality Dental Program

portion of Defta Denfal's Nonparticipafing Dentist Fee that will be paid for those services. The
Nonparticipating Dentist Fee may be less than what the dentist charges and you are responsible for that
difference.

With our quick and accurate claims
processing, we pay more than 90% of claims
in 10 days or fess. Delta Dental also offers
world-class customer service from our
Certified Center of Excellence call center, as

| Maximum Payment — $1,000 per person total per Benefit Year on all services.

| Deductible - None. |  awarded by Benchmark Fortal.
Note - This doctiment is only inferided fo provide a brief description of your benefits. Please refer to your Online Access
Certificate and summary for a complele deseripfion of benefits, exclusions, and fimitations. Our onfine Consumer Toolkit lets you access

your dental plan securely over the Intemet. You
can find a dentist, check benefits, select
paperless notices, review ciaims and amounts
used toward maximums, print ID cards, and
more —~ all at your awn convenience,

A Healthy Smile

Keep your smile healthy with dental benefits
from Delta Dental. Your smie is agood indicator
of your heafth, Did you know that your dentist
can detectup to 120 different diseases, including
diabetes and heart diseasa? 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.DeltaDentalil.com.
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Goldsn Dartal Plans
Certificate of Coverage

Macomb County

OFFICE VISIT CO-PAY $5.00
CLASS 1

Diagnostic and Preventive:

Exams. Radiographs. Prophylaxis. Fluoride Treatment (up to age 19). 100%

Sealants (1™ and 2™ Molars only — once in lifetime up to age 18),
Space Maintainers (Primary Teeth only up to age 19)

CLASS 11

Restorative:
Fillings, 90%
Root Canals and Routine Extractions performed by General Provider

CLASS 111

Prosthetic: 759,
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 [ - IV only.

29377 Hoover Road — Warren, M1 48093

Phone: 1-800-451-5918 * Fax: 586-573-8720

website: www.eoldendentalplans.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 attending Dentist, a satisfactory result cannot
be obtained.

6
The cost of services secured from physicians, Dentists or Dental Surgeons, other than authorized
GDP Providers, will not be paid for unless expressly authorized in writing by the Primary Care
Dentist as cited under Emergency Coverage and Out-of-Area Emérgency Coverage provisions.

7 |Treatment for any condition for which benefits of any nature are recovered or found to be
recoverable, whether by adjudication or settlement under any Workmen's Compensation or
Occupational Disease Law, even though You or Your Covered Dependent fails to claim the right of
such benefits, provided that this exclusion will only apply to the extent that such benefits are
payable through other plans.

8 |Treatment for any disease, condition or injuries sustained, as a result of war, declared or
undeclared, or any illness or injury occurring after the effective date of the Policy and caused by
atomic explosion or exposure, whether or not the result of war.

9 |Care of treatment obtained from or for which payment is made by any Federal, State, or County
Municipal, or other governmental agency, including any foreign government.

10 iDental implants or transplants.

11 [No Covered Person will be denied dental coverage due to trauma. However, dental care
coverage under this Policy may not cover the Covered Person for cartain traumatic events that
may occur if those procedures are specifically excluded in this Policy. A Covered Person who
requires dental care due to a serious trauma will not be covered for dental care in those areas
that are specifically described as excluded.

12 |A nominal administrative fee (i.e., sterilization, office visit, etc.) charged by selected dental
offices.

13 [Services or appliances started before a Covered Person became eligible under this Policy (i.e.,
teeth prepared for crowns or root canals in progress).

14 |Prescription drugs.

15 |Nitrous oxide analgesia.

16 |Preventative control programs, including home care items.

17 |Services started after termination of coverage.

18 |Charges for failure to keep a scheduled visits with the Dentist.

19

Lost, missing, or stolen appliances (i.e., retainers, Occlusal guards, partial or complete dentures,
or flippers).

Revised 04/29/2015




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

I. General Exclusions, Limitations, and Exceptions, continued

20

Duplicate full or partial dentures.

21

Inlays, unless listed as a Covered Service in the Schedule of Benefits.

22

Porcelain, porcelain substrate, and cast restorations on primary (baby) teeth.

23

Cysts and malignancies.

24

Removal of impacted teeth that exhibit no symptoms or pathology.

25

Consultations or examinations/evaluations for non-covered services.

26

Services or appliances performed by a Dentist whose practice is limited to prosthodontics

27

Behavior management fees for covered persons requiring additional or unusual efforts to
complete a dental procedure.

28

Soft tissue management (i.e., irrigation, infusion, or special toothbrush).

29

Restorative work caused by orthodontic treatment.

30

Composite resin restorations on occlusal surfaces of bicuspids and molars.

31

Biopsy or Brush Biopsy to detect cancer.

32

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

33

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

34

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

35

Treatment of fractures and dislocations.

36

Any service that is not specifically listed.

37

Congenital malformation.

38

Dispensing of drugs not normally supplied in a dental office.

39

Accidental injury. Accidental injury is defined as damage to the hard and soft tissues of the oral
cavity resulting from forces external to the mouth. Damages to the hard and soft tissues of the
oral cavity from normal masticatory (chewing) function will be covered at the normal schedule of
benefits.

40

Prophylactic removal of impactions (asymptomatic nonpathological).

41

Specialist consultations for noncovered benefits.

42

Dental expenses incurred with any dental procedure started prior to the enrollee’s eligibility.

43

Services rendered by a dentist beyond the scope of his/her license.

44

Services rendered by a dental or medical department maintained by or on behalf of an employer,
a mutual benefit association, labor union, trustee or similar person or group.

45

Charges for duplication of radiographs.

46

Charges for temporary appliances.

47

Charges for experimental or investigational services or supplies.

Revised 04/29/2015




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

48

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

49

Instructions in dental hygiene, dietary planning or plague control.

50

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

Il. Orthodontic Exclusions, Limitations, and Exceptions

1

Retreatment of prior Orthodontic problems, unless provided under this policy or any extension
or renewal of this Policy

Patients with severe disabilities that may prevent satisfactory Orthodontic results

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 ay|n] &

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 additfonal 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 Benefits-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 contact lenses, but not both

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

Member's responsibility (copays)

Benefits VSP network doctor Non-VSP provider
Eye exam None None
Prescription glasses (lenses and/or frames) None None (member responsibie for

difference between approved
amount and provider's charge)

Medically necessary contact lenses None None (member responsible for
difference between approved
Contact lens suitability examination (fitting and evaluation) Up to $60 copay amount and provider's charge)

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

Eye exam

Benefits VSP network doctor Non-VSP provider

Complete eye exam by an ophthalmologist or optometrist. The exam 100% of approved amount Reimbursement up to $58 less 35
includes refraction, glaucoma testing and other tests necessary to copay (member responsible far
determine the overall visual health of the patient. any difference)

One eye exam in any period of 12 consecutive months

Lenses and frames

Benefits VSP network doctor Non-VSP provider

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

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

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

curve lenses when medically necessary. difference)

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

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

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Page 10f2 000016537875



Benefits VSP network doctor Non-VSP provider

Standard frames $100 allowance that is applied toward Reimbursement up to $65 less
frames (member responsible for any cost $10 copay (member responsible
exceeding the allowance) less for any difference)

Note: All VSP network doctor locations are required to stock at least 100 One frame in any period of 12 consecutive months

different frames within the frame allowance.

Contact Lenses

Benefits VSP network doctor Non-VSP provider
Medically necessary contact lenses (requires prior authorization approval  100% of approved amount Reimbursement up to $210
from VSP and must meet criteria of medically necessary) (member responsible for any
difference)
Contact lenses up to the allowance in any period of 12 consecutive months
Contact lens suitability examination (fitting and evaluation) $120 allowance that is applied toward $105 allowance that is applied
contact lens exam (fitting and materials) toward contact lens exam (fitting
Elective contact lenses that improve vision (prescribed. but do not meet  and the contact lenses (member and materials) and the contact
criteria of medically necessary) responsible for any cost exceeding the  lenses (member responsible for
allowance) any cost exceeding the
allowance)

Contact lenses up to the allowance in any 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 licensee of the Blue Cross and Blue Shield Association.
Page 2 of 2 000016537875



HAP
Please refer to the HAP Medical Benefits Summary

BCBSM Vision Benefit




LETTER OF UNDERSTANDING

between

THE COUNTY OF MACOMB

and

BUILDING TRADES ASSOCIATION

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. George Roumell
2. Mark Glazer

3. Patrick McDonald

FOR THE ASSOCIATION: FOR THE EMPLOYER:
&0 I )
(07a'0%) Qg pdr (
Daniel H. Ferqueron, Business ﬁepresentative Karlyn Semfew, Director
MRCC (Carpenters) Human Resources and Labor Relations

on DeRoo, Business Representative
Plumbers Local 98

B

Brya‘n-St6we, Business Representative
IBEW Electricians

g | b

Busmess Representative

(Painters) Jt‘f€/”’J HavilanA

PPp = DATED: [0-5-2093

M.D. Hunt, Building Trades Steward




LETTER OF UNDERSTANDING
between
THE COUNTY OF MACOMB
and
BUILDING TRADES ASSOCIATION

RE: CERTIFICATION OF MASTER ELECTRICIAN

The Parties hereto, Building Trades Association (Union) and the County of Macomb (Employer), agree to
compensate one (1) Electrician who is certified as a Master Electrician and performs functions, assigned by
the Employer, pursuant to this certification the amount of $2,000.00 annually, to be paid $500.00 quarterly.

FOR THE ASSOCIATION: FOR THE EMPLOYER:

T
meaﬂ : NLALp A p~ )
Daniel H. Ferqueron, Business Re&esentative Karlyn Semlaow, Director

MRCC (Carpenters)

Human Resources and Labor Relations

Jon DeRoo, Business Representative
Plumbers Local 98

m S' N
Bryan Stgwe, Business Representative
IBEW Electyicians

b L1

Business Representative
(Painters) Jerem j /ﬁ,ﬂ,/ﬁ,—;;(

D0 =

M.D. Hunt, Bﬁilding Trades Steward

pateD;_ 10-5-208%




LETTER OF UNDERSTANDING
between
THE COUNTY OF MACOMB
and
BUILDING TRADES ASSOCIATION
RE: CERTIFICATION OF MASTER PLUMBER
The Parties hereto, Building Trades Association (Union) and the County of Macomb (Employer), agree to

compensate one (1) Plumber who is certified as a Master Plumber and performs functions, assigned by the
Employer, pursuant to this certification the amount of $2,000.00 annually, to be paid $500.00 quarterly.

FOR THE ASSOCIATION:

FOR THE EMPLOYER:

@Aﬂmw&) '\'\ ;»l-’vif\w““\ GK_O/\QE; Iﬂ ig[h (2@ )
Daniel H. Ferqueron, Business Repﬁ\a‘sentative Karlyn Semlew, Director

MRCC (Carpenters) Human Resources and Labor Relations

/ﬁ‘on DeRoo, Business Re'presentative

Plumbers Local 98

Bryan {tpﬁve, Business Representative
IBEW Electricians

7

, Business Representative
(Painters) Jc;’/é/)?j Feavilenx

- S0 ) T

M.D. Hunt, Building Trades Steward

DATED: __ (0-5-2093




LETTER OF UNDERSTANDING
between
THE COUNTY OF MACOMB
and
BUILDING TRADES ASSOCIATION
RE: FACILITIES LICENSE
The Parties hereto, Building Trades Association and the County of Macomb, agree to compensate one (1)
Carpenter who holds an Electrical Contractor License for a Non-Contractor Employer and transfers this to

a Facilities License and performs functions, assigned by the Employer pursuant to this license, the amount
of $2,000.00 annually, to be paid $500.00 quarterly.

FOR THE ASSOCIATION: FOR THE EMPLOYER:
e I\ S D oSNl

Daniel H. Ferqueron, Business Repr entative Karlyn Semlow,/ Director

MRCC (Carpenters) Human Resources and Labor Relations

9y~

on DeRaoo, Business Représentative
Plumbers Local 98

Lo S —

Brya owe, Business Representative

I%EW Elec&t:aans

-.16 , Business Representative
(Painters) "Jer ermy HavilenA

Edl . P
M.D. Hunt, Building Trades Steward

pATED: (0-5-20573




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 Building Trades Association hereby agree to
remove elective abortion coverage from the health insurance offered through their collective bargaining
agreement and substitute prescription drug coverage for contraceptives and coverage for voluntary
sterilization. Provided, however, nothing in this Memorandum of Understanding shall deny medically

necessary care to a covered female, or apply in cases where pregnancy is the result of criminal sexual
assault.

FOR THE ASSOCIATION: FOR THE EMPLOYER:
gﬁm SYX\ va = ' )

Daniel H. Ferqueron, Busmess epresentative Karlyn Seml Director

MRCC (Carpenters) Human Resources and Labor Relations

on DeRoo, Business Representative
Plumbers Local 98

B,

Bryar{ S we, Business Representative

by L

Business Representative

‘(Painters) JC/c'/’?j Hal/i laral

>Z7onmC
M.D. Hunt, Building Trades Steward

DATED: [0-5-2033
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