AGREEMENT
between
COUNTY OF MACOMB
and
LICENSED BOILER OPERATORS
represented by

INTERNATIONAL UNION OF OPERATING ENGINEERS, LOCAL 324

January 1, 2023
through
December 31, 2025



ARTICLE

Agreement

Article 1
Article 2
Article 3
Artide 4
Article 5
Article 6
Article 7
Article 8
Article 9
Article 10
Article 11
Article 12
Article 13
Article 14
Article 15
Article 16
Article 17
Article 18
Article 19
Article 20
Article 21
Article 22
Article 23

Article 24

LOCAL 324 (BOILER OPERATORS)

Purpose and Intent.

TABLE OF CONTENTS

Recognition of Union......... e RSO RRREE R AR RRRE

Representation and Fees and DUeS.....uceiammnmssmmssennmssenminn

R (=T |

JOD POSLINGS ....emrerrrnsnrssssssmmerrrrerissssssanserens s sinesesesssssssssnmsssssessanssssnnnes

Rates fOr NEW JODS veuiuiriimirrermirstesiesssnnssssnssrssomsssniireessesssssssinsiiinmnnn.

GHEVANCE PrOCEOUIE i sstss i snnssnmunssrrssnsssnsssesssssssnsssnsnesnnnnans

Employee Defined...
Probationary Period.
Increment Schedule
Holiday Benefits......
Overtime Pay .........
Paid Time Off (PTQ)
Sick Leave ......ouveeees

Bereavement Leave

--------------------------------------------------------------------------

--------------------------------------------------------------------------

LEaVE Of ADSENCE . veeirrrrrerrirrreiserieseeserssssrsesrrer s

Insurance Benefits ..

--------------------------------------------------------------------------

Worker's Compensation........ cessssssssssssssnssnssnnsnssnssssnsssnsensssnnsenssnnnsanses

Retirement System..

Deferred Retirement

--------------------------------------------------------------------------

Option Plan (DROP).........ccoirirrereeeeeneeee e

Longevity Compensation POlICY ...c...cccrvvemrmremnisceerensssssssssseseseesssssssnnnns

Union Bulletin BOArdS ccvouureevirerrmerrenmmsrsrmenmsninns rEtrtrrsaRETrERSsEYErenanErrens

Management RIGhES ...uvvvuvccismerrerrrissssssssmrresrr s rerssssssssssssmsessesssecannns

Emergency Manager

-------------------------------------------------------------------------

7-8

8%

9-10

10-12

12

12-15

15-18

18-19

19-24

24-29

30

31

3

31



Article 25 JUFY DULY correrreseseessesssesissseesssssasssssssssssssssssssssssssssssssssssasssssmssassesens 31-32

Article 26 Discipline and DiSCharge........icererimsreermierenisreesssssrensnes 32-33
Article 27 L0sS Of SENIOMLY .evvvvvemerenrsiemicrereninnns e 33
Article 28 Layoff DefiNed v 33-34
Article 29 Recall Procedure ... inssssnsisnnssnnsnisssseninsens ............ 34
Article 30 WOPKING HOUPS ..ivieeiscsserensssantrmressessmsenssssnssenessnneessessnsessnnsnssnssnnsenens 34
Article 31 Seniority Definitions-Shift Preference-Bumping Rights .......cccccccieenn. 34-35
Article 32 Special CONfEIENCRS ....rimiririeti e se e s s s 35
Article 33 Salary Schedule ..o ————————— 35
Article 34 TrainiNg Program . iiiincicees s sreessensasnsssssssns s rnnssssssssssssnnnnsnees 35
Article 35 Certification/LICENSING «..ccevrrrrriirrsicsreserisenererernssssssssseresseesensessnseneenses 36
Article 36 UnNiform/EqQUIDPMENE. e ieeceeieeer e scmenrmsesenssessesssme s s smesssseesssmessssmessssns 36
Article 37 Reimbursement ACCOUNt Programi e eeei s ciiiiinnieeeissnneresesinseessssans 36
Article 39 Termination of Modification. ... e ierrsns e e e e 37
Appendix A Salary Schedule ...t ————————— Attached
Appendix B Active Employee BEnefits ....cvcverirsrresrminsesriseccsenssssesssserscsnssensnssssans Attached
Appendix C Post November 1, 2013, Retirees......ccccvcevreesievnsmenisseessssesssssensssnensnns Attached
Appendix D Active Employees Dental BEnefits .........ccccccvureervnnennssssrssnmsssnsrsssssnnens Attached
Appendix E Active Employees Vision BeNefits .....ccccccvveirviinnmnnssssnnsssnsnnsssnnn Attached
Letter of Agreement Re: Special Conferences for Future Health Care Changes.....iienen Attached
Letter of Understanding: Job Description Changes. ... s s versinssemessssssnssiasvvessees Attached
Memorandum of Understanding: Certain Health Benefits .....ccocvvvivmrmrcvcmmmnnnninssssnmsssenen Attached

13T 1= Attached



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 INTERNATIONAL UNION OF OPERATING ENGINEERS and
its LOCAL #324, on behalf of all LICENSED BOILER OPERATOR-REFRIGERATION MAINTENANCE (all classes),
a recognized bargaining unit, hereinafter referred to as Union and employees.

The parties agree that the provisions of this agreement shall apply equally to all employees regardless of
religion, race, color, national arigin, age, height, weight, familial status, marital status, sex, sexual orientation,
gender identity or union affiliation. -

ARTICIE 1

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.

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

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 2

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
bargaining in respect to rates of pay, wages, hours of employment, and other conditions of employment for
the term of this Agreement of all employees of the Employer included in the bargaining unit 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 3

REPRESENTATION AND FEES AND DUES

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

A Employees will be represented by the bargaining unit and may authorize the Employer to deduct
appropriate fees or dues to remit to the Union. If Public Act 349 of 2012 is either declared invalid,



repealed or medified to make union security, including any form thereof lawful, the Union Security
provisions contained in the 2011-2013 Labor Agreement will again be in force and effect to the fullest
extent permitted by law.

Upon written authorization from an employee, the Employer shall deduct from the wages, all fees
and dues as are prescribed by the Union andfor this Agreement. Such employee and the Union
hereby authorize the Employer to rely upon and to honor written certification by the Union President
or Treasurer of 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. The Employer
shall make such deductions the second (2nd) pay period of the month following such authorization.
The Employer shall transmit such deductions, together with a list of the employees paying same, to
the Financial Secretary of International Union of Operating Engineers Local 324 as soon as possible
after the deduction.

Dues payments and inquiries shall be sent to:
Operating Engineers 324 Stationary Dues Dept.
500 Hulet Dr. Ste. 115

Bloomfield Twp., MI 48302

Phone: (248) 451-0324

The Employer agrees to provide this service without charge to the Union. It is understood and
agreed, that the provision for deduction of the dues is for the benefit of the employees requesting

. same, and the Employer is under no obligation to demand or request that employees authorize such
deductions as a condition of employment.

The Employer shall send written confirmation of all new hires, transfers out of the bargaining unit
and terminations every month to the Union President.

The Employer shall not be liable to the Union by reason of the requirements of this Agreement for
the remittance or payment of any sum other than that constituting actual deductions made from
wages earned by employees.

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

ARTICLE 4
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 Unicn.

Stewards shall be permitted a maximum of one hour per day during their working hours, without loss
of time or pay, for labor relations matters including 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.



ARTICIE S
JOB POSTINGS

A. Promotion: A “promotion” is defined as the movement of an employee to a regular job opening in a
classification assigned to a higher pay grade and for which the employee is qualified.

B. Lateral Transfer: A "lateral transfer" is defined as the movement of an employee to a regular job
opening in a different department, which opening is the same classification as the employee currently
holds.

C. Postings shall be made for ten (10) working days. Posting periods may be shortened or eliminated

by agreement of the Parties.

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

E. 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.

F. If necessary, a temporary appointment may be made by the Department head, but without prejudice
to employees seeking the position.

ARTICLE 6
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 7
GRIEVANCE PROCEDURE
A.  The Parties intend that the grievance procedure as set forth herein shall serve as a means for a peaceful
settlement of all disputes that may arise between them concerning the interpretation or operation of
this Agreement without any interruption or disturbance of the normal operation of the Employer's

affairs.

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

1. STEP 1: VERBAL

a. The employee or one member of a group of employees must first discuss the specific
grievance with the immediate Supervisor or designee. 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

a.

a.

STE

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.

P 3: DIRECTOR, HUMAN RESOURCES AND LABOR RELATIONS

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 Relations Department.

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.,

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

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



4.

STEP 4: ARBITRATION

a. If the grievance is not satisfactorily settled in Step 3, or through grievance mediation,
the Business Representative has thirty (30) days from the final answer or the date of
the decision issued by the mediator in the event of grievance mediation, to file a Notice
of Intent to arbitrate, by sending a letter to the Director, Human Resources and Labor
Relations. If the 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 other 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.

C.  SELECTION OF THE ARBITRATOR:

1.

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

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

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

D. 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 modifying 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 loser of an arbitration case shall pay the cost of the Arbitrator's services and expenses.
The arbitrator in their award shall designate the losing party. In cases where there is no clear
loser, the arbitrator shall so designate and the fees and expenses of the arbitrator shall be paid
by the parties equally.

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 decision shall extend beyond the limits of the powers and jurisdiction herein conferred
upon 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 shall be cancelled. If the grievance is reinstated by the International Union, the financial
responsibility shail date only from the date of reinstatement.

Computation of Back Wages: No claim for back wages shall exceed the amount of straight time
wages less any unemployment compensation, and/or wages earned from any other sources
during the period in question.

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
sald Appeal commencing with the expiration date of the Employer's grace perlod 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 8

EMPLOYEE DEFINED

Regular Full Time Employee: A regular full time employee is an individual employed in a full time

budgeted position and regularly scheduled to work thirty (30) hours or more per week for six (6)
consecutive months. Full time employees are entitled to benefits as specifically outlined in this Labor
Agreement.

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



ARTICLE 5

PROBATIONARY PERIOD

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

B.  Probationary Period For New Part-time Employees: All part-time eémployees newly hired into this
bargaining unit shall be considered a probationary employee for the first nine (9) months of
employment from the date of hire, to determine their ability to perform duties assigned them. At any
time during this period, the Employer may dismiss the employee, and such employee shall not have
recourse to the Grievance Procedure or Special Conference provisions of this Agreement, as such
recourse relates to dismissal of the employee.

C.  Employees in this bargaining unit who have had a change in classification (promotion, demotion, lateral
transfer, bump or recall) shall have a probationary period of four (4) months from the date of change
in classification. Such employee will have the option of returning to his/her previous classification
without prejudice, within one (1) month from the date of change in classification.

ARTICLE 10
INCREMENT SCHEDULE

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

ARTICLE 11
HOLIDAY BENEFITS
A The designated holidays are:

January 1% (New Year's Day) Martin Luther King, Jr. Day
Presidents Day One-half (1/2) day Good Friday
Memocrial Day June 19% (Juneteenth)
Independence Day Lahor Day
Columbus Day November 11% (Veterans' Day)
Thanksgiving Day The day AFTER Thanksgiving
December 24% (Christmas Eve) December 25% (Christmas Day)
December 31% (New Year's Eve) General Election Day in the EVEN numbered years



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

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

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

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

4, December 24% and December 315t
a. Should December 24™ (Christmas Eve) and December 315 (New Year's Eve) fall on
Friday, the preceding Thursdays will be observed as the designated holidays for that
year,

b. Should December 24" (Christmas Eve) and December 31% (New Year's Eve) 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 he/she works the scheduled day before
and the scheduled day after the holiday and the holiday, if scheduled, or is excused with pay
for the entire day from work.

ARTICLE 12
OVERTIME PAY

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

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.

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

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.
All overtime shall be paid at the employee’s hourly rate at the time the overtime was worked.
All overtime shall be attempted to be equalized as to the best of the Employers ability. At the request
of the Steward or the Union, an overtime balance report will be furnished by the Employer within 5
working days of such a request.

ARTICLE 13

Paid Time Off (PTC)

Participants in the Deferred Retirement Option Plan are not subject to Article 13, Paid Time Off, but
shall receive Paid Time Off in the manner described in Article 20, 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. DROP participants shall receive Paid Time Off (PTO) in the manner outlined in Article 20,
Deferred Retirement Option Plan, paragraph N{2)(b).

The paid leave provisions in this contract apply only to full time employees working 37.5 hours or
more. All other employees accrue paid leave time in accordance with Michigan's paid leave act and
that leave time will be administered according to the acts pravisions (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. Such approval shall be at the Department Head/designee’s discretion to ensure efficient
operations,

Full time employees, may request Paid Time Off conversion to cash payment of up to forty (40) hours
per conversion, maximum of eighty (80) hours per year. Employees requesting Paid Time Off
conversion must have a minimum of one hundred twenty (120) hours of Paid Time Off to be eligible
for the conversion. The requested Paid Time Off conversion(s) must be submitted by February with
the cash payment to be made 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 shail be compensated for his/her Paid Time Off at the
rate of pay said employee received at the time of termination.

ARTICLE 14

SICK LEAVE

Participants in the Deferred Retirement Option Pian are not subject to Article 14, Sick Leave, but shall
receive Sick Leave in the manner described in Article 20, Deferred Retirement Option Plan.

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

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

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

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

An employee may utilize available Sick Leave for absences:

1. Due to personal illness or physical incapacity caused by factors that the employee has no
reasonable immediate control. Personal 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

10



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

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 8, Employee Defined, who leaves
employment because of retirement and is eligible for and receives a pension under Macomb
County Employees' Retirement Ordinance, shall be paid for fifty percent (50%) of their
accumulated and unused Sick Leave at employee's then current rate of pay.

3. In case of death of a regular employee, as defined in Article 8, Employee defined, payment
of their accumulated and unused Sick Leave, at deceased employee’s then current rate of
pay, shall be made to the deceased employee’s estate.

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:

11



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 15

BEREAVEMENT LEAVE

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

A,

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

Applicable to paragraph B and C only:

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

ARTICLE 16

LEAVE OF ABSENCE

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

Personal Leave
Medical Leave for Employee and/or Family
Military

Provisions:

Personal Leave;

12



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

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

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

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

An approved Personal Leave shall not exceed 6 months.

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

While on an unpaid Personal Leave, benefits will be cancelled at the end of the month from
the point of unpaid status. Upon return from an unpaid Personal Leave of Absence, insurance
benefits will be reinstated in accordance with the waiting periods as outlined in Article 17,
Insurance Benefits.

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

An employee that fails to report for duty upon expiration of a Personal Leave shall be subject
to loss of seniority as outlined in Article 27, Loss of Seniority and termination of employment.

Medical Leave for Employee and/or Family:

d.

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

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

A family member shall be defined as parent, current step parent, current spouse, children,
current step children, brother, sister, grandparent or grandchild. It shall also include any
person who is normally a member of the employee’s household.

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

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

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

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

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

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

While on an unpaid Medical Leave, benefits will be cancelled at the end of the month
following six (6) months of unpaid status. Upon the return from the unpaid Medical Leave,
benefits will be reinstated effective immediately,

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

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

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

Failure to report for duty upon expiration of a Medical Leave shall be subject to loss of
seniority as outlined in Article 26, Loss of Seniority and termination of employment.

Military:

d.

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

Benefits provided for employees absent under this Article shall be provided consistent with
the Uniform Services Employment and Reemployment Right Act (USERRA), 38 USC, Chapter
43 Employment and Reemployment Rights of Members of the Uniformed Services as
determined by Human Resources and Labor Relations. Employees absent under USERRA
should provide the County with a copy of their military orders.
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¢. 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 17

INSURANCE BENEFITS

A. Life Insurance;

1.

2.

B.

2.

Full-time Emplovees (including DROP Participants):

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

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

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

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

Insurance Benefits:

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

Dependent Eligibility:

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

Full-time employees (including DROP participants) may elect to cover their eligible children up
to the age of 26 on Macomb County’s medical, prescription drug, dental and vision plans.
Supporting documentation must be provided to the Human Resources and Labor Relations
Department as necessary.
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The Employer shall provide two medical plan options: a Preferred Provider Organization (PPO) and an
Heaith Maintenance Crganization (HMO) to all regular eligible full-time employees and their eligible
dependents including prescription drug coverage, as outlined in Appendix B, Active Employee Benefits
or its substantial equivalence. Full-time employees shall be required to comply with PA 152. Prior to
the implementation of any deductions, the Employer will meet and confer on design, plan, or carrier
changes to comply with PA 152,

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 reqular paycheck.

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

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

Retirees: Full-time employees hired before January 1, 2006, the Employer will provide a fully
paid medical and prescription drug plan to the employee and the employee's eligible spouse, as
defined in D.1.a. after eight (8) years of actual service with the Employer, for the employee 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 litnited to the spouse of the retiree, at the time of retirement or DROP.

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

Full-time employees hired on or after January 1, 2012 will not be eligible for Macomb County's
medical, prescription drug, dental and vision plans for the employee’s spouse in retirement.

All employees who retire or DROP after November 1, 2013, will have the medical and prescription
drug plan as outlined in Appendix C Post November 1, 2013 Retirees, until they are Medicare
eligible, subject to the limitations and provisions of D.2. and D.4. of this Article. This provision
does not apply to employees who retire or DROP prior to November 1, 2013,
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4.  Full-time employees hired into the County on or after January 1, 2016 will not be eligible for
Employer provided retiree medical, prescription drug, dental or vision coverage and life
insurance,

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

The Employer shall provide a dental plan to full-time employees (inctuding DROP Participants) and their
eligible dependents as outlined in Appendix D, Active Employees Dental Benefits, or its substantial
equivalence. Dependents ages 19-26 may be eligible for dental coverage if they are a claimable
dependent.

Vision Plan:

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

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

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

ARTICLE 18

WORKER'S COMPENSATION

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 bedily 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 receive Worker's Compensation on account of such bodily injury.
The total incapacity, as above set forth, must continue for the duration of the period of compensation.

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

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

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

The County shall have the right to fill the position vacated by the employee receiving Worker's
Compensation, through temporary appointment or hire, for the entire period in which the position is
temporarily vacant, notwithstanding Article 8, Employee Defined. A current employee filling the position
on a temporary basis shall not accrue classification seniority. The position shall become a 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 petform 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 Warker's Compensation Act shall be

supplemented by payment from his/her accumulated Sick Leave Reserve (and the employee's
Paid Time Off (PTO) if the employee so chooses) of that amount of money necessary to equal
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his/her regular salary 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 or salary
for the day, week, half-month, or other period. This supplement shall continue for 104 weeks
or until the employee's Sick Leave Reserve (and Paid Time Off 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 shali pay to such employee a sum of money, in addition to
Worker's Compensation payments, whereby the combination of Worker's Compensation
payments and such County supplement shall equal two-thirds (2/3) of the employee's regular
wage or salary. The County's two-thirds (2/3) pay supplement shall be made for a period not
to exceed twenty-six (26) weeks; however, in no case shall the combination of the supplement
payments (H (1) and H (2)) exceed 104 weeks.

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

4. Any Sick or Paid Time Off earned and accrued once the County two-thirds (2/3) 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 19
RETIREMENT SYSTEM

Retirement Benefits: The Employer shall continue the benefits as provided by the presently constituted
Macomb County Employee’s Retirement Ordinance, and the Employer and the employee shall abide by
the terms and conditions thereof, provided, that the provisions thereof may be amended by the
Retirement Board as provided by the statutes of the State of Michigan and provided further, that an
annual statement of employee’s contributions is available upon request.

Full-time employees hired into the County prior to January 1, 2016:
1.  Employee Contribution: For any employee hired on or before December 31, 2001, or who is

vested as of 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
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average compensation.

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

Pension Multiplier: For any employee hired on or before December 31, 2001, or who is vested
as of 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 pension muitiplier is two and two tenths
percent (2.2%) for all years of credited service.

Final Average Compensation Formula: For any employee hired on or before December 31, 2001,
or who s 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
average of an employee’s one hundred and four (104) highest consecutive pay periods of
compensation out of the last two hundred and sixty (260) pay periods.

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

Retroactive Effect: Notwithstanding the provisions of the Macomb County Employees’ Retirement
System Ordinance, when an employee’s Final Average Compensation is calculated, any
retroactive wages provided shall be counted as if the retroactive wages were paid to the employee
when the wages were pald, 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 optional form of
benefit or the annuity withdrawal option and shall also apply to the member’s DROP benefit.

Eligibility:

a. For employees hired on or before December 31, 2001, or who is vested as of May 1, 2009,

20



who meets the following criteria may retire upon the employee’s written application filed
with the Retirement Board:

i.  Attained 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,

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

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

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

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

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

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

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

1. For 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.

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

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

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

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
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10.

11.

12.

said credits through payroll deduction. If a member chooses the payroll deduction option, the
cost to purchase military service credit shall be computed as provided in the aforementioned
Ordinance.

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

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

Deferred Retirement Allowance Option: In the event a vested bargaining unit member, leaves
the employ of the County prior to the date they have satisfied the age and service requirements
for retirement provided in the Macomb County Employees’ Retirement Ordinance, for any reason
except their disability retirement or death, they shall be entitled to retire at the normal retirement
age and be subject to the retirement formula in effect at the time they left County employment
and as provided for in the Macomb County Employee’s Retirement Ordinance, provided that they
do not withdraw their accumulated contributions from the employees savings fund. Their
retirement allowance under the plan in effect at the employee’s termination of County
employment shall begin the first day of the calendar month 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 who withdraws accumulated member contributions and voluntarily
forfeits credited service in the System thereby forfeits all rights in and to the portion of the
pension attributable to the forfeited credited service.

There shall be no pension 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 estate/trust shall receive the contributions and interest earned as of the date of
the vested member’s death.

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

vested may at any time prior to the effective date of their retirement elect Option A provided in
the Macomb County Employees’ Retirement System Ordinance in the same manner as if they
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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.

13. 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,

14. Non-Duty Death Retirement Allowance, Automatic Provisions: Any vested bargaining unit
member who continues County employment and 1) dies while in County employment and (2)

leaves a spouse, the spouse shall immediately receive a retirement allowance computed in the
same manner in all respects as if the member had (1) retired the day preceding the date of the
member’s death, notwithstanding that the member might not have attained age 60 years, (2)
elected Option A in the Macomb County Employees’ Retirement Ordinance.

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

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

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

2. 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.

3. 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 from by one percent (1%) of the employee’s base pay. Per IRS
regulations, the additicnal one percent (19) cantribution 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 hase pay.

4. Will not be eligible for Employer provided retiree medical, prescription drug, dental or vision
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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.

5. 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 20

DEFERRED RETIREMENT QPTION PLAN (DROP}

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

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

B. 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 periced.

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

D. Election to Participate: Participation in the DROP is irrevocable once an employee begins
participation. An employee who wishes to participate in the DROP shall be eligible to begin at the
start of a pay period and must complete and sign such application form. Such application shall be
reviewed by the Human Resources and Labor Relations Department within a reasonable time period
and a determination shall be made as to the member’s eligibility for participation in the DROP. On
the date upon which the member’s participation in the DROP shall be effective, they shall be
considered to be a DROP participant and shall cease to be an active member of the Macomb County
Employees Retirement System. The amount of credited service, multiplier and Final Average
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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.

E. 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.

F. 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 patrticipation.
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 menthly 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.

G. 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.

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

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

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

Failure to elect one of the above options and receive such distribution within 60 days of termination of
employment shall result in a lump sum distribution to the employee.
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Death During DROP Participation: If an employee participating in the DROP dies either: (1) before
full retirement, that is before termination of employment with the County, or (2) during full
retirement (that is, after termination of employment with the County but before the DROP account
balance has been fully paid), the employee’s designated beneficiary(ies) shall receive the remaining
balance in the employee’s DROP account in the manner in which they elect from the previously
mentioned distribution methods (above). If there is no such beneficiary, the account balance shall
be paid in a lump sum to the estate/trust of the employee. Benefits payable from the Macomb
County Employees Retirement System shall be determined as though the employee participating
in the DROP had separated from service on the day prior to the employee’s date of death.

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

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

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

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

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

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

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

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

1. Longevity for DROP Participants:

a. At the time an employee elects to participate in the DROP they shall receive, as part
of their payoff, a prorated amount of longevity compensation. Payment for the
balance of the DROP years’ longevity payment and subsequent longevity payments
shall be made in December of each year as described below.
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For DROP participants, the amount of [ongevity compensation paid in subsequent
years shall be determined by the step level achieved by the employee at the time
they elected to DROP. Step levels are listed below.

CONTINUCUS YEARS OF FULL TIME SERVICE
ON OR BEFORE OCTOBER 31ST
STEP OF EACH YEAR AMOUNT

i 15 through 19 $600
2 20 through 24 $800
3 25 and thereafter $1,000

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

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

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

2. Paid Time Off for DROP Participants

a.

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

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

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

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

5 20 days

10 21 days
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13 . 24 days
20 25 days
21 26 days
22 27 days
23 28 days
24 29 days
25 30 days

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

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

3 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 DRCOP.

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

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

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

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

An employee may utilize available Sick Leave for absences:

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

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

i, 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-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.

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

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

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

When an absence occurs as defined in this Article, and the Department Head or
designee suspect’s 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 illness charged against their
Sick Leave bank rather than against Paid Time Off. Notice of such illness must be
given immediately. Proof of such illness in the form of a physician's certificate shall
be submitted by the employee.
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ARTICLE 21
LONGEVITY

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

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

The basis of longevity compensation is as follows:

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

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

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

CONTINUQUS YEARS OF FULL TIME SERVICE

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

Longevity compensation shali be added to the regular payrol! 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
entitied 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.
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ARTICLE 22
UNION BULLETIN BOARDS

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

1. Notices of recreational, educational and social events.
2. Notices of Union Elections,

3. Notices of results of Union Elections.

4. Notices of Union Meetings.

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

ARTICLE 23
MANAGEMENT RIGHTS
A.  The Union recognizes the Employer's right to manage its affairs and direct its work force.

B.  The Union agrees that its members will not engage in activities during working hours that may detract
from their productivity.

C.  The Employer retains and shall have the sole and exclusive right and authority to convert no maore than
1 full time vacant position to part time during the term of this Agreement.

ARTICLE 24
EMERGENCY MANAGER

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

ARTICLE 25
JURY DUTY

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

Should any employee be released from jury duty prior to the end of that shift, the employee shall, when
practicable, return to the department and work until the conclusion of that day's shift.

The employee shall be paid his/her normal daily wage for each day worked and/or assigned to jury duty. The
employee shall pay to the Employer an amount equal to any payment received as a result of jury duty service.
Expenses provided to employees as a result of jury duty service, such as mileage, parking or meal expenses,
may be retained by the employee.

ARTICLE 26

DISCIPLINE and DISCHARGE

A.  Disciplinary action may be imposed upon an employee only for failing to fulfill his/her responsibilities
as an employee. Any disciplinary action imposed upon an employee may be processed as a grievance
through the Grievance Procedure as outlined in Article 7.

B.  The Employer shall not discharge any employee without just cause. If the Employer feels there is
just cause for discharge, the employee and hisfher Steward shall be notified In writing that the
employee has been discharged. The Union shall have the right to question through the Grievance
Procedure any suspension or discharge, as outlined in Article 7.

C. Records in Personnel Files:

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

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

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

4. If a record of discipline is not subject to paragraph 3 above and is older than two (2) years,
it will not be relied upon for the purposes of progressive discipline.
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5. It is the responsibility of the Employee to petition the Employer for removal of discipline
records. -Employees are encouraged to exercise their right to review their personnel files
in accordance with the provisions of this collective bargaining agreement and/or human
resources policies.

ARTICLE 27

SENIQRITY / LOSS OF SENIORITY

Membership Lists: The employer will report incoming and/or outgoing members in classifications

reflected in the Agreement between the Parties on a monthly basis, except in July, when seniority

reports are distributed.

An employee shall lose their seniority for the following reasons:

1. They quit.

2. They are discharged and the discharge is not reversed through the grievance procedure.

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

Procedure.

4, If they do not return to work when recalled from layoff as set forth in the Recall Procedure. In
proper cases, exceptions shall be made by the Employer.

5. Return from Sick Leave and leaves of absences will be treated the same as 3 above.
6. They retire.

7. If they, except for participants in the Deferred Retirement Option Plan, withdraws their
contribution from the Macomb County Employees’ Retirement System.

ARTICLE 28

LAYOFF DEFINED

The word "layoff" means a reduction in the working force.

If it becomes necessary for a layoff, the following procedure will be mandatory. Probaticnary
employees will be laid off on a classification basis. Seniority employees will be laid off according to
seniority within their particular classification. In proper cases exceptions may be made. Disposition of
these cases will be a proper matter for the Grievance Procedure.

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

ARTICLE 29

RECALL PROCEDURE

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 26, B. Layoff Defined. Notice of recall shall be sent to the
employee at his/her last known address by certified mail. Recall rights will be limited to length of the affected
employee's unit seniority, but in no case shall such recali rights extend beyond a period of two (2) years from
date of layoff. 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 30

WORKING HOURS

A. The Boiler Operators schedule is one that must be adjusted according to the season, i.e., heating or
cooling. Their normal working day consists of eight (8) hours. Two (2) fifteen (15) minute breaks
and a one-half (1/2) hour lunch pericd shall be included in the eight (8) hour work day.

B. .Should the County Jail transition into a 24/7 schedule, like working hours and breaks would be
extended to that location.

ARTICLE 31
SENIQRITY DEFINITIONS - SHIFT PREFERENCE - BUMPING RIGHTS

A. Seniority Definitions:

1. Unit seniority means length of continuous service in the Unit beginning with the latest date of
hiring or transfer into the bargaining unit.

2, Classification seniority is length of continuous service in a particular classification beginning with
the latest date of hiring or transfer into the classification.

3. Length of continuous service means uninterrupted employment but includes layoff, subject to
recall provision and other pericds of absence authorized by and consistent with the Agreement
between the Parties.

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

5. The Employer shall post a seniority list once each year during the month of July. The Union
shall be notified every ninety (90) days of any changes in the list.

B. Shift Preference;
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The County agrees that classification seniority shall be the basis for the assignment of shifts. Open
shifts shall be posted for a period of ten (10) working days, unless otherwise agreed by the Parties and
acceptance of an open shift shall be permanent until a new vacancy occurs.

C. Bumping Rights:

It is understood that an employee scheduled for layoff shall have the right to displace the employee
with the least unit seniority in a lower paying classification provided such employee has more unit
seniority than the employee who is displaced.

There shall be no bumping rights except in the event of layoffs or return from an approved leave of
absence and then bumping rights shall be afforded only in accordance with Unit Seniority as defined in
Section A, paragraph 1 of this Article.

ARTICLE 32

SPECIAL CONFERENCES

Special Conferences mutually agreed upon, will be arranged between the Union Steward or designee, and
the Director, Human Resources and Labor Relations or designee, for purposes of discussion of important
matters. Written arrangements for such Special Conferences shall be made in advance and an agenda of the
matters to be taken up at the meeting shall be presented at the time the conference is requested and agreed
upon. Matters taken up in Special Conference shall be confined to those included in the agenda. The
members of the Union shall not lose time or pay for time spent in such Special Conferences.

ARTICLE 33

SALARY SCHEDULE

The Salary Schedule, Appendix A, is attached to and is a part of this Agreement.

ARTICLE 34

TRAINING PROGRAM

A.  The County initiated a training program for bargaining unit members. During working hours, there
shall be two (2) to four (4) in-house training sessions conducted each year. After six (6) months, the
Parties shall meet to discuss the program and to evaluate its success.

B.  The Parties agree that training provided to employees pursuant to Article 34, Training Program, shall
be provided so that one-half of the training session is conducted during working hours. The remaining
one-half of the training session shall be conducted during the employees' personal time.

The Parties further agree that the training shall be conducted at the Macomb County Service Center
area and that the employees participating in training will be available to return to work if required.
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ARTICLE 35

CERTIFICATION / LICENSING

The Employer agrees to reimburse bargaining unit members for total costs incurred for the maintenance of
all applicable licensing and certification required by the Employer.

The costs related to this article shall be pre-approved by the Employer.
ARTICLE 36

UNIFORMS / EQUIPMENT

A. Uniforms: The County shall provide, to each employee, five (5) shirts and five (5) pairs of trousers
on an annual basis. Employees will receive their uniform on or before March 1st of every year.

Upon request, the equipment and work attire will be provided as follows:

B. Eye Protection Fquipment: 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,

C. Rubber Boots: Rubber boots designed to fit over an employee’s shoes or boots. Boots are to be
considered for replacement when the boots are no longer serviceable. Worn boots should be
presented to the employee’s supervisor to be evaluated for replacement. It shaill be the
responsibility of the employee to keep the boots clean and in good repair.

D. Coveralls: Coveralls are to be considered for replacement when the coveralls are no longer
serviceable. Worn coveralls should be presented to the employee’s supervisor to be evaluated for
replacement. It shall be the responsibility of the employee to keep the coveralls clean and in good
repair.

E. Raincoats: Raincoats are to be considered for replacement when the raincoats are no longer
serviceable. Warn raincoats should be presented to the employee’s supervisor to be evaluated for
replacement. It shall be the responsibility of the employee to keep the raincoats clean and in good
repair.

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.

36



ARTICLE 38

TERMINATION OR MODIFICATION

This Agreement shall continue in full force and effect until December 31, 2025.

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
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 timely notice of
termination by either party in subsequent year(s) of an extended Agreement.

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 notice 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 modifying or changing any of the terms of this Agreement.

Notice of termination or modification shall be made in writing and shall be sent by Certified Mail. If
said notice is made to the Union, it shall be sent to 500 Hulet Drive, Bloomfield Township, Michigan,
48302; if said notice is made to the County, it shall be sent to the Macomb County Director, Human
Resources and Labor Relations, Administration Building, 1 S. Main Street, 6% Floor, Mount Clemens,
Michigan, 48043; address changes shall be made available to the other party, where applicable.

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

The foregoing Agreement shall not be construed or utilized in any manner that may impede or prevent
any elected or appointed Macomb County Official from fulfilling or carrying out the Statutory or
Constitutional duties of his or her office.
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FOR THE UNION:

SPuphl e S

Douglas W. Stockwell, General Vice President and
Buslness Manager

AN AL

Ken Dombrow, President
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FOR THE EMPLOYER:

Karlyn Se%, Director

Human Resources and Labor Relations



IUOE SALARY SCHEDULE

EFFECTIVE JANUARY 1, 2023 - DECEMBER 31, 2023

Pay Grade | Stepl | Step2 | Step3 | Step4 | Step5 | Step 6 | Step 7 | Step 8 Step 9 Step 10

H $71,604.59 | $73,681.13 | $75,817.88
EFFECTIVE JANUARY 1, 2024 - DECEMBER 31, 2024 (6% Increase from 2023)

Pay Grade | Stepl |Step2 | Step3 | Step4 | Step5 | Step6 | Step7 | Step 8 Step 9 Step 10

H $75,900.87 | $78,102.00 | $80,366.95
EFFECTIVE JANUARY 1, 2025 - DECEMBER 31, 2025 (3% Increase from 2024)

Pay Grade | Step1l | Step2 | Step3 | Step4 | Step5 | Step 6 | Step 7 | Step 8 Step 9 Step 10

H $78,177.90 | $80,445.06 | $82,777.96

Boiler Operator (Pay Grade 9, Step 8 thru 10)
Boiler Operator Foreman (Same grade plus $2.00 per hour)




Appendix A

Active Employee Benefits
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BCN HMO Active Employees

As a self-funded group, you are solely responsible for compliance with the federal Summary of Benefit and Coverage (SBC) rules, including SBC creation and
distribution. BCN does not assume any responsibility for SBC rule compliance relating to your group health plan, or for creation or disclosure of compliant SBCs. This
SBC template document is being provided as an example that may contain useful information concerning your BCN administered coverage as you create your own
group health plan's SBC. This SBC template dacument being provided is nat fully compliant with the SBC federal rules. It is your responsibility to wark 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 ather advice. BCN disclaims any liability or respensibility 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 ptan situation which may affect SBC content, including but not limited to accaunt 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 caverage provides minimum essential coverage.
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Macomb Co Employees - Hard Cap-Active/COBRA

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

BN HIAD Litrve Employees,

A

Coverage for: All Plan Types Plan Type: TPA

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

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bebsm.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-glossary or call 800-662-6667 to request a copy.

Important Questions Answers: Member / Family

What is the overall deductible? 30

Are there services covered N
before you meet your deductible deductlble?

Are there other deductibles for No
specific services?

What is the out-of-pocket limit

o thia pla? 1$6,350/$12,700

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

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

| Yes. See www.bcbsm.com or call the
phone number on the back of your ID

card for a list of network providers.

'Will you pay less if you use a

fetwork provider? 800-662-6667 for a lst of network
providers.
|Do you need a referral to see a las

‘specialist? ‘
|

Why This Matters:

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

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

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

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-packet limits until the
overall family out-of-pocket limit has been met,

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

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

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-netwark provider, and you might receive a
bill from a provider for the difference between the provider's charge and what your plan pays
(balance billing). Be aware, your network provider might use an out-of-network provider for
some services (such as lab work). Check with your provider before you get services.

This plan will pay some or all of the costs o see a specialist for covered services but only if
|you 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

Common

Medical Event Services You May Need

|F’n'mary_care visit to treat an injury or illness 7i$20 copay/visit

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

Out-of-Network
Provider

]No! covered
|

Limitations, Exceptions, & Other Important
Information

'|$20 copay for online visits.

:Requires referral. No charge for éﬁérgy
|injections, allergy office visit and testing /30

[

‘Sgecialisz visit |$30 copay/visit Not covered |cumbined 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/screenina/immunization No charge |Not covered I5;ivﬁ22;eér23:rg3:;tLiJ:V?ﬁé: éﬂg:lf :;1(:;5

| |your plan will pay for.

| I . si

TDiagnostic test (x-ray, hlood work) ‘No charge Not covered May o0 preauthonzation # Noreharge for
If you have a test ‘_ _ |lab services
' ’Imaging (CT/PET scans, MRIs) ‘No charge Not covered Requires preauthorization
| tl'ier 1- Mostly Generics 1$10 copay/30 days }Ngt covered _Preauthon’zation & step-therapy apply to select
!I;gl:'uilrrle::s(:;r:g:r:gi:lrg:t@?r &Pl Brane i$25 gomWeoys __Hoymoenid . ggi/gulséoinsurance for sexual dysfunction drugs
?Mure information about Effective}1/f1 .'fma Tier 1 contraceptives are
prescription drug Tier 3 - Non-P | ‘ covered in ful
Covetaca s vaiiatio 1 Tier 3 - Non-Preferred Brand $50 copay/30 days Not covered 90 day mail or b i vl e e O e
\www.bebsm.com/customdr ) | | ~ standard retail copays. )
{uglist Ti i |
| ‘ngeciaIty drugs ‘Zgﬁd co02ys fisted aboW’!Not covered Limited to a 30 day supply

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




BCN HMO Active Employees

What You Will Pay

Common
Medical Event

Limitations, Exceptions, & Other Important

2 Out-of-Network
Services You May Need LLnts i Information

Network Provider Provides
(au sl the-le_ast) (You will pay the most)

Emergency room care $1 Ocogay/visit 1$100 copay/visit Copay waived if admitted
| | 1 | i
If you need immediate : i \ w Non-emergent transport is covered when
hinedical aftention EnE:encv mt_adlce?l 1[ansinonalm7 N ‘LNo charge ‘.No charge_ |preauthorized ) L
Urgent care 530 copayivisit $30 copay/visit None
; Preauthorization is required. 50% coinsurance
If you have a hospital | Facility fee (e.g.. hospital room) [No charge Not covered for TMJ, orthognathic surgery, reduction
stay e . M 3 | |mammoplasty, male mastectomy
Physician/surgeon fee No charge {Noz covered See "Hospital Stay surgery facility fee"
If you need mental |Qutpatient services No Charge Not covered Preauthorization is required
\health, behavioral health, D [ -
orsubstance use Inpatient services No Charge Not covered Preauthorization is required
disorder services
1 ; ‘ Postnatal and non-routine prenatal office
. Office visits - - JNoicEa[gei V'Not covered vists-$20 copa
[ifyou ars pregnant Childbirth/delivery professional services  |No charge Not covered [None
|Childbirth/delivery facility services |No charge Not covered None
Home health care 1830 copayvisi Not covered S:\?:;égs oecauthorization. Custodial cate not
; ‘ Requires preautharization/ One period of
‘ treatment for any combination of therapies
|Rehabilitation services |$30 copay/visit Not covered \within 60 consecutive days per medical
episode. Subject to meaningful improvement
If you need help ‘ | | \within 60 days.
[recovering or have other |ABA - $20 copay per visit. PT/OTIST ) ‘
. o g | o or autism spectrum disorder has
special health needs iH_atnhiahm____w |§)§|’?OQ'?%% pervisitfor |Not covered unlimited visits. Requires preauthorization.
i ———— S I — - — — B
}§kil[ed nursing care ~ |Nocharge }Not covered Requires preauthorization/Limited to 730 days
‘ ‘ Requires preauthorization and must be
| Durable medical equipment No charge Not covered Ghidiied oia HON sapplier. Comedienee

i and comfort items not covered. Diabetic
| 1 ‘ | o supplies covered in full




BCN HMO Active Employees
What You Will Pay

Qut-of-Network

Common {
Services You May Need Network Providar il bfosad

Medical Event _
| (You will pay the least) (You will pay the most)

Inpatient care requires preauthorization.
i Housekeeping and custodial care not covered

| |
. Hospice services No charge

Limitations, Exceptions, & Other Important

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

If your child needs e =
deyntal or eye care Children's glasses . — lNc_:t covered ‘Ngl covered ~ Contact benefit administrator for coverage.
!Nol covered Contact benefit administrator for coverage.

| Children’s dental check-up \Not covered



BCN HMO Active Employees

Excluded Services & Other Covered Services:

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

o Acupuncture (if prescribed for rehabilitation s long-term care « Routine eye care (Adult)
purpeses] ¢ Non-emergency care when traveling outside the e  Routine fool care

* Cosmetic surgery us. e Weight loss programs

¢ Dental Care (Adult) e Private-duty nursing

e Elective Abortion

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

s Bariatric surgery o Infertility treatment

* Chiropractic care s Hearing Aid

Macomb County Blue Care Network Plans generally requires/allows the designation of a pnmary care provider. You have the right to designate any primary care provider who
participates in our network and who is available to accept you or your family members. Until you make this designation, Blue Care Network Plan designates one for you. For
information on how to select a primary care provider, and for a list of the participating primary care providers, contact the Macomb County at ( 586) 469-3280.

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

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



BCN HMO Active Employees

Your Rights to Continue Coverage:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: U.S. Department of Labor, Employee
Benefits Security Administration at 1-866-444-3272 or www.dol.qov/ebsa/healthreform., or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or
www.cciio.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.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, 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 or a
arievance 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 €248,
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. . Box 30220, Lansing, M| 48909-7720, http://www.michigan.qov/difs; call 1-877-099-6442 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.qoviebsa/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, hitp://www.michigan.gov/difs or difs-HICAP@michiaan.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 coverage for specific EHB
categories, for example, prescription drugs, through ancther carrier.)

Translation available
To get help reading in your language call the customer service number on the back of your ID card
To see excamples of haw this plan might cover casts for a sample medical situation, see the next puage.




About these Coverage Examples:

a8

health plans. Please note these coverage examples are based on self-anly 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 praviders 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)

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

N Cost Sharing _
Deductibles ‘ $0
Copayments $70
Coinsurance . ' $0
. What isn't covered
Limits or exclusions | %80
The total Peg would pay is $130

Managing Joe’s Type 2 Diahetes

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

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

Copayments $800

Coinsurance ' $0

. What isn't covered
Limits or exclusions | $60
The total Joe would pay is 5860

Mia’s Simple Fracture

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

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

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

Diagnostic tests (x-ray)

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

Total Example Cost - $1,900
In this example, Mia would pay:
e Cost Sharing s 000574
Deductibles | §0
Copayments . §a00
Coinsurance ‘ $0
_ What isn't covered _
Limits or exclusions %0
The total Mia would pay is $200

8of 9



ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language
If you, or someone you're helping, needs assistance, you
have the right to get help and 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.
5i usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho 3 obtener ayuda e informacién
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al nimero telefdnico de Servicio 3l
cliente, que aparece en la parte trasera de su tarjets, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
Soladal s laddalagcl s &l aas i eI
A o by pend) Sl yrss Ladl e Jpaalt
o ol gl i g pall e daall Aans 8 Ll pa e ) Cisdl]
el € it 85 1 B77-469-2583 TTY:711 s
nRE KRETEHMMNHS. BELEL SHEF
RRVAESHBEBHRGHNAR. F2H-GHIA.
BRECHFFENEFERSS URCEFRSA
. BMRWEE 877-469-2583, TTY: 711,

rreRim | ot paaats + _ ahoinuam ndBa AR 36 o o ahard ¢
haalaame rhiem o ahulasy heos  osollurd | shune
Lo | st nfinn, 3B i i hosssed ot s asaisls
o onasksy e Lo s e L atiln
enio ol e e B77-469-2583 TTY:711
NéEu quy vi, hay ngudi ma quy vi dang giGp d8, can trg
gilip, quy vi 58 c6 quyEn durgc gilip va ¢b thém thing tin
bing ngdn nglk clia minh min phi. D€ néi chuyén véi mat
théng dich vién, xin goi <& Dich vu Khéch hang & mit sau
thé cla quy vi, hojc B77-469-2583, TTY: 711 néu quy vi
chira phai la mdt thanh vién,
Nése ju, ose dikush q& po ndihmoni, ka nevojé pér
asistencg, keni té drejté t& merrni ndihme dhe informacion
falas n& gjuhén tuaj, Pér té folur me njé perkthyes,
telefoneni numrin e Shérbimit t& Kiientit né anén e pasme
e kartés tua), ose 877-469-2583, TTY: 711 nése nuk jeni
ende nj& anétar.

ghok gt E= FHS ED U= A0 IO
EQAOE He= =280 HEE F8io Q02 HIB
FE U0 28+ A= AEIT ASLITL BEALS
CHSHSid 2 3ol FH= HoH Qs 03 Ayl
Ha2 HSASHLE 0|01 320l Ot IR
877-469-2583. TIY: 7112 HSS& A2,

T AT, 7SV I FAEs A6 ST, A
AT T, ST T SR R S 3 o
TISTH WS WA FEE | (FA] ST (TSI 7
T O, A FUER CTEE (7377 I75F TS T96
FH TH 41 877-469-2583. TTY: 711 3% S(opney aef
HET H T 4@ |

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

TTY: 711, Jezeli jeszcze nie masz czlonkostwa.

Falls Sie oder jemand, dem Sie heifen, Unterstiitzung
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 threr Karte an oder
B77-469-2583, 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
B877-469-2583, TTY: 711 se non sei ancora membro.

CEARE. FLEAFROBOAYOSTXHRELE
EEhBATCHMAASELELES, CREDOEE
THR—FERH-Y, MBEAFLEYTHIEN
TEFT. BEEOMYELAL. BREEEEZL DS
BREFSOH—FOBRB-RBEAFHREIT—H
—EAOBERFE (A —THRVLAIE

877-469-2583, TTY: 1) E THBE( £ &L,

Ecan paM wiH THIY. EOTOPONMY BH 0OMOT3eTe, HYAHA
TIOMOIDB, TO BAl HMEETe IPABO HA GECILIaTHOE MOy ICHHE
noMom# B AEGOPMAIHA Ha Bame g3ame. [[18 pasrosopa
€ [HepesoqTHEOM MOIBOHHTE N0 BOMEPY TeaedoHa oTdena
OGCTYAHBARES KTEEHTOR. VKAIAHHOMY HA 00paTHOR
CTOpOHe Bamedl KAPTHL. HIH M0 HOMEPY
877-469-2583, TTY: 711, ecaH ¥ BAC HET LIeHCTHA,

Ukoliko Vama ill nekome kome Vi pomaZete treba pomog,
imate pravo da besplatno dobijete pomod i informacije na
svom eziku. Da biste razgovarali sa prevodlocem, pozovite
broj korisni¢ke sluibe sa zadnje strane kartice ill
877-469-2583, TTY: 711 ako vet niste &lan.
Kung ikaw, o ang iyong tinutulungan, ay nangang g
ng tulong, may karapatan ka ns makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos. Upang
makausap ang isang tagasalin, tumawsg sa numero ng
Customer Service sa likod ng iyong tarhets,

0 B77-469-2583, TTY: 711 kung Ikaw ay hindi pa isang
miyembro.

Important disclosure
Blue Cross Blue Shield of Michigan and Biue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, natienal origin,
2ge, 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, TT¥: 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 Coardinator,
600 E. Lafayette Blvd,, MC 1302, Detroit, Mi 48228,
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 civll 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
: jsf. or by mail,
phone, or email at: U.S. Department of Health & Human
Services, 200 Independence Ave, 5.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:

OCRComplaint@hhs.gov. Complaint forms are avallable at
./ www B {7 x.hitml.
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Blue Cross Blue Shield

Community Blue PPO ASC




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

" Noteto 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

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 the number on the back

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

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

Answers

Important Questions Why this Matters:

In-Network  Out-of-Network

Generally, you must pay all of the costs from providers up to the deductible amount before this
. ) $1,500 Individual/  |$3,000 Individuall  |plan begins to pay. If you have other family members on the plan, each family member must
7 |
|Whatls the overall deductible? $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 hefore Yes. Preventive care services are covered \Buta copayment or coinsurance may apply. For example, this plan covers certain preventive

lyou meet your deductible? be!ore you meet your deductible. services without cost- -sharing and before you meet your deductible. See a list of covered
| \ preventive services at htips://www healthcare gov/coverage/preventive-care-benefits/.

'Are there other deductibles for 'No‘

'specific services? You don't have to meet deductibles for specific services.
.r::":t;L:;;'e out-of-pocket limit for $6.350 Individuall |$12.700 Individuay | The Qut-of-pocket imit is the most you could pay in a year for covered services. If you have
(May include acoinsurance ~($12700Family  (S25400 Family  Cyror ey members i s pla, ihey have o meel their own outof-pocke imits unil the
{maximum) | ‘ y p :

IPremlums balance-biling charges, any
'wr::a,:; Imtt;ncluded inthe out-of - - macy = |pharmacy penalty and health care this \Even though you pay these expenses, they don't count toward the out—of-pocket limit.
jm‘— plan doesn't cover.

This plan uses a provider network. You will pay less if you use a provider in the plan's
Wil you pay less if you use a Yes. See www.bcbsm.com or call the network. You will pay the most if you use an out-of-network provider, and you might receive a

I o Briviaae? [number on the back of your BCBSM ID bl from a provider for the difference between the provider's charge and what your plan pays
\network pi = : - :
| |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 o i ;
specialist? ,NO' !Yeu can see the specialisf you choose without a referral.

Group Number 007000448-0033 SBC000018323021 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

'Primary care visit to treat $40 copayloffice visit;

What You Will Pay

Services You May Need In-Network Provider

(You will pay the least)

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

Limitations, Exceptions, & Other Important
Information

an injury or illness deductible does not apply _40% colnsurance B ,.NTE, N =
fyou visita health care _ S2C2IsLvist o opayl deductble 409 coinsurance None
provider's office or clinic ”p;v;,ﬁ\,e care/ . . - 'You may have to pay for services thatarent
‘screening/ No Charge; deductible does |+ preventive. Ask your provider if the services
Emglion \ncl apply | needed are preventive. Then check what your plan
| ‘ | will pay for.
i—g——afo g 3:;‘;;851 (e, 190% coinsurance 40% coinsurance None
If you have a test flf re—— ; = ! | B
Hf?&? 0 ScanS: 120% coinsurance 140% coinsurance May require preauthorization
' $7 copay/prescription for retail
Generic o select 30-day supply; $14 ;”ﬁ:;‘”gl”ég—gi@mus .
‘prescribed over-the- copay/prescription for retail or -amc: nT' s h%le gozpspn‘;‘t'e
[counter drugs 'mail order 90-day supply; la Eu ; deductible
If you need drugs to treat deductible does not apply PRy |
your illness or condition '$35 copay/prescription for Preauthorization, step therapy and quantity limits

More information about
prescription drug coverage |
is available at '
www bcbsm.com/drualists

retail 30-day supply; $70
icopay/prescription for retail or
Imail order 90-day supply;
\deductible does not apply
1870 copayprescription for

Nonpreferred brand-namej Stail 30-day supply: $140
\copay/prescription for retail or

Preferred brand-name
drugs

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

|
apply

In-Network copay plus an
additional 25% of the approved

drugs Imail order 90-day supply: :mc;unl; deductible does not
\deductible does not apply pply

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

network. Select diabetic supplies and devices may ‘

\be covered under the prescription drug program.

If you have outpatient
surgery

Facility fee (e.g.,

ambulatory surgery 120% coinsurance

‘center)

'40% coinsurance

None
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What You Will Pay

Limitations, Exceptions, & Other Important

Common Medical Event Services You May Need In-Network Provider Out-of-Network Provider Information

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

Physician/surgeon fees PO% coinsurance 140% coinsurance None
:Emer e —— '$250 copay/visit; deductible $250 copay/visit; deductible does Copay waived if admitted or for an accidental
i gency === === =
| i idees not gp_pl_y - |not apply — linjury. o
| gency medi ‘ z . : =
::g:;:r:ttd eirl::;::diate 'Egg eg:ﬁor'?edzcal 120% coinsurance 120% coinsurance Mileage limits apply

$40 copay/visit; deducible

|Urgent care \does not apply _'40% coinsurance None
Faciliy fee (e.g.. hospital 20% coinsurance 40% coinsurance Preauthorization is required
If you have a hospital stay "00™M) ‘ | ,
Physician/surgeon fee  [20% coinsurance |40% coinsurance None
If you need behavioral 20% coinsurance for mental : :
health services (mental  Outpatient services 120% coinsurance health; 40% coinsurance for Your cost shae may be difiscent for senides
: performed in an office setting
‘[health and substance use - [ B substance use disorder . .
disorder) Inpatient services 120% coinsurance '40% coinsurance Preauthorization is required.

Maternity care may include tests and services

Prenalal No Charge; described elsewhere in the SBC (i.e. ultrasound)

. . deductible does not apply Prenatal: 40% coinsurance i !
Offics visits Postnalal No Charge; Postnatal: 40% coinsurance amr;d (lepelendg (?S?ergﬁnwp:o?::;?s| —-C?g': share
- deductible does not apply reter?!?vg. servf PRl
If you are pregnant . o . PIEVENTve SEIVIes,
— i |
Childbirtdelkvery i20% coinsurance 40% coinsurance : None

professional services
Childbirth/delivery facility

= = !20% coinsurance 40% coinsurance ‘None
|services | e ‘ s e | .
fl—!ome health care ‘20% ceinsurance 520% coinsurance Physician certification required. il
, | [Physical, Speech and Occupational Therapy is
N ) ” o, ot ki . ; e
Ilfyou need help recovering Rehabilitation services ‘ 20% coinsurance 40% coinsurance I:mtleg toa Cocmlbmid maximum of 60 visits per
or have other special health . ! IEIDEY, Porcaiancar yoor
needs lNot covered for Applied Not covered for Applied Behavior
Behavior Analysis; Not Analysis; Not covered for

‘Habilitation services None

\covered for Physical, Speech |Physical, Speech and
_and_ Occupational Therapy | Occupational Therapy ) .




SO You W+ Limitations, Exceptions, & Other Important
Common Medical Event Services You May Need In-Network Provider Out-of-Network Provider ' ' ptions, p

Information

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

| o | . . o
Skilled nursing care 120% coinsurance 20% coinsurance Preauthorization is required. Limited to 120 days

| e per member per calendar year
. ! & b

| _ \Excludes bath, exercise and deluxe equipment
i20% 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.

Inot apply apply
If your child needs dental or Children's eye exam INot covered Not covered None
eye care | . i ‘ -
Eor e difaamalion o Children’s glasses [Not covered | Not covered None
\pediatric vision or dental, |
«contact your plan Children's dental check- |

\adiinishraior up iNot covered Not covered None
{

50f9



Excluded Services & Other Covered Services:

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

* Acupunclure treatment » Infertility freatment * Routine foot care
« Cosmetic surgery + Long ferm care e 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.)

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

e Chiropractic care S g P g DA R e 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 qov/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.qov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete
information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact Blue Cross®and
Blue Shield® of Michigan by calling the number on the back of your BCBSM 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| 48309-7720 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 sifuation, see the next section.
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About these Coverage Examples:

. This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
‘ . 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 gxcluded 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-netwark pre-natal care
and a hospital delivery)

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

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

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

Total Example Cost | $12,700

In this example, Peg would pay:
Cost Sharing

Deductibles | $1.500

Copayments _$10

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)

M The plan’s overall deductible $1,500
B Specialist copayment $40
B 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
Copaymenis $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)

H 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 (crufches)
Rehabilitation services (physical therapy)

Total Example Cost ~ $2,800
In this example, Mia would pay:

) Cost Sharing —
Deductibles $1,500
Copayments | $90
Coinsurance _ $70

What isn't covered
Limits or exclusions | %0
The total Mia would pay is | $1,660

if you are also covered by an account-type plan such as an integrated health flexible spending arrangement (FSA), health reimbursement arrangement
(HRA), 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
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
B77-469-2583, 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
€n su idioma sin costo alguno. Para hablar con un
intérprete, llame al nimero telefénico de Servicio al
cliente, que aparece en la parte trasera de su tarjeta, o
B877-469-2583, TTY: 711 s usted todavia no es un
miembro,
Aol st dialagsetes bl peas yical oy
R CEPICTIR N L VPPIEL JEP P R PSS I S S O |
Pty jla L 3ga gl e chanll Rasis 2 Joad pa ia B nail]
el S it 501 B77-469-2583 TTY: 711 &by
NRE RBCETRHNAHER RELYH SHEH
SRUENHBIEBIRDONL. EAN—OHTA
WREEHRNEONFFERRE DRORTERA
. AR 877-469-2583 TTY. 711,
srtBum Lok poum ¢ L ololesm mBa 48 W o ok
haslyecne hiem o obulas hood _ asalburd | ahue
Lo | ete rdisan 1o v me wceiesd el ot L aseiils
v e caaokts oo i ety les _anlh
remien | ekl o | B77-469-2583 TTY:711
NéEu quy vi, hay ngudri ma quy vi dang giop 48, c3n trg
gHUp, quy vi s& co quydn duoc gilp va cb thém thang tin
bing ngén ng¥ cia minh mién phi. D& ndi chuyén vai mét
thdng dich vién, xin goi s& Dich vu Khéich hang ¢ mjt sau
thé cla quy vi, hodc 877-463-2583, TTY: 711 néu quy vi
chura phai 13 mét thanh vién.
Neése ju, ose dikush gé& po ndimoni, ka nevoje pér
asistence, keni té drejté té& mermi ndihmé dhe informacion
falas n& gjuhén tuaj. Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit né anén e pasme
te kartes tuaj, ose 877-463-2583, TTY: 711 nése nuk jeni
ende n)é anétar.

ober Mo = ST B2 A= NEOI TR0
EQON A= 8D AR ASA AN HIB
FE U0 HE 4 A= A ASLICH SEAS
atlai™ HMatel 1 Hoo) = D2 HHl-~
SHAE EABALL 00 B0l ol B2
B77469-2583, TTY: 7112 HESLUNL

AP SR, A A FACH 37 I, T
AT TF, SR FTHIE S FFRE AT 3 B
THATTE FHFTH FTA A (FHR] AT (TSP 500
TN TS, FHE IHGA (T4 (7] TEF FIHS] T
T FFS U 877-469-2583, TTY: 711 If6 Sramwiey wpfR
ST =1 5 SEFA |

Jeili Ty lub osoba, ktére] pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatnej informacji | pomocy
we wiasnym jezyku. Aby porozmawiac z tlumaczem,
zadzwori pod numer dziatu obstugi kilenta, wskazanym na
odwrocie Twolej karty lub pod numer 877-469-2583,

TTY: 711, jetell jeszcze nie masz czlonkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstiitzung
bendtigt, haben Sle das Recht, kostenlose Hiife und
Informationen in lhrer Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Rickseite Ihrer Karte an oder
B77-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.
5e tu o 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. FLEEEROBOBYDATEHRELE
EENIHATIRMHACEVLELE-S, CREDE
THHR—FERIF-Y. RREAFLEYTIZ &N
TEET. HEIMDYELA, AREEETh I
BREFLON—FOBRBBREA-HRET—H
—EAOREHS (A L —THLAR

877-469-2583, TTY: M) FTHRE H &L,

Ecom pan B1H TV, KOTOPONY BM NOMOTaeTe, HyAHA
DNOMOIIS, TO Bh HMEETE NPABO HA GECIUIATHOS NOTY4eHHe
nouowH B EEGOPMAINH Ra Bamew 3ske |18 pasrosopa
€ OEPCEOTHEOM NOIBOHNTE N0 HOMEPY TeaedoHa 0Tae1a
OGCTVAHBINIE KIHEHTOB, VEAIIHHOMY Ha 0OpaTHO#
CTOpOHE BaeR KapThl. HIH N0 )

877-469-2583, TTY 711, eC ¥ Bac HeT TICHCTEA.

Ukoliko Vama ili nekome kome Vi pomaiete treba pomoc,
imate pravo da besplatno dobijete pomo¢ | informacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
broj kerisnicke slulbe sa radnje strane kartice ili
877-469-2583, TTY: 711 ako ved niste clan.

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

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

Important disclosure
Blue Cross Blue Shield of Michigan and 8lue 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 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 mall, fax, or email
with: Office of Civil Rights Coardinator,
600 E. Lafayette Bivd., MC 1302, Detroit, M1 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
5 isf, or by mail,
phone, or email at: U.5. Department of Health & Human
Services, 200 Independence Ave, S.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
OCRComplaint@hhs.gov. Complaint forms are available at
http:/www hhs gov/ocr/office/file/index html.
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Blue Cross Blue Shield

Simply Blue PPO HSA ASC with Rx

(High Deductible Health Plan)




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



Note to ASC groups: Before completing this template, please

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

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

{ 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.bchsm.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

I ti Why this M :
mportant Questions TNGEgar | DutolNebimrk y this Matters

i ! o iGeneraily, you must pay all of the costs from providers up to the deductible amount before this
gﬁggg ?:rmlduall g’gggg ?;:r\,fillduali plan begins to pay. If you have other family members on the policy, the overall family
' y i y \deductible must be met before the plan begins to pay.

What is the overall 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 JBut a copayment or coinsurance may apply. For example, this plan covers certain preventive ‘

|you meet your deductible? before you meet your deductible. Iservices without cost-sharing and before you meet your deductible. See a list of covered
|preventive services at hitps:/www.healthcare gov/coverage/preventive-care-benefits/. ‘

|Are there other deductibles for  No.

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

fWhat is the out-of-pocket limit for ' | ‘ |

this plan? $3,000 Individuall ;56‘000 Individualf }The out-of-pocket limit is the most you could pay in a year for covered services. If you have
|(May include a coinsurance $6,000 Family 1$12,000 Family other family members in this plan, the overall family out-of-pocket limit must be met.
imaximum) 1

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

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

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

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

|Will you pay less if you use a
‘network provider?

Do you need a referral to see a

'specialist? - _Na. S onu can see the specialist yT choo_se \tait?jo_uta_referral.
Group Number 007000448-0047 SBC000006195971 2 of
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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

Primary care or Online

What You Will Pay

In-Network Provider
(You will pay the least)

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

Limitations, Exceptions, & Other Important

Information

visit to treat an injury or  |No Charge 20% coinsurance None
w illness ] | | - - =
If you visit a health care  Specialist visit :No Charge 120% coinsurance [None
provider's office or clinic —— You may have to pay for services that aren't
e preventive. Ask your provider if the services you
mion 1o Chisnge Not covered \need are preventive. Then check what your plan
will pay for.
g':ogféﬁ;%t e, INo Charge 20% coinsurance None
[If you have a test tl ina (CTIPET ! i '
P\TI:I%I)H 9 SCaNS: INo Charge '20% coinsurance May require preauthorization

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

lis available at

Generic or select
prescribed over-the-
counter drugs

Preferred brand-name
drugs

1$10 copay/prescription for
retail 30-day supply: $20
copay/prescription for retail or
\mail order 90-day supply

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

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

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

\Preauthorization, step therapy and quantity limits
\may apply to select drugs. Preventive drugs
icovered in full. 90-day supply not covered out of

. amount |

{www.bcbsm.comy/druglists ;:E’ :;d:ifi?:;zf,;;'p plfy i e
| pay iption for (1.

Non preferred brand- retail 30-day supply; $160 glj:fiﬁotwngikzg—g}g%% lphlgsaanrov ofl

name drugs copay/prescription for retail or 8 pp
. z amount

mail order 90-day supply

! Facility fee (e.qg.,
If you have outpatient ambulatory surgery No Charge 20% coinsurance None
!surgery center) - , el :
i Physician/surgeon fees  |No Charge 20% coinsurance None
| Emergencyroomcare  No Charge INo Charge None
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What You Will Pay
Common Medical Event Services You May Need In-Network Provider Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

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

;Emergency medical

|Postnatal: 20% coinsurance may apply. Cost sharing does not apply to certain
\maternity services considered fo be preventive.

\ ;
If you need immediate e iNO Charge \No Charge Mileage limits apply
medical attention n . 1 ; i R
| |Urgent care No Charge |20% coinsurance None
|
| Facilty fee (e.g., hospital No Charge 120% coinsurance Preauthonzatlon is required
If you have a hospital stay !f°°m) . | — |
[ HPhysicianlsurgeon fee ‘No Charge 120% coinsurance None
If you need mental health, fOutpatient services [No Charge iNo Charge INone
behavioral health, or ' | | . I
d :Inpazient services ‘No Charge 120% coinsurance |Preauthorization is required.
: \ - Maternity care may include services described
. Prenatal: No Charge;, ; B i : :
Office visits : deducible does not apply |Prenatal: 20% coinsurance «elsewhere in the SBC (i.e. tests) and cost share
\

Postnatal: No Charge

f

'ou are pregnant —— ’

b4 Childbirth/delivery ‘ a6zt :

: professional services ;No Charge E20 o coinsurance anne

, Childbirth/delivery facility —

| esrvices ‘ No Charge 520 o coinsurance :None

' iHome health care 1N0 Charge iNo Charge iPreauthorization is required.

| | \ , \Physical, Speech and Occupational Therapy is
\Rehabilitation services  No Charge |20% coinsurance limited to a combined maximum of 30 visits per
l | | |/member, per calendar year.

If you need help recovering IHabiIitglior] seivi@ ] ;_Not covered ENot covered |None

or have other special health " 7 Preauthonzatlon;requtred Limited o 90 days

. ys

Skilled nursing care i ——

needs |Sktl!ecl nursing care .No Charge l.’iki (ﬂwa_rge B per member per calendar year .
| ‘ |Excludes bath, exercise and deluxe eqmpment
\Durable medical ‘

| e No Charge ‘No Charge .and pornfori and convenience items. Prescription
SLeLTED e | — I | (I ~ Irequired. - -
Hospice services NNo Charge iNo Charge Preauthorization is required. Visit limits apply.

If your child needs dental or Children’s eye exam fANot covered ;Not covered _'_I‘ioE -

eye care Children’s glasses Not covered _iNot_cov_ereid_ None
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What You Will Pay

Limitations, Exceptions, & Other Important

Common Medical Event Services You May Need In-Network Provider Out-of-Network Provider :
: ; Information
(You will pay the least) (You will pay the most)
For more information on ‘ ‘ '
pediatric vision or dental, |, .. o
contact your plan ifh"dren 8 dant] gheck [Not covered INot covered None
administrator P l
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Excluded Services & Other Covered Services:

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

e Acupuncture treatment e |nfertility treatment s Routine foot care
o Cosmetic surgery e 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.)

e Bariatric surgery « Hearing aids e Private-duty nursing

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

e Coverage provided outside the United States.
See hitp:/lprovider.bcbs.com

» Non-emergency care when traveling outside the
us.
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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.qov or by
calling the number on the back of your BCBSM |D card. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare gov or call 1-800-318-2596.

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

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) Department of
Insurance and Financial Services, P. O. Box 30220, Lansing, MI 48909-7720 or http:/www michigan 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 manth, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet Minimum Value Standards? Yes

If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the 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 th_is@ might cover medical care. Your actual costs will be different

health plans. Please note these coverage examples are based on seff-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
M Specialist coinsurance 0%
B Hospital (facility) coinsurance 0%
M Other coinsurance 0%

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

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

Total Example Cost $12,700
In this example, Peg would pay:
B Cost Sharing
Deductibles | $2,000
Copayments . $30
Coinsurance | 50
What isn't covered )
Limits or exclusions _ $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
® Specialist coinsurance 0%
® Hospital (facility) coinsurance 0%
W 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 $2,000
Copayments $700
Cainsurance 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 gxcluded 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)

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

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

Diagnostic tests (x-ray)

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

Total Example Cost | $1900
In this example, Mia would pay:
Cost Sharing
Deductibles | $1,900
Copayments : $0
Cainsurance . S0
What isn't covered
Limits or exclusions : $0
The total Mia would pay is  $1,900
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ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language
If you, or 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
B877-469-2583, TTY: 711 if you are not already a member,
Sl usted, o alguien a quien usted estd ayudando, necesita
asistencis, tiene derecho a obtener ayuda e informacién
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al nimero telefénico de Servicio al
cliente, que aparece en la parte trasera de su tarjets, o
877-469-2583, TTY: 711 si usted todavia no es un
miembrao.
Sl e ldialagecld Al ass f cul a1y
A g il 5 ped e ey s Ll e sl
# Bl el e s pa gl e Dlaadl Lt 00 ol e ) Cisall
il 18 i 85013 .B77-469-2583 TTY:711 &
NRE SBEEERMAHR WERDH ZHAH
SRUENBEBIXDONL. EAN-IHRIA.
BREEHEFENEFERRE RO EFERA
. HHRRIE 877-469-2583, TTY: 711,
e Riem Lol o - ahotesm Ba oAS 10 ot ok Lo
halsane o . odulasy hosm L cacllud | ol
L _ate rdinn 4o e e n’h:-mnl-em% ey L asauls
e onnnisa o di s milon . amll
rtnien _okal en e B77-469-2583 TTY:711
Néu quy vi, hay ngudri ma quy vi dang gitp 48, can trg
EIUP, quy vi 58 c6 quyen dugce gilip va cd thém théng tin
bing ngdn ngit ca mink mién phi. D& nél chuyén véi mat
théng dich vién, xin goi 58 Dich vu Khich hang & mét sau
thé cda quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chira phai la mgt thanh vién.
Nése ju, ose dikush gé po ndihmoni, ka nevojé pér
asistence, keni té drejté té merrni ndihmé dhe informacion
falas né gjuhén tuaj. Pér té folur me nje pérkthyes,
telefononi numrin e Shérbimit te Klientit né& anén e pasme
1€ kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar,

oy B E= ASI B U= AEO| TR0
EQACH, o= SN I W A2 A2 UIB
RE AN €8 4 A= ST YSLICL BAAS
CHSH3toi D ASHe FI= o0l 2= 22 Ml
HB2 ABSIHLE 0101 1=l 0t B2
877-469-2583. TTY: 7112 EA&E AL

% FPEE, WA A FREA I0A AL AR
O T, ST AT SPIF (AR 7 @ By
THITTE FGFTH T ACO | (FHAT I (T3 T
T TG, AR FAGH (T6H (4T I TINS5
T T q0 877-469-2583. TTY: 711 Tf% FSTLHT Wpafay
SEHT S T AT

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

TTY: 711, jezeli jeszcze nie masz czionkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstiitzung
bendtigt, haben Sie das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache zu erhalten, Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Rickselte 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 informazioni
nella tua lingua gratuitamente, Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numero
Indicato sul retro della tua scheda o chiama il
877-469-2583, TTY: 711 se non sel ancora membro.

CEAR. FLEEEROBOBYOSTEHELE
EEhSATITHMAZEVLELES, CREOER
THR—FERIH-Y. MBEAFLAYTI LN
TEET. HEEMD Y ELA. BREEESZL DB
BREBLOI—FORBDBBEEZhIEHAZT—Y
—EAORERS (AL —THLAIR
8774692583, TTY: M) FTHBE 12 &L,
Ecmr ax BaH THITY, KOTOPOMY BB IOMOTaeTe, HyAHA
TOMOUTS, TO BBl HMECTE IPABO HA OECTLIATHOS NOTVICHHE
nomoms H HEGOPMaIHA Ha Bames saume 1% pazrosopa
€ DePEBOTTHROM NMOIBOHATE N0 HOMEpY TeaedoHA oTaeda
OOCTYAHBAHES KIHEHTOB, YEA3AHROMY Ha obparsol
Bamefl KAPTH., HTH N0 HOMEPY
877469-2583. TTY 711. ecam y BAC HeT WICHCTBA.

Ukoliko Vama ili nekome kome Vi pomaZete treba pomot,
imate pravo da besplatno dobijete pomoé | informacije na
svom jeziku, Da biste razgovarall sa prevediocem, pozovite
broj kerisnicke sluzbe sa zadnje strane kartice Ili
877-469-2583, TTY: 711 ako vet niste élan,

Kung ikaw, 0 ang iyong tinutulungan, ay nangangallangan
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 3y 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,
2ge, disability, or sex, Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary alds and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
Interpreters and information in other formats. if you need
these services, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 711 if you are not
already a member. If you believe that Blue Cross Blue
Shield of Michigan or Blue Care Network has failed to
provide services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex,
you can file a grievance in person, by mall, fax, or emall
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 avallable at
https://ocrportal.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:
OCRCol int@hhs.gov. C laint forms are lable at

W‘M‘ z;j m !!‘ .
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Health Alliance Plan




Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2021 - 12/31/2021
Coverage for: Individual + Family | Plan Type: ASO HMO

QD) | Aliance Health y soo00as 1 xrooz3s8 1 xwooo713

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 https://www healthcare. gov/sbe-glossary/ or call 1-800-422-4641 to request a copy.

Important Questions
What is the overall

Answers Why This Matters:

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

| deductible? = ) il

Are there services 3

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

your deductible? o = g s = SRR B

Are there other [

deductibles for specific | No. You don't have to meet deductibles for specific services.
services? I— — 7!77 - B

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

m’;&gm&%m %ﬁﬁfgﬁg—m 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.

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

Premiums, balance-billing charges, ‘
and health care this plan doesn't
cover. All other cost share | Even though you pay these expenses, they don't count toward the out-of-pocket limit.
accumulates unless otherwise |

specified in Plan Documents.

Will you pay less if you
use a network provider?

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

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

see a specialist?

providers. 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
Ho you need a refsrra) to Yes. ‘ selected services. Referrals or oral approvals are required in other instances. Further

information on the referral process can be found at www hap.org.
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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

Network Provider

(You will pay the
least)

Limitations, Exceptions, & Other Important
Information

Common

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

Medical Event Services You May Need

e B Primary care visit to treat an
| injury or illness - i —-MCD 2 — ’f‘?‘_cf_"e?‘f —|| i —— S __‘
| Specialist visit $40 Copa | Not Covered
PV o leviopey 0 |Notloveeed W 0 | o0 o b |
Toiehealin Vst | Telehealth: Through our contracted telehealth |
o " g $25 Copay ; : \
ther practitioner office visit | Chiropractic Visit: Not Not Covered services provider.
_ |Covered | ——
E ’ Coverage information available at
‘ www.hap.org. You may have to pay for
Preventive services that aren't preventive services. Ask
care/screening/immunization No.Cifaige Nof e your provider if the services needed are
preventive services. Then check what your
| oo T plan will pay for.
Diganostic test (xvay, blood | No Charge Not Covered Some services require preautharization
lfyouhaveatest " = o | Il |
' | , :,VT;%TQ (CT/PET scans, | No Charge Not Covered Services require preauthorization
o | e o= ——— = =l - - e == I el S
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Common

Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the
least)

$20 Copay /

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

(You will pay the most)

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

Fricand Gengrio Arugs ; preseription (retail) ot overed order pharmacy. Other exclusions &
limitations may apply. Applies to all Generic
| | AN | S— | and Brand type drugs. S—
. $20 Copay / ' |
Non-pjefened Generic drugs prescription (retail) ! Not Covered 1
| $40 Copay /
ﬁeﬁerred Brandidijgsi | prescription (retail) fo& ] | ee——— |
$60 Copay / . [ [
7Noin-|3 r?f?freid Brand d’ﬂgs prescription (refail) | Not Covered || i it ekl iy o |
‘ | All specialty drugs are limited to a 30-day
supply at a specialty pharmacy only. Certain
‘ | specially drugs may be approved for 60 or 90
Profertoc Stasiailidnids $60 Copay / Not Covered | days. In this case, if a Copay or max is [

prescription (retail)

Non-preferred Specialty
drugs

Facility fee (e.é.‘ ambulatory

| $60 Copay /

| prescription (retail)

Not Covered

| shown, You will pay 2 times that amount for a 1
supply up 1o 60 days, and 3 fimes that amount I

| for a supply of up to 90 days. Other

| exclusions & limitations may apply. '

surgery center(ASC)) No Chﬁe . - Not Covered ‘ Some services require preautharization.
Physician/surgeon fees | NoCharge | NotCovered I |
Emergency room care | $200 Copay | $200 Copay | Copay will be waived if admitted |
Emergency medical ‘ |
aishortation { No Ch:irg_e 7 .,Nf Fharge | Emergency fransport only
Urgent care | $50 Copay | $50 Copay | — |
mmtm“ﬁmpt@l i?;ril;y fee:(eug., hosphal No Charge Not Covered J‘ Some services require preauthorization.
Sty ‘Physician/surgeon fees . No Charge | Not Covered | B |
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Common
Medical Event

Services You May Need

What You Will Pay

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

Network Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

least)
Some services require preauthorization.
Not Covered Services can be accessed by calling 1-800-
e ¥ e . ek | 444-5755.
[ : - | Services require preauthorization. Services |
| Inpatient serwces_ B No Ch_arge_ ‘ Not Covered | e accgs sedpm 4445755, l
. Ofﬁce visits | $40Copay Not \ot Covered Prenatal covered under Preventive Services. |
Childbirth/delivery .
professional servfces JG i et Cowaied |
E::vl?:;gh"de"vew oty | No Charge Not Covered | Some services require greauthonzaho
Wit Baailh s . N n Charge Not Covered | | Does not include Rehabilitation Services;
e ||| S - e ——— Unlimited.
.Ea_bilitalion servEes | No_C?arge | 7Nol Covered ms?ifsb;erret? g:;ﬁ? pﬁn%%@ﬁm B0 cotpblned
: Limited to Applied Behavior Analysis (ABA) |
. and Physical, Speech, and Occupational
Therapy services associated with the
Habilitation services No Charge Not Covered treatment of Autism Spectrum Disorders
through age 18. Covered for authorized
services only. See Outpatient Mental Health
- e ] —| o | 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
| e of nonconfinement.
Durable medical equipment | No Charge | NotCovered | Covered for approved equipment only \
Hospice services | NoCharge | Not Covered | Up to 210 days per lifetime.
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What You Will Pay

Network Provider

(You will pay the
least)

Common

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

Medical Event Services You May Need

Limitations, Exceptions, & Other Important
Information

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

Children's eye exam $40 Copay | Not Covered
|
Children's glasses No Charge Not Covered
\
|

Children's dental check-up | NotCovered | Not Covered

—

| Glasses or contacts for adults and children

| are covered once during each 12-month

| consecutive period. Detailed information

| regarding coverage of lenses and Collection
| frames can be found in your policy or plan

|
| documents.
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Excluded Services & Other Covered Services:

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

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

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

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

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 1-800-422-464 1 you may also contact your state insurance department, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272
or www.dol.gov/ebsa/healthreform, or the U.S. Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
hiip://www cciio.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.qov or call 1-800-318- 2596.

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

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

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

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

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

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

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

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.

(In-network emergency room visit and

follow up care)

M The plan's overall deductible $0 M The plan's overall deductible $0 ™ The plan’s overall deductible $0
B Specialist copayment $40 = Specialist copayment $40 m Specialist copayment $40
M Hospital (facility) $0 M Hospital (facility) $0 ™ Hospital (facility) $0
M 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 {ests (ultrasounds and blood work) Prescription druas Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)
Total Example Cost | $12,700 Total Example Cost | $5600 Total Example Cost | $2,800
In this example, Peg would pay: _ Inthis example, Joe would pay: In this example, Mia would pay:
ol i Cost Sharing * Cost Sharing _ Cost Sharing
Deductibles 80 Deductibles | $0 Deductbles $0
Copayments B $10 Copayments | $%44 Copayments $325
Cainsurance | $0 Coinsurance | $0 Coinsurance - $0
What isn't covered pas What isn't covered e What isn't covered
Limits or exclusions — 861 Limitsorexclusions | §22 Limits or exclusions o 50
Thetotal Pegwouldpayis | $71  The total Joe would pay is | $966  The total Mia would pay is $325

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

7of8



m ~Language Assistance

We want you to easily get the information you need. To request assistance in a language other than English, call (800) 422-4641 (TTY: 711).
VINI RE: Nése flism shqip. ju ofrohen shérbime ndihme gjuhésore falas. Telefononi numein (800) 422-4641 ose TTY: 711
T1L s geadt N aais 41 (800) 4224641 a8 o el Uina & galll Bio Lodi Zileca wll 8.0 Wi s pall Aalll Zuanm Za 13 1hps
A [ S J027] ST F7 T, ST TIACTH TR0 AT ST S SHH] (800) 422-4641 FVTTY: 711 TR F S|
EE AR ERYMT O SRR WIS A SRR - SR (800) 422-4641 B TTY Ml /S EE 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 |'italiano. sono disponibili servizi di assistenza linguistica gramiti.
Chiamare il numero (800) 422-4641 (TTY: 711).

EERA: BRBEZEINIBE. BHOBEXRECHAVVEETET. (300)422-4641 £T. BBEICTTEE(EE L,

TTY a—4—ik 711 FETCTARLEEL,

Fol: BT & AR SAE B, FE Ao} AU AL E o] 884 & 2AE110} 800-422-4641 M EE TTY: 711 o2 e FHA L.
UWAGA: jezeli méwisz po polsku. mozesz skorzystaé z bezplatnej pomocy jezykowej. Zadzwon pod numer (§00) 422-4641 lub TTY: 711.

BHIIMAHIE! Ecan sam poasoft A3BIK pYCCKINL. BAM MOTYT OBITB MPEIOCTABICHE! SECLIATHBIE nepesoIseckae yoIyrn. Odpamatitecs mo Honepy
(800) 422-4641 (TedeTaiim: 711).

NAPOMENA: Ako govorite hrvatski‘sipski. dostupna Vam je besplatna podiska na Vadem jeziku. Kontaktirajte (800) 422-4641 ili tekstualni telefon
za osobe oiteéena sluba: 711

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

(800) 422-rcizsmn Ls Huian rsls huinh hie o odulas L ohu o ciiah A iiaend maa) ml  abusarnd a L ohwrd L ¢ Iimat
JITY: 711 AL are 4641

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

CHU Y: Néu quy vi néi tiéng Viét. ching 181 ¢6 cic dich vu hd g ngén ngit mién phi danh cho quy vi. Hay 20i (800) 422-4641 hode TTY: 711.
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Appendix B

Post November 1, 2013 Retiree Benefits




Blue Care Network

(Post November 1, 2013 Retirees)




I BIueCare
VAQ @ of Michigan CLSSLG

e e s S s Macomb Co Employees - Hard Cap-Retired Coverage Period: Beginning on or after 1/1/2020
Summary of Beneﬁls and Coverage What this Plan Covers & What it Costs Coverage for: All Plan Types Plan Type: TPA

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
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, coinsurance, copayment, deductible, provider, or other underfined terms see the
Glossary. You can view the Glossary at https://www.healthcare gov/sbc-glossary or call 800-662-6667 to request a copy.

Important Questions Answers: Member / Family Why This Matters:

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

! — |
' i No
i‘:;é?ﬁfi::vh;g“g‘% s |You don't have to meet deductibles for specific services.

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

\What is the out-of-pocket limit
for this plan? $6.350/$12,700

. - s . C i iti i - ( o
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

e ; other family members in this plan, they have to meet their own out-of-pocket limits until the
of-pocket lini? HcI Gt 5 plas dos ik Cow overall family out-of-pocket limit has been met.

This plan uses a provider network. You will pay less if you use a provider in the plan's
‘W'II you pay less if you use a Yes. See www.bcbsmcomorcallthe  |network. You will pay the most if you use an out-of-network provider, and you might receive a

network provider? \phone number on the back of your ID blll from a provider for the difference between the provider's charge and what your plan pays
provider card for a list of network providers. \(balance bi iling). Be aware, your network provider mlght use an out-of-network provider for

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

Do you need a referral to see a Nes This plan will pay some or all of the costs to see a specialist for covered services but only if

‘'specialist? you have a referral before you see the specialist.
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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

hCﬂc;r;;r;?r:E o Services You May Need A Oml'::g :Zt::ork Limitations, Exclﬁ;};l:::t,i g‘nomer Important
(You will pay the least) (You will pay the most)
Isr".[rl';fgscare or Online visi {0 reat an 1Y |24 copayvisi Not covered $20 copay for online visits.
{
Requires referral. No charge for allergy .
injections, allergy office visit and testing /30 |

' o Specialist visit $30 copay/visit |Not covered ‘combined visits for spinal manipulations
|
If you visit a health care ‘ ' performed by a chiropractor or osteopathic
\provider’s office or clinic physician

| 1 1

\ ! 'You may have to pay for services that aren't
' : o - 1 \preventive. Ask your provider if the services
. Preventive care/screening/immunization ~ No charge Not covered 'you need are preventive. Then check what
! o = B - - - your plan will pay for.
i ' G . ‘ | 'May require preauthorization / No charge for
b ot Diagnostic test (x-ray, blood work) JNo charge INot coveireq 7 [ ab services
. Imaging (CT/PET scans, MRIs) ~ Nocharge  Not covered Requires preauthorization
| Tier 1 - Mostly Generics ;$10 copay/30 days !Not covered Preauthorization & step-therapy apply to select
If you need drugs totreat . - _ ' ' ‘drugs.
your illness or condition Tier 2 - Preferred Brand = : _\§5_25__ucg 2y/30 days ‘Not covered -50% coinsurance for sexual dysfunction drugs.
More information about | | Effective 1/1/2013 Tier 1 contraceptives are
prescription drug - Non- pay | covered in ul
e s Tier 3 - Non-Preferred Brand $50 copay’30 days Not covered Sy S
\www.bebsm com/customdr | o | standard retail copays.
uglist i i i ‘
| 1Sgeciatt1 drugs ;:prgld copays listed above | Not covered Limited to a 30 day supply

; ' i May require preauthorization/50% coinsurance
If you have outpatient  Facility fee (e.g., ambulatory surgery center) ‘No charge |Not covered for TMJ, orthognathic surgery, reduction
surgery ‘. J | - mammoplasty, male mastectomy
, \Physicianfsurgeon fees - 'No charge 7 VINotoovered ‘See "Outpatient surgery facility fee"
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What You Will Pay

Common ; e Limitations, Exceptions, & Other Important
Medical Event SelIbes You May hiood Networ Provider St information
7 QWi Bayihs fesst) (You will pay the most)
‘ Emergency room care - iSiﬁU copayist  $100 copayivisit \Copay waived if admitted
If you need immediate ; 1 | ‘ Non-emergent transport is covered when
i wisdeal sttarfion Emergency medical transportation No charge No charg - ~ preauthorized — S
Urgent care - 830 copayvisit _ 530copayivist  |None
| Preauthorization is required. 50% coinsurance 1\
I you have a hospital Facility fee (e.g., hospital room) No charge Not covered |for TMJ, orthognathic surgery, reduction
stay ! . 7 | 'mammoplasty, male mastectomy
, !Physician/surgeon fee No charge Not covered See "Hospital Stay facility fee"
If you need mental .[Outpa!ient services No Charge Not covered Preauthorization is required J
|health, behavioral health, h |
or substance use Inpatient services No Charge Not covered Preauthorization is required
disorder services | I— S | St | ——
5 Postnatal and non-routine prenatal office
!Ofﬁce visits ‘No charge Not covered visits-$20 copa
i you are pregnant |Childbirm/deli\[eryrprofess§onal services  No charge [Not covered iNone
|Childbirth/delivery facility services ~ |No charge |Not covered None
e Requires preauthorization. Custodial care not
Home health care ) $30 copay/visit .Not covered covered.
‘ Requires preauthorization/ One period of
treatment for any combination of therapies
If you need help ‘Rehabililaﬁon services 1$30 copay/visit Not covered \wi!_hin 60 con_secutjve dasfs per medical
recovering or have other | leglsode. Subject to meaningful improvement
‘special health needs | S | within 60 days. =
ABA - $20 copay per visit. ‘ . .
i , £t PT/OT/ST for autism spectrum disorder has
Habilitation services ﬁ:’T.(; 5:%Q;Ty per visit for Not covered unlimited visits. Requires preauthorization.
. [ | '
|Ski|lad nursing care ) Nocharge |Not covered | }quu ires preauthorization/Limited to 730 days |
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What You Will Pay

S Limitations, Exceptions, & Other Important
Network Provider Qut-of Ngtwork Information
(You will the least) RIDYIa

pay (You will pay the most)

} | iRequ'ues preauthorization and must be
; . . ‘ \obtained from a BCN supplier. Convenience
Durable medical equipment No charge NNot covered ia“ diocinibit Woims Aot coveiid. Didkielc
| ‘ supplies covered in full

Common ;
Medical Event Services You May Need

. : ‘ |Inpatient care requires preauthorization.
Hogolon senvicas [0'_5 e . Jﬂo Chargeﬁ E— ‘Notiovemd - !Housekeeping and custodial care not covered.
iCh ildren’s eye exam Not covered [Not covered \Contact benefit administrator for coverage.
If your child needs PRTEETT ' T i = :
dental or eye care |Ch ildren’s glasses |Not covered [Not covered \Contact benefit administrator for coverage.
d ~ |Children’s dental check-up Not covered Not covered |Contact benefit administrator for coverage.

4 0f8



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.)

s Acupuncture (if prescribed for rehabilitation + Long-term care ¢ Routine foot care
purpases} = Non-emergency care when traveling outside the o Weight loss programs

« Cosmetic surgery u.s. « Hearing Akis

* Dental Care (Adult) e 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
o Chiropractic care

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

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

You do not need prior authorization from Blue Care Network Plan or from any other person (including a primary care provider) in order to obtain
access 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.
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Your Rights to Continue Coverage:

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

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information about
your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit 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, M 48086 or fax. 1-866-522-7345. For state of Michigan assistance contact the Department of Insurance and Financial Services, Office of General
Counsel-Appeals Section, 530 W. Allegan Street, 7t Floor, P. O. Box 30220, Lansing, Ml 48909-7720, htip://www.michiaan.gov/difs; call 1-877-999-6442 or fax: 517-284-
8838,

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

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

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

Does this Plan Meet the Minimum Value Standard? Yes

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

Translation available
To get help reading in your language call the customer service number on the back of your ID card

To see excamples of how this plan might cover costs for a sample medical situation, see the wext page.
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This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different

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

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

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

Peg is Having a Baby

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

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

Copayments $800

Coinsurance $0

What isn'tcovered
Limits or exclusions $60
The total Joe would pay is $860

Mia's Simple Fracture

(in-network emergency room visit and

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

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

) _ Cost Sharing

Deductibles §0

Copayments | $200

Coinsurance _ $0

What isnt 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 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 nimero telefdnico de Servicio al
cliente, que aparece en la parte trasera de su tarjets, o
B77-463-2583, TTY: 711 sl usted todavia no esun
miembro.
Al el ialayae s Al aas sl Sl
A o Rl el el i L) e peaalt
Pl gk e sl cDlaall Lo gy L e e Jcnadll
bl 1€ i 1 8774692583 TTY:711 s
NRe RPCEERMNHE. RENUYH. SHUH
SRLUENHZEVIIRPNA. FAN—-GBIA.
BEGECHERENEFERRE NRSIFRER
. IRRWIE 8774692583 TTY. 711,
cefBicm ol pane ¢ _oloicem nBa A8 3 g ahurd | f
~Reaisecne whiim L sdulasy Ranm . asalbued (o
Lo | ate cndoan thon aw ni el ot iy L ascurls
e onaahn o b Ao ity o __atuli
wemie . odul e _ < B77-469-2583 TTY:711
Né&u quy vi, hay ngudi ma quy vi dang giup 48, can trg
giup, quy vi 58 cé quyBn dirgc gilip v c6 thém théng tin
bing ngén ngl¥ cia minh mién phi. D& néi chuyén véi mat
théng dich vién, xin goi s& Dich vu Khach hang & mit sau
thé cla quy vi, ho3c 877-469-2583, TTY: 711 néu quy vi
chufa phal la mét thanh vién.
Neése ju, ose dikush gé po ndihmoni, ka nevojé pér
asistence, keni té drejté té merrni ndihmé dhe informacion
falas ne gjuhén tua). Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit te Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 né&se nuk jen|
ende njé anétar,

Biep A3t = F32 51 A= ARl TR0
RIS ABt= RN Z2E A HHZ HIR
e 20 28 5 A= LT ASLICL B2 0}
Chetated™ F8l2 F1E WU 2= D2 HHl
HIZ S 010l F0| ot B
877-469-2583. TTY: 7112 HE5A AL

% ST, AT AT A A7 ST, TR
ACAFS T, TR0 FTHIE SPI AP S 3
TISTT FHFTH R TS | (FA AF5 (6 A 51
T IS, AT PG (&l (G371 755 T3] THE
T S 2] 877-469-2583, TTY: 711 I Srapnst JefE
ST A T YR |

Jedli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskanla bezptatnej informacji | pomocy
we whasnym jezyku. Aby porozmawiac z tumaczem,
zadzwori pod numer dziatu obstugi klienta, wskazanym na
odwrocie Twoje] karty lub pod numer 877-469-2583,

TTY: 711, jedeli jeszcze nie masz cztonkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstutzung
benotigt, haben Sie das Recht, kostenlose Hilfe und
Informationen in [hrer Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Riickseite threr Karte an oder
877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.
Se tu o qualcuno che stai aiutando avete bisogno di
assistenza, hal 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. FLEEEROBOEYDATEERELE
EENSAFTORMMCZVELLS, CRALZDEE
THHR—PERTY. MEEAFLEYTHO &N
TEET. HEIMD Y ELA. BREEESH DB
BREFLON— FORT-BBREINE-HAFIT—H
—EADRBERS (4 —TRLAR

877469-2583, TTY: TIN FTHME2& 1,

Ecm san s JHITY, KOTOPOMY BB IOMOT3ETE, Hy&HA
TOMOITE, TO BEl HMECTE NIPABO HA GeCILIATHOE NOMyeHHe
noMomH A HEGOPMAIIH Ha Bamex f3sme. [1% pasrosopa
€ mepeBOTIHRON OIBOHNTE TI0 HOMEPY Tere(oRa OTAeTa
OGCTYAHBAHAS KTHCHTOB, YEAJAHHOMY Ha obpaTHoft
CTOPOHE Balell KapTs!, iLTH 10 HOMEPY

877-469-2583. TTY: 711, ecmit y Bac HeT LICHCTBA,

Ukoliko Vama ili nekome kome Vi pomaiete treba pomaé,
imate pravo da besplatno dobijete pomo¢ | informacije na
svom jeziku. Da biste razgovarall sa prevodiocem, pozovite
broj korisnitke sluZbe sa zadnje strane kartice ili
B77-469-2583, TTY: 711 ako ved niste clan.

Kung Ikaw, o0 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
back of your card, or 877-469-2583, TTY: 711 If you are not
already a member. If you believe that Blue Cross Biue
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, 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.5.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at
v or by mail,
phone, or email at: U.S. Department of Health & Human
Services, 200 Independence Ave, S.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
OCRComplaint@hhs.gov. Complaint forms are available at
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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
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 https://www.healthcare.gov/sbc-glossary or call the number on the back of your BCBSM ID card to request a copy.
Answers

| rtant ion Why thi :
e Shoation In-Network | Out-of-Network y.this Matiers
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.

What is the overall 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/.

Are there other deductibles for  |No.
specific services?

What is the out-of-pocket limit f:r -

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

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/ | . . i e .

- . : D ; 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 1$25,400 Family overal famsilly ik ofnaskat Tt has b{aen st 2
maximum) ' ' :

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

What is not included in the out-of-

=
Bekel il - \plan doesn’t cover. - -
This plan uses a provider network. You will pay less if you use a provider in the plan's ‘
Wilivod bevlass Vol e 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
you pay 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

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 see a
specialist?

No. ‘You can see the specialist you choose without a referral.

Group Number 007000448-0056 SBC000017925282 20f9



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

IS VOU WERE Y Limitations, Exceptions, & Other Important

Common Medical Event Services You May Need In-Network Provider Out-of-Network Provider

(You will pay the least) (You will pay the most) oo
Primary care visit to treat 540 copay/office visit; i actisininos one
an injury or iliness 'deductible does not apply P
|~ 84D senauidelt dediidiis o o o ] o o B
‘Specialist visit ¥4 copay/visi; deductible 40% coinsurance None

If you visit a health care does not apply

|
|
|

Pprovider’s office or clinic R | You may have to pay for services that aren't
‘ afvioninnl No Charge; deductible does Kot codrea \preventive. Ask your provider if the services
srreelils ‘not apply | needed are preventive. Then check what your plan
| immunization - >
' will pay for.
INi : . ‘
Elfo;(:\?gri)t%t ey, !20% coinsurance ‘40% coinsurance ‘None
If you have a test [i_ e CT/E_ . —f— S —_— B A
| ;I\TF?Igsl)ng ( SCaNS, 1909% coinsurance 140% coinsurance 'May require preauthorization
\ '$7 copay/prescription for retail |
‘Generic or select :30-day supply; $14 j;n&(!\jiﬁéwnglrkzg—?/p%}l trl)wlgsaanrove d
\prescribed over-the- ‘copay/prescription for retail or ;amount' ds du::tible doezpnot
\counter drugs imail order 90-day supply; ool e
If you need drugs to treat -  deductible does notapply | %PPY : . |
your illness or condition 1$35 copay/prescription for [ T — olus an Preauthorization, step therapy and quantity limits

retail 30-day supply; $70
copay/prescription for retail or

More information about

prescription drug coverage Igrrsfe;rred g e

is available at 9 mail order 90-day supply;

www.bcbsm.com/druglists | deductible does not apply

' $70 copay/prescription for

| Nonpreferred brand-name retail 30-day s ply; $14O.
copay/prescription for retail or

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

‘additional 25% of the approved
‘amount; deductible does not

apply

‘In-Network copay plus an
‘additional 25% of the approved

| drugs imail order 90-day supply; }:mciunt; deductible does not |
' ‘ 'deductible does not apply } PPy

= | [ .
ilf you have outpatient Faciliy fe6 (6.,

0, 1 0 .
surgery ‘ambulatory surgery 20% coinsurance ‘40 % coinsurance None

center)
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Common Medical Event

Services You May Need

\Physician/surgeon fees 20% coinsurance

What You Will Pay

In-Network Provider
(You will pay the least)

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

140% coinsurance

Limitations, Exceptions, & Other Important
Information

(None

|
' \
‘ ‘Emergency room care

If you need immediate [Emergency medical
medical attention ! transportation

| Urgent care

$250 copay/visit: deductible

~ |does not apply

20% coinsurance

1$40 copayMvisit: deductible
\does not apply

|$250 copay/visit; deductible does|Copay waived if admitted or for an accidental

\not apply

120% coinsurance

40% coinsurance

injury.

Mileage limits apply

‘None

room)

If you have a hospital stay

\Physician/surgeon fee

‘ ‘Facility fee (e.g., hospital

20% coinsurance

;20% coinsurance

40% coinsurance

40% coinsurance

\
jPreauthorization is required

‘None

If you need behavioral

'20% coinsurance for mental

'Your cost share may be different for services

health services (mental ‘Outpatient services 20% coinsurance health; 40% coinsurance for lnesstarmen i aniofics setin

health and substance use ‘7 o . _substance use disorder P o - — .

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

[ i i : .

‘ | , _ 'Maternity care may include tests and services
Prenatgl. No Charge; s SO st described elsewhere in the SBC (i.e. ultrasound)

‘ Office visits |deductible does notapply Prenatal: 40% coinsurance and depending on the type of services cost share

\ ' \Postnatal: No Charge; Postnatal: 40% coinsurance g > WP e

| \deductible does not apply 'may apply. Cost sharing does not apply for
et

If you are pregnant .
| Childbirth/delivery
Pprofessional services

services

| Childbirth/delivery facility

iZO% coinsurance

120% coinsurance

preventive services.

\ :
}40% coinsurance

40% coinsurance

‘None

‘None

. Home health care
| I

|Rehabilitation services

If you need help recovering
or have other special health — -
needs

Habilitation services

120% coinsurance

'20% coinsurance

Physicign ceniﬂgat[on required.

20% coinsurance

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

i40% coinsurance

'Not covered for A_\;)plied Behavior |

‘Analysis; Not covered for
Physical, Speech and

|Occupational Therapy

'Physical, Speech and Occupational Therapy is
limited to a combined maximum of 60 visits per
membe_r, per calendaf year.

|
'None
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What You Will Pay Limitations, Exceptions, & Other Important
Common Medical Event ' Services You May Need In-Network Provider Out-of-Network Provider e Rt S

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

|
’Skl”ﬁ‘d nursing care 120% coinsurance 120% coinsurance uPreauthonzauon Is required. Limited to 120 days
— ; — _ | - |per member per calendar year

! Dbl medival : ‘ [Excludes bath, exercise and deluxe equnpment

0 i 200 i

equinment 20% coinsurance '20% coinsurance ?Q;uﬁc;z\fon and convenience items. Prescription

\ iHospice services ‘NO Charge deductble does .NO Charge; deductible does not Physician certification required. Visit limits apply.
| not apply apply

‘If your child needs dental or'Chlldren s eye exam |Not covered Not covered None
eye care | i Tpe—— . ) =1 S - - o
Cor o iniralian:on :Chlldren_s glasses  |Not covered _ Not covered 7 \None ) -
Ipediatric vision or dental, ‘ |
‘contact your plan \Children’s dental check- [ Ep— INot 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 Acupuncture treatment e Hearing aids e Routine eye care (Adult)
o Cosmetic surgery o |[nfertility treatment e Routine foot care
e Dental care (Adult) e long term care o Weight loss programs

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

» Bariatric surgery e Coverage provided outside the United States. e Private-duty nursing

«  Chiropractic care See http://provider.bcbs.com

e 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:

@ 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)

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

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 - $1,500

Copayments f $10

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)

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

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (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)

M The plan’s overall deductible $1,500
W Specialist copayment $40
® 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 estd ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacion
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al nimero telefonico de Servicio al
cliente, que aparece en |a parte trasera de su tarjets, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
Aoalldhl Gl dats o bl JaT pads ol el 1)
AL A ) g Hly Ay el e ey s bl e el
o odliilay jods o oy palt e Slaall dans 2850 Ll an e ) iaal]
il 1€ i 85015 (877-469-2583 TTY:711 2
MRE URTEEMBIMESR WEEB) THER
RRLUEMSEBIRDNAL. EAD—UHEA.
HREENFEEMNEFEBEE  nREEFEER
. TEREIE 877-469-2583. TTY: 711,
R Lol panm ¢ oloteum o AR 3 o o adwrd |
houiiame Chum ___93\;1:9: “Hoom .__-:\.'-uaxh..r( —adre
AL | ato rdisan iden 4 i hoapal e, s asoasls
o moaanh®a rd ob di ety i _amlh
Emm L odul e e B77-469-2583 TTY:711
Néu quy vi, hay nguéi ma quy vi dang giup dd, can trg
gitp, quy vi s& ¢ quyén dwoc giup va cé thém théng tin
bing ngdn nglt cia minh mién phi. D& néi chuyén véi mat
théng dich vién, xin goi sd Dich vy Khach hang & mét sau
thé clia quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chwa phai 13 mot thanh vién,
Nése ju, ose dikush gé po ndihmoni, ka nevojé pér
asistencé, keni té drejté t& 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.

gtok Gt E= Aokt §1 U= A0l T~ 0]
EQSICIY, At =20 F28 AHot2 QUHZ HIE
24200/ €8 4 A= SO UASLICE ES AL
CHatated ™ A5k StE o0l A= D24 Myl
HSE ML 010] 310 Ot F
877-469-2583. TTY: 7112 HE5HA A| 2.

% JTE, T A ATEET FEtEa a9 SIE1. WA
TS 24, BT AT ST R STy 8 §9F

TS ATHFTE ATAE TG | (FNAT IF5 (TSR T
Y] IO, I FAET (V& (5377 AT TS TqEH
T FF 1 877-469-2583, TTY: 711 f%i Bramonsy asifsr
oS A1 T 4@ |

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

TTY: 711, jezeli jeszcze nie masz cztonkostwa.

Falis Sie oder jemand, dem Sie helfen, Unterstutzung
bendtigt, haben Sie das Recht, kostenlose Hilfe und
informationen in threr Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der 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, hal 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 chiamaiil
877-469-2583, TTY: 711 se non sei ancora membro.

CEA#R, FREEFHROSOEYOATHIERENE
EENBATIHMAMNZENWELES, CREDES
THR—FERIEY., MBEAFLEYTHIEN
T&EFET. HEEFIMDYELRA. BIREEESHh 2B
BEEFLON—FOREIIRBEShI-HRET—Y
—ERAOBEHES (A o\ —THWLAIZ

877-469-2583. TTY: 711) FTHEBEE 12 &L,

Ecom BaM HTH THITY. KOTOPOMY BEI IOMOTaeTe. HYAKHA
TOMOIIE, TO Bbl HMEETE NPABO HA OECIUIATHOE MOMyueHHe
NOMOIIH H HHGOPMALHHE Ha BameM s3ske. {12 pazrosopa
€ IepeBOTMHKOM NO3BOHHTE [0 HOMEpY Tesled)OHa oTaea
OOCTYANBAHHA KIHEHTOB. VEA3aHHOMY HA 0GpaTHOI
CTOPOHE BAIIeH KAPTEL HIH 10 HOMEPY

877-469-2583. TTY: 711. ec1 y Bac HEeT WICHCTBA.

Ukoliko Vama ili nekome kome Vi pomaZete treba pomo¢,
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 vel 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,

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

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary aids and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
interpreters and information in other formats. If you need
these services, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 711 if you are not
already a member. If you 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 Bivd., 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:
OCRComplaint@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& d01/01/2020
&m Ay s e Coverage for: Individual+Family | Plan Type: ASO HMO

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

Important Questions | Answers Why This Matters:

Whatis the %0 See the Common Medical Events chart below for your costs for services this plan

overall covers.

deductible?

Arethereservices

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
et 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

ﬁrﬁ_ 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 bil 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
z’osm';eegaw Yes. 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

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

(Youwillpaytheleast) |  (vouwill pa the most)

Primary care visit o treat an

s Visits are face-to-face, telephonic, or through
injury or iliness $20 copay per vist Not Covered secure electronic portal
Specialist visit $30 copay per visit Not Covered Nong——————
$20 PCP Other Practitioner
o ... copay per visit/ $30 Specialist Chiropractic Care and Acupuncture Not
Ifyou visi-t ahealth Other practitioner office visit Other Priciitioniarca g per Not Covered Covelzd
ca“;eicggawder‘sofﬂceor visit
% Coverage information available at
" " ; mm.hapﬁ:)r?' Ygtu may hta_we to pay fr.:rA :
reventive care services that aren't preventive services, As
screening/immunization NaLhige Not Covered your provider if the services needed are
preventive services. Then check what your
plan will pay for.
Diagnostic test (x-ray, blood
silisentet work) No Charge Not Covered Some services require preauthorization.
5‘;%;‘9 (CTIPET scans, No Charge Not Covered Services require preauthorization.
Retail: 30 day supply for non-maintenance
$15 =
_ m ription (retai) drugs at 1 copay; 90 day supply for eligible
Generic drugs NQE_E_M refered $15 Not Covered maintenance drugs at 2 copays; Mail Order.
Ifyou need drugs to S : 80 day supply for both eligible maintenance
treatyouriliness or o e and non-maintenance drugs at 2 copays.
Mow'rewh'%nma di ot Prefermed brand drugs $30 copay/prescription (retail) Not Covered
prescription drug Non-preferred brand drugs ~ $50 copay/prescription (retail) Not Covered
coverage is available Preferred $50
atwww.hap.arg copay/prescription (retail) : ;
; Specialty drugs not available at 90 day or
Specialty drugs Non-Preferred $50 Not Covered Ema%rgér._l

copay/prescription (retail)

Facility fee (e.g., ambulatory ‘ ) -
Ifyou have outpatient surgery center) No Charge Not Covered Some services require preauthorization.

geny Physician/surgeon fees No Charge Not Covered None--———




WhatYouWill Pay

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

_ (Youwillpaytheleast) |  (Youwill paythemost) |
Emergency room care $150 copay per visit $150 copay per visit Copay will be waived if admitted
Ifyou needimmediate Ememency medical

madicalisiteation Fomctiortion No Charge No Charge Emermency medical transportation Only
Urgent care $30 copay per visit $30 copay per visit None
Ifyou have ahospital ::::rlrl:;y fee (9., haspital No Charge Not Covered Some services require preauthorization .
stay Physician/surgeon fees No Charge Not Covered None
If you need mental * Services can be accessed by calling 1-800-
health, behavioral Qutpatient services $20 copay per visit Not Covered ¥y
ﬁﬂ, or ‘;mslance pa = 444-5755
e services
: i ** Services can be accessed by calling 1-
Inpatient services No Charge Not Covered 800-444-5755
Office visits $30 copay per visit Not Covered No Charge for Prenatal care
Childbirth/delivery
it bl professional services No Charge Not Covered None
grn\l’dg?ldelwew faciity No Charge Not Covered **Some services require preauthorization.
Home health care No Charge Not Covered None
Rehabilitation services No Charge Not Covered 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 seivices associated with the

If you need help Habilitation services No Chamge Not Covered treatment of Autism Spectrum Disorders

recoveringorhave through age 18. Services require

other specialhealth preauthorization. *See outpatient Mental

needs Health for ABA cost sharing amount.
Skilled nursing care No Charge Not Covered Covered for authorized services- Up to 730

days, renewable after 60 days
Coverage provided for approved equipment
Durable medical equipment  No Charge Not Covered based on HAP's guidelines. Some services
require preauthorization.
Hospice services No Charge Not Covered 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
- (Youwillpaytheleast) |  (Youwill paythemost) |
Children's eye exam $30 copay per visit Not Covered No Charge for one routine eye exam
Ifyourchild needs e o
dentaloreyecare Children's glasses Not Covered Not Covered None
‘ 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 senvices.)

Acupuncture Hearing Aids Private-Duty Nursing
Chiropractic Care Long-Term Care Routine Foot Care (Only when meets plan
guidelines)
Cosmetic Surgery Non-Emergency Care When Traveling Outside Vision Hardware (Unless additional rider
the U.S. purchased)

Dental Care (Adult)

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

Bariatric Surgery Routine Eye Care (Adult) Weight Loss Programs
Inf_etti,_':ty Treatment (Only when meets plan
guidelires)

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 aiso contact your state insurance department, the U.S. Department of Labor, Employee Benefits Security
Administration at 1-866-444-3272 or www.dol.gov/ebsahealthrefor, o the U.S. Department of Health and Human Services, Center for Consumer Information and
Insurance Oversight, at 1-877-267-2323 x61565 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
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal or a grievance for any reason to your plan. For more information about your rights, this notice or assistance,
contact the plan at 1-800-422-4641; you may also contact the Department of Insurance and Financial Services, Healthcare Appeals Section, Office of General
Counsel, 611 Ottawa, 3rd Floor, P.O. Box 30220, Lansing, M| 48909-7720, http://michigan.gov/difs; call 1-877-998-6442 or the Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol goviebsahealthreform. Additionally, a consumer assistance program can help you file your
appeal. Contact Michigan Health Insurance Consumer Assistance Program (HICAP), Michigan Department of Financial and Insurance Regulation, P.0.Box 30220,
Lansing, M1 48909, phone 1-877-999-6442, website: http://michigan.gov/difs or e-mail difs-HICAP@michigan.gov.



Does this plan provide Minimum Essential Coverage? Yes

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 pian might cover costs for a sample medical situation. see the next section

Macomb County Health Alliance Plans generally requires/allows the designation of a primary care provider. You have the right to designate
any primary care provider who participates in our network and who is available to accept you or your family members. Until vou 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 to obstetrical or gynecological care from a health care professional in our network who specializes in obstetrics or gyvnecology.
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 panticipating health care professionals who
specialize in obstetrics or gynecology. contact the Macomb County HRILR Department at (586) 469-3280.



Aboutthese 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

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.

PegisHavingaBaby

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

B Theplan's overall deductible $0
B Specialist copayment $30
M Hospital (facility) copayment $0

W Other coinsurance 0%
This EXAMPLE eventincludes 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 $12,800
Inthis example, Peg would pay:
Cost Sharing
Deductibles $0
Copayments $610
Coinsurance $0
What isn't covered
Limits or exclusions $60
The total Pegwould payis $670

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

B Theplan's overalldeductible $0
M Specialist copayment $30
B Hospital (facility) copayment 50

W 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 $0
Copayments $1,075
Coinsurance S0
What isn't covered
Limits or exclusions $55
The total Joe would pay is $1,130

Mia's Simple Fracture

(in-network emengency room visit and follow up

care)

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

supplies)

Diagnostic test (x-ray)

Durable medical equipment (crufches)

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 $90

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 ez 41 (800) 422-4641 5 s dail Vo0an Lg D 3ae el Cilana ol iy iy &l i 2 13) o
Tl

NG o e | A1 <& OrS T U IEAC A, OIS HE IO AT IR TN | G ueb |
(800)422-4641 41
TTY: 711 Am(-F e F |

R WUREMER M b, Eal bl % Bl s SRR, FHECE (800)422-4641 5% TTY HF 357
B 711,

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

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

ARBIH BFRBEZESINDEE. BHOEEZEBEZCHAWEETET, (800)422-4641 £ T,
PEEICTITEREEL, TITYA—Y—I1F 711 FTCTELKEZL,

FO|. B0l & AFESHA = 22, £ 8 A0 X| ¥ MH|AZ 0| 2814 4= ASLICH 800-422-464] ¥ E=
TTY: 711 B 2 eS| FTHA| 2.

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

BHUMAHME! Ecim Bai pojiHoii S36IK PYCCKHMIT, BAM MOIYT ObITh IPEIOCTABICHE! HecriaTHbie
nepesojyeckue yeayru. Obpauaiitecs no Homepy (800) 422-4641 (reneraiin: 711).

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

ATENCION: si habla espafiol, los servicios de asistencia de idiomas se encuentran disponibles gratuitamente
para usted. Llame al (800) 422-4641, los usuarios TTY deben llamar al 711.
r‘(f.l.{ 1s t'CL'\‘.\ ‘):‘ g : ___\&\.5:;,__\9}\.!:91 1 aX yiaod .L‘ Al tn.\\oé\,):\)n‘ \9}\.‘. < ird m-. ol
<hyian “e<h wy Vs < i
s <o )800( 4641-422 <, )
i, L TY: 711 X
PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo, may makukuha kang mga serbisyong
tulong sa wika na walang bayad. Tumawag sa (800) 422-4641 o TTY: 711.

CHU Y: Néu quy vi ndi tiéng Viét, ching t6i ¢o cac dich vu hd tror ngdn ngir mién phi danh cho quy vi. Hay goi
(800) 422-4641 hoac TTY: 711.
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Delta Dental of Michigan
Dental Benefit Highlights for

Macomb County Active and Retiree Dental Plan

O DELTA DENTAL

. ; Delta Dental Non- Welcome to Michigan's largest dental

Delta Dental PPO {Point-of-Service) ggl(t)anl:;llitzé Premier participating benefits familyl
Dentist Déntist . As a member of Delta Dental of Michigan,
Diaanostic & P Flan Pays Plan Pays you have access to the nation's largest dental
gnasti ive networks: Delta Dental PPO and Detta Dental

Diagnostic and Preventive Services - exams, 100% 100% 100% Premier.
cleanings, fluoride, and space maintainers ? i ¥ easy 1o find & dantit Four ut of fue
T - . . . nd a 7

Emergency Palliative Treatment - to 100% 100% 100% dentistsnationwide parfcpateinournetwork,

temporarily relieve pain

Radiographs - X-rays 100% 100% 100% + You have superior access fo care and fee
Basic Services savings because of our agreements with

Minor Restorative Services - filings and crown 80% 75% 759, pam::tpahlng dentists. .

repar___ _ _ _ « Qur dentists cannot balance bill you, which

Endo:on:lc ger\l’lces - {Oot ce;nals . gg:f ;:40 ;g;n means more money in your pod(eﬂ

eriodontic Services - to treat gum disease b b b
: - s No troublesome paperworkl  Network

sou'ge?;” gery Services - extractions and dental 80% 75% 75% dentiss w1 il out and fie your ciaims.

Major Restorative Services - crowns 80% _ 75% 75% » Pay ony your copayments andior

Other Basic Services - misc. services 80% 75% 75% deductibles when you receive care from

Relines and Repairs - to bridges, implants, and - 75% 5% network dentists — there are no hidden fees.

dentures ’ ° = You can stil visit nonparticipating dentists,
Major Services ] but you may be biled the full amount at the

Pr:s;hotdontic Services - bridges, implants, 50% 50% 50% ﬁrr_w I;Jf rssg::l\m:e and then have to wait to be

and dentures reimbursed,

* When you receive services from a Nonparticipating Denfist, the percentages In this column indicate the Quality Dental Program

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

With our quick and accurate claims
processing, we pay more than 90% of claims
in 10 days or less. 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 Portal.
Note - This document is only infended fo provide a brief description of your benefits. Please refer fo your Online Access
Certificate and summary for a complele description of benefits, exclusions, end imitations, Our online Consumer Toolkit lets you access

your dental plan securely over the Intemet. You
can find a dentist, check benefits, select
papertess notices, review ¢laims and amounts
used foward maxmums, print [D cards, and
more - &ll at your own convenience.

A Healthy Smile

Keep your smile healthy with dental benefits
from Delta Dental, Your smileis agood indicator
of your heatth. Did you know that your denist
can detect upto 120 different diseases, including
diabetes and heart disease? Early detection is
one of the best ways fo prevent further
complications.

Questions?

If you have questions, please call our
Customer Service team at 800-524-0149
(TTY users call 711) or lock online at
www.DeltaDentall.com.




Golden Dental



=
foldan Dantal 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: 750,

Crowns, Bridges. Partial and Complete Dentures

CLASS 1V

Specialty Care:

Oral Surgery (including General Anesthesia)

Endodontics 75%
Periodontics

Pedodontics

ORTHODONTICS:

Dependents up to age 19 (Lifetime Maximum ) $2,200
Member & Spouse (Lifetime Maximum) $1.800
Annual Maximum (per member per year): Unlimited
Annual Renewal: 01/01
Membership Card Reads: MACOMB

Dependents are covered up to the age of 26 for CLASS I - IV only.

29377 Hoover Road — Warren. M1 48093

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

website: www.goldendentalplans.com




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

l. General Exclusions, Limitations, and Exceptions

NOTE: No benefits will be paid under this Policy for the following treatments, services and care, unless otherwise

indicated.
1 |Dental services not appearing on the Schedule of Benefits.
2 |Dental treatment for cosmetic purposes, unless specificaily indicated on a specific plan.
3 |Dental treatment performed in a hospital and/or any related hospital-fee.
4 |Treatment of cleft palate, anodontia and mandibular prognathism.
5

Cases in which, in the professional judgment of the attending Dentist, a satisfactory result cannot
be obtained.

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

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

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

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

10 |Dental implants or transplants.

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

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

. |offices.

13 |Services or appliances started before a Covered Person became eligible under this Policy (i.e.,

"~ |teeth prepared for crowns or root canals in progress).

14 |Prescription drugs.

15. [Nitrous oxide analgesia.

16 |Preventative control programs, including home care items.

17 |Services started after termination of coverage,

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

19

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

Revised 04/29/2015




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

1. General Exclusions, Limitations, and Exceptions, continued

20

Duplicate full or partial dentures.

21

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

22

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

23

Cysts and malignancies.

24

Removal of impacted teeth that exhibit no symptoms or pathology.

25

Consultations or examinations/evaluations for non-covered services.

26

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

27

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

28

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

29

Restorative work caused by orthodontic treatment.

30

Composite resin restorations on occlusal surfaces of bicuspids and molars.

31

Biopsy or Brush Biopsy to detect cancer.

32

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

33

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

34

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

35

Treatment of fractures and dislocations.

36

Any service that is not specifically listed.

37

Congenital malformation.

38

Dispensing of drugs not normally supplied in a dental office.

39

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

40

Prophylactic removal of impactions {asymptomatic nonpathological).

41

Specialist consultations for noncovered benefits.

42

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

43

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

44

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

45

Charges for duplication of radiographs.

46

Charges for temporary appliances.

47

Charges for experimental or investigational services or supplies.

Revised 04/29/2015




48

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

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

49

Instructions in dental hygiene, dietary planning or plaque 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 arny 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)

w| ~| || &

Active treatment extending more than 24 months form the point of banding due to lack of
patient cooperation. For cased extending past 24 months, the Covered Person will be charged a
monthly fee that is prorated at the Orthodontist's Submitted Fees.

Treatment started before the Covered Person became eligible under this policy

10

Transfer to another Dentist after banding has been initiated

11

Composite bands and lingual adaptation of orthodontic bands are considered optional treatment
and are subject to additional charges.

12

Orthodontic Benefit is once in a lifetime benefit par 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-al-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 exiras (up to
25%) when obtained from a VSP provider

Member's responsibility (copays)

Benefits VSP network doctor Non-VSP provider
Eye exam Nane None
Prescription glasses (lenses and/or frames) None None (member responsible 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 nol
medically necessary.

Benefits VSP network doctor Non-VSP provider

Complete eye exam by an ophthalmalogist or optometrist. The exam 100% of approved amount Reimbursement up to $58 less $5
includes refraction, glaucoma testing and other tests necessary to copay (member responsible for
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 doctor 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.
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Benefits VSP network doctor Non-VSP provider

Standard frames $100 allowance that is applied toward ~ Reimbursement up to $85 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 pericd 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 (fitling
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
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HAP

Please refer to the HAP Medical Benefits Summary




LETTER OF AGREEMENT
between
THE COUNTY OF MACOMB
And
INTERNATIONAL UNION OF OPERATING ENGINEERS, LOCAL #324
RE: SPECIAL CONFERENCES FOR FUTURE HEALTH CARE CHANGES

The parties hereto agree to meet under the Spedal Conferences article to discuss future health care
changes for employees represented by the International Union of Operating Engingers.

EOR THE UNION: FOR THE EMPLOYER:
Douglas W. Stockwell, General Vice President and Karlyn Semliﬁ, Director
Business Manager Human Resources and Labor Relations

Ken Dombrow, Presidant

ynch, Recording-Corr€sponding Secretary

Dated: ’l ’7 ’2',7‘)




LETTER OF UNDERSTANDING
Between
THE COUNTY OF MACOMB
And
INTERNATIONAL UNION OF OPERATING ENGINEERS, LOCAL #324

RE: JOB DESCRIPTION CHANGES

The employer shall notify any changes to a bargalning unit job description to the unlon as soon as
administratively possible,

FOR THE UNION: FOR.THE EMPLOYER:

ﬁ%‘f% s ;&dwhj
Douglas W, Stockwell, General Vice President and Karlyn Semlow,-Director

Business Manager

A M Human Resources and Labor Relations

Ken Dombrow, President

Dated; i A5




MEMORANDUM OF UNDERSTANDING
~ REGARDING
CERTAIN HEALTH BENEFITS

WHEREAS, the County of Macomb currently offers health insurance coverage to covered females that Indudes
an elective abortion benefit and excludes prescription drug coverage for contraceptives and excludes coverage
for voluntary sterilization; and,

WHEREAS, the Macomb County Board of Commlssloners has, by resolution, forbidden the use of public
funds for elective abortion;

NOW BE IT RESOLVED THAT, the County of Macomb and the IUOE Local 324 hereby agree to remove
electlve abortion coverage from the health insurance offered through thelr collective bargaining agreement
and substitute prescription drug coverage for contraceptives and coverage for voluntary sterillzation.
Provided, however, nothing In this Memorandum of Understanding shall deny medically necessary care to
a covered female, or apply In cases where pregnancy is the result of criminal sexual assault.

FOR THE UNION: FOR THE EMPLOYER:
Douglas ¥. Stockwell, General Vice Prsgiaent and Karlyn Seml% Director
Business Manager Human Resources and Labor Relations

L0

Ken Dombrow, President
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