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4.1

ARTICLE 1

INTRODUCTION

This Agreement is effective January 1, 2023, between the COUNTY OF MACOMB, hereinafter referred to
as "EMPLOYER" and the ADMINISTRATIVE AND TECHNICAL EMPLOYEES ASSOCIATION, inclusive of Units
1, 2, 3, 4 and 5, hereinafter independently referred to as "ASSOCIATION". It is understood that the
headings used in this Agreement, including exhibits, are for reference only and are not meant to detract
from the meaning.

ARTICLE 2
PURPOSE AND INTENT

The general purpose of this Agreement is to set forth terms and conditions of employment and promote
orderly and peaceful labor relations for the mutual interest of EMPLOYER, the employees and
ASSOCIATION. To that end, there shall be no discrimination against any employee because of
ASSOCIATION activity, membership in the ASSOCIATION, or because of acting as an officer or in any other
capacity on behalf of the ASSOCIATION. The EMPLOYER and the ASSOCIATION shall not discriminate
against any employee because of age, sex, race, and nationality, religious or political beliefs. This provision
shall in no way diminish the ASSOCIATION officer's duty to responsibly administrate the provisions herein.
Where appropriate in this Agreement, the specification of the masculine gender applies to the feminine,
and the specification of the singular applies to the plural and vice versa. The parties recognize that the
interest of the community and the job security of the employees depend upon the EMPLOYER'S success in
establishing a proper service to the community.

The ASSOCIATION officers together with the EMPLOYER shall administer the provision herein, with the
membership's pledge to promote productive and efficient standards of service to the EMPLOYER and the
public. The ASSOCIATION and its membership will encourage safety for the protection of the employees,

and together with the EMPLOYER, eliminate waste and maximize efficiency in the interest of the public.

To these ends, the EMPLOYER and the ASSOCIATION shall encourage to the fullest degree friendly and
cooperative relations between the respective representatives at all levels and among all employees under
the terms of this Agreement.

ARTICLE 3

RECOGNITION OF BARGAINING UNIT

Pursuant to and in accordance with all applicable provisions of Act 336 of the Public Acts of 1947, as
amended, the EMPLOYER recognizes the ASSOCIATION as the exclusive collective bargaining
representative for all employees inciuded within Units 1, 2, 3, 4 and 5 with respect to rates of pay, wages,
hours of employment and other terms and conditions of employment.

ARTICLE 4
AID TO OTHER UNIONS
The EMPLOYER will not aid, promote or finance any labor group or organization which purports to engage

in collective bargaining nor make any agreement with such group or organization for the purpose of
undermining the ASSOCIATION.



ARTICLE 5

REPRESENTATION AND FEES AND DUES

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

5.1

5.2

5.3

5.4

5.5

5.6

6.1

6.2

Employees will be represented by the bargaining unit and may authorize the Employer to deduct
appropriate fees or dues to remit to the Union. If Public Act 349 of 2012 is either declared invalid, repealed
or modified to make union security, including any form thereof lawful, the Union Security provisions
contained in the 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 and/or 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 first 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 Secretary/Treasurer of
ASSOCIATION as soon as possible after the deduction.

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 6

STEWARDS AND ALTERNATE STEWARDS

An employee shall be represented by one (1) Steward. In the absence of the Steward or in matters
involving the Steward, an alternative representative of the Unit shall be designated.

Following a request to the Supervisor and pursuant to the terms of this Agreement, the Unit Steward or
alternate representative, including the Association President, may investigate and present grievances and
attend to the administration of the contract during working hours and without loss of pay. The Supervisor
shall grant permission as soon as possible, but in no event later than the next regularly scheduled working
day. The privilege of Stewards or Union representatives leaving their work during working hours without
loss of time or pay is subject to the understanding that the time will be devoted to proper handling of
grievances and administration of the contract and not abused.



7.1

7.2

ARTICLE 7

GRIEVANCE AND GRIEVANCE PROCEDURE

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

Any employee 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:

STEP 1: The employee must first discuss the specific grievance with their immediate Supervisor or
designee. A Steward shall be present at this meeting; otherwise, the complaint shall not be considered a
formal grievance, as outlined in this Article. The immediate 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 and their Steward.

STEP 2: WRITTEN -DEPARTMENT HEAD: If the grievance is not settled at the verbal step, a written
grievance may be filed by the Union President or Steward with the employee's Department Head within ten
(10) days after the immediate Supervisor's response at Step 1. When a grievance is reduced to writing, it
shall contain the name, 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
one of the fallowing: the Union President or Steward and the date the grievance is reduced to writing.
Inadvertent omisslon of minor information will not prejudice the processing of the grievance.

A meeting shall be held between the Parties within ten (10) days, unless mutually waived in writing. Within

five (5) days after the completion of the meeting, or the waiver thereof, the Department Head shall give a
written answer to the Union President or Steward.

STEP 3: DIRECTOR, HUMAN RESOURCES AND LABOR RELATIONS: If the grievance is not settled at Step
2, such grievance may be submitted by the Union President 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 Union President or Steward.

The Union President, 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 Union President's
or Steward's written request. The Union President, or designee, and Administrative and Technical
Employees Association Representative shall meet with the Director, Human Resources and Labor Relations,
or designee, as scheduled for Step 3 grievance meetings. Dates and times shall be mutually agreed upon.
The Union representatives at said meeting may include, at the Union's discretion, The Union President or

designee, the grievant, the Steward. In addition, a witness{es) may be in attendance if deemed necessary
by both Parties.

" The decision of the Director, Human Resources and Labor Relations or designee shall be given in wiiting

to the Union President or designee within ten (10) days of the completion of the Step 3 meeting.

STEP 4: ARBITRATION:

A. If the grievance is not resolved at Step 3, the Unicn President has thirty (30) days from the receipt
of the Step 3 answer to file a Notice of Intent to Arbitrate, by sending a letter to the Director, Human
Resources and Labor Relations. If the Union President fails to request arbitration within this time
limit, the grievance shall be deemed not eligible to go to arbitration.



7.3 SELECTION OF THE ARBITRATOR:

A.

B.

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

exhausted, the Parties will go back to the beginning of the list and start the selection process over
with the first name on the list.

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

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

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

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

7.4  AUTHORITY OF THE ARBITRATOR:

A.

B.

E.

All arbitration hearings shall be governed by the rules of the American Arbitration Association.

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

The arbitrator shall have no power to establish or medify job dlassifications, to establish wage rates,
or to change any existing wage rate, work schedule, or assignment.

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

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

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

G. The decision of the arbitrator shall be in writing and due within thirty {(30) days of the close of the

4



7.5

8.1

9.1

H.

hearing. This time limit may be waived by mutual written consent of the Parties.

The fees and approved expenses of an arbitrator will be paid by the Parties equally.

GENERAL CONDITIONS:

A.

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

Computation Of Back Wages: All claims for back wages shall be limited to the straight time wages less
any unemployment compensation.

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

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

Time limits may be extended or shortened by mutual written consent of 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.

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

ARTICLE 8

SPECYAL CONFERENCES

Special Conferences will be arranged between the ASSOCIATION President or his/her designee and the
EMPLOYER'S designated representative upon request of either party. Representatives of the
ASSOCIATION, at any Special Conference, shall be limited to the President, or designee, the employee

{when applicable), the steward or designee, and the ASSOCIATION attorney. Employees shall not lose

time or pay for the time spent in Special Conferences. Such conferences shall be scheduled within seven
{7) days of the request unless waived by the EMPLOYER and the ASSOCIATION. When a Special
Conference is called regarding an issue germane to a specific unit, or an employee from a specific unit,
the steward of the affected unit shall be permitted to attend the Special Conference.

ARTICLE 9

ASSOCIATION BULLETIN BOARDS

The EMPLOYER will provide a reasonable number of bulletin boards to be placed in those areas mutually
agreed upon by the EMPLOYER and the ASSOCIATION to be used for posting notices of all ASSOCIATION
and professional activities. Information posted shall be pertinent and in goed taste.

5



9.2

10.1

11.1

12.1

12.2

12.3

12.4

The bulletin boards shall not be used for disseminating propaganda and shall not be used for posting or
distributing pamphlets of a political nature. The ASSOCIATION shall have exclusive use of the bulletin
boards.

ARTICLE 10

MANAGEMENT RIGHTS

The ASSOCIATION recognizes the Management of the EMPLOYER, the direction of the work and the
execution of its various duties, functions and responsibilities, are vested exclusively in the EMPLOYER,
except as limited by this Agreement or subsequent amendments through Memorandums of Understanding
agreed to by the parties.

ARTICLE 11
CONTINUOUS WORK FOR REGULAR EMPLOYEES AND SUBCONTRACTING

The EMPLOYER shall do all within its authority to provide all regular employees continuous work throughout
the year. Subcontracting of work, however, shall continue to be within the sole discretion of the
EMPLOYER. If the EMPLOYER subcontracts, the basis of any subcontracting will be limited to the issue of
responsible fiscal management and not intended as a means to decrease employment or employee benefits
among the bargaining unit employees.

ARTICLE 12
TEMPORARY ASSIGNMENT

Employees represented by the ASSOCIATION shall be expected to temporarily work in either higher,
comparable or lower classifications. An Employee assigned to a comparable or lower classification shall
suffer no reduction in pay rate. Pay for assignment to a higher classification shall become effective
immediately upon assignment to that classification at the current yearly wage level of the EMPLOYEE (i.e.,
Year 1 Wage Level EMPLOYEE will be paid at the Year 1 Wage Level in the higher classification). Substantial
performance of the duties of the classification without official assignment shall be considered an
assignment for purposes of pay. Further, temporary assignment will only be recognized for a minimum
assignment of four (4) hours.

Temporary assignment of six (6) calendar weeks or [ess may be filled by assignment of a bargaining unit
employee or a person outside of the ASSOCIATION without first having to bid the assignment. The
EMPLOYER in its discretion may temporarily assign a bargaining unit Employee within the Employee's
designated unit, regardless of seniority. This period may be extended by mutual agreement. The
EMPLOYER retains the option of transferring the least senior employee for a period of six (6) weeks. If the
temporary assignment exceeds six (6) weeks, the assignment shall be bid under paragraph 12.3. The
parties, however, as part of any agreement to extend the period, may also agree to extend or postpone
the bid process.

The EMPLOYER. shall not create and/or approve successive assignments of six (6) weeks or less which
shall have the effect of avoiding the obligation to bid temporary assignments of more than six (6) weeks.
The EMPLOYER shall maintain a current roster of non-bargaining unit persons temporarily assigned under
this Paragraph which list shall include the person's name, position and beginning and ending date of the
assignment. This roster shall be kept current and made available to the ASSOCIATION upon request.

A temporary assignment to a higher, comparable or lower classification exceeding six (6) calendar weeks
shall be bid and awarded to the most senior qualified bargaining unit Employee. Temporary assignments
of twelve (12) weeks or less shall be allowed for leaves taken under the Family Medical Leave Act in



12.5

12.6

12.7

13.1

14.1

14.2

14.3

14.4

accordance with federal law. A temporary assignment shall not exceed a total of one hundred twenty (120)
days within a calendar year without mutual consent of the EMPLOYER and the ASSOCIATION.

Bargaining unit employees wanting to fill temporary assignments of six (6) weeks or less as specified in
paragraphs above, shall notify the Human Resources and Labor Relations Department in writing of their
desire. Such notices shall expire every six (6) months unless renewed in writing by the employee. The
EMPLOYER shall keep a current list of employees wishing to fill temporary assignments.

The granting of temporary assignments pursuant to paragraphs above shall require approval of the
employee's immediate supervisor. Approval of the immediate supervisor shall not be withheld for
unreascnable, arbitrary or discriminatory reasons.

Temporary assignments are those made at the discretion of the EMPLOYER in order to assure orderly
performance and continuity of services. They may be occasioned by but not limited to death, retirement,
resignation, discharge, vacation, Sick Leave, compensation leave, maternity leave, or other approved leaves
of absences. Temporary assignments involving non-bargaining unit persons shall be permitted providing
the use of such persons does not result in a lay-off or loss of regular full-time work or benefits for any
bargaining unit member. Temporary assignments to non-bargaining unit persons shall not be permitted
while any regular, full time bargaining unit member is on lay-off.

ARTICLE 13

NO STRIKE CLAUSE

The ASSOCIATION recognizes that strikes are illegal and contrary to public policy in Michigan and that
strikes are detrimental to the public health, safety and welfare. The ASSOCIATION agrees that no strike of
any kind shall be caused or sanctioned by the ASSOCIATION at any time during the life of this Agreement.
The occurrence of any such acts or actions prohibited in this Article by the ASSOCIATION shall be deemed
a violation of this Agreement. Any employee who commits any of the acts prohibited in this Article may be
subject to discharge or other disciplinary action as determined by the EMPLOYER, subject to the Grievance
Procedure.

ARTICLE 14

PROBATIONARY, TEMPORARY AND CO-OP EMPLOYEES

All new Full-time employees newly hired in this bargaining unit shall be considered probationary
emplayees for the first six (6) months of employment from the date of hire.

There shall be no seniority among probationary employees. When an employee completes the
probationary period, hefshe shall be entered onto the seniority list of the unit and shall rank for senijority
from the first day of employment.

The Union shall represent new hire probationary employees for the purposes of collective bargaining in
respect to rates of pay, wages, hours and other conditions of employment as set forth in Article 3,
Recognition of Bargaining Unit, except that at any time during this pericd the Employer may dismiss the
employee and such employee shall not have recourse to the grievance procedure provided the dismissal
is for other than union activities.

Unit seniority for employees shall commence after an employee successfully completes his/her
probationary period in such Unit. Unit seniority will prevail for purposes of Paid Time Off and overtime
preference and bumping rights, layoff and recall rights within the department.
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14.6
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16.2
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16.4

Except as provided for under Article 30, Leave of Absence, date of entry into County employment will
provide a seniority date ‘that will prevail for purposes of Paid Time Off, Sick Leave eligibility and
accumulation, longevity, retirement and Similar "fringe benefits" the Parties hereto may agree.

Any employees with the same seniority date shall be considered by the higher number in the last four
numbers of their social security number for any situation requiring the need of determination by seniority.

An employee who moves to a classification that is not in the bargaining unit shall have his/her bargaining
unit seniority frozen as of the date of said move; the employee shall not accumulate any bargaining unit
seniority while warking in the classification that is not in the bargaining unit.

An employee who returns to the bargaining unit shiall retain his/her County seniority.

ARTICLE 15

OUTSIDE EMPLOYMENT

EMPLOYER shall permit employees to engage in outside employment provided, however, that said outside
work shall not create a conflict of interest, which is defined as:

A conflict of interest is created by employees who engage in activities on EMPLOYER time, or use or allow
the use of EMPLOYER facilities, materials, vehicles, supplies, information or equipment for their personal
business, benefit or profit. In addition, a conflict of interest is created by employees who use EMPLOYER
funds to any extent for personal business, benefit or profit. An employee may not divulge or release
information obtained as a result of their employment with the EMPLOYER for the purpose of fostering
personal financial gain or financial gain for another employee or a member of the employee's family. An
employee may not engage in any business transaction or private arrangement for personal financial gain
or financial gain for a member of the employee's family or for other EMPLOYER employees which accrues:
from or is based on the employee's position or on information gained by reason of the employee's position.

Employees of the EMPLOYER are provided pay and benefits in exchange for their dedicated service. As
such, the EMPLOYER expects its employees to treat their positions with the: EMPLOYER as their primary
job, and give it exclusive focus while on EMPLOYER work time.

ARTICLE 16
SENIORITY

There shall be no seniority among probationary employees. When an employee completes the probationary
period, he/she shall be entered onto the seniority list of the unit and shall rank for seniority from the first
day of employment.

An employee who moves to a classification that is not in the bargaining unit shall have his/her bargaining
unit seniority frozen as of the date of sald move; the employee shall not accumulate any bargaining unit
seniority while working in the classification that is not in the bargaining unit.

An employee who returns to the bargaining unit shall retain his/her County seniority. The Human Resources
and Labor Relations Department will notify the Union of any movement by a member in or out of the
bargaining unit.

Any employees with the same seniority date shall be considered by the higher number in the last four
numbers of their social security number for any situation requiring the need of determination by seniority.



17.1

18.1

18.2

ARTICLE 17

LOSS OF SENIORITY

An employee shall forfeit seniority rights for the following reasons:

A. Hefshe resigns or terminates his/her employment with the Employer.

B. Hefshe is dismissed and not subsequently reinstated in accordance with appropriate provisions of the
Agreement between the Parties.

C. He/she is absent without leave for a period of three (3) consecutive working days without notifying
the Employer. After such absence, the Employer will send written notification to the employee at
his/her last known address that he/she has lost his/her seniority and hisfher employment has been
terminated. If the disposition made of any such case is not satisfactory, the matter may be referred
to the grievance procedure, In proper cases exceptions shall be made by the Employer.

D. He/she retires.

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

F. If he/she does not return to work when recalled from layoff. The recall rights are spelled out in this
Agreement between the Parties.

G. Return from Sick Leave and Leaves of Absence will be treated the same as 17.1.c above.

H. To the extent, that this Article conflicts with other provisions included in this agreement those sections
will take precedence and will be controlling.

ARTICLE 18
LAY-OFF AND RECALL
Lay-off:

Lay-off shall be defined as a reduction in the work force resulting from a necessary decrease of wark or
lack of funds. The EMPLOYER agrees that a lay-off shall never take place for punitive purposes. The
ASSOCIATION will be given the opportunity to discuss the circumstances with the EMPLOYER prior to the
effective date of the lay-off. Where practicable, the EMPLOYER will attempt to reassign rather than layoff.

If a reduction in the work force becomes necessary, the following procedure shall be mandatory:

A,

B.

C.

All temporary, part-time, co-op and probationary employees shall be terminated.

If a further reduction is necessary, the EMPLOYER shall determine and select the classification{s) from
which further reduction shall occur. Such reduction in the case of seniority employees will be made in
inverse order of seniority as defined in Article 16.

The EMPLOYER shall prepare a bump list of all Employees whe might be affected together with the

similar or lower classification(s) whether within or without the affected unit, to which each of those
Employees may be eligible to bump. A copy of the official EMPLOYER bump list shall be provided the
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18.3

18.4

18.5

18.6

18.7

18.8

ASSOCIATION President, or designate, simultaneous with its final preparation. In determining the
classification(s) to which an Employee may be eligible to bump, the EMPLOYER wili use the Employee's
seniority and qualifications. "Qualified" for purposes of this Article is defined as the ability to perform
the job. It shall be assumed that an Employee can perform the duties of the position he or she selects
if able to do so within the period of no more than forty (40) working hours. The forty (40) working
hours period may be extended an additional forty (40) working hours if agreed by the parties.

D. The EMPLOYER shall follow the same procedure described in Paragraph 18.2 aforementioned for all
subsequent bumps. This process shall be continued until the seniority and classification(s) of the
employees afford(s) no further bumping rights.

As soon as possible but in no event later than five (5} working days following notification to the
ASSOCIATION that the bump list has been finally prepared, a meeting shall be convened between three
(3) EMPLOYER representatives and three (3) ASSOCIATION representatives to discuss the proposed
bumping sequence. If the ASSOCIATION disagrees with the bumping sequence as presented by the
EMPLOYER, every effort will be made to resolve the dispute through negotiation. If no agreement can be
reached, the ASSOCIATION may exercise its grievance rights beginning with Article 7, Step 2 independent
of the bumping process. Exercise of the ASSOCIATION'S rights under the grievance procedure shall not
operate as a stay of the lay-off/bumping procedure. Any employee in the bumping sequence who desires
to accept a lay-off rather than bump, shall be considered to have completed the bump process. The
EMPLOYER/ASSOCIATION meeting shall be final as to the bumping sequence, and no. Employee will
process any further bumping rights related to this lay-off other than those preserved through the grievance
process as aforementioned.

Employees to be laid off shall receive at least ten (10) working days’ nctice of lay-off. Simultaneous with
the lay-off notice, all employees changing job assignments/ classifications through the bumping process
shall be given the effective date of their new job assignments/classifications.

At the time of lay-off, employees of the ASSOCIATION will be given first opportunity to apply for
employment among other EMPLOYER bargaining units prior to outside hiring. Further, a laid-off employee
shall be considered as employed for purposes of bidding on a posted vacancy as set forth in Article 19 of
this Agreement.

Recall Procedure:

When the workforce is increased or a job opening occurs during the period employee(s) are on [ay-off,
employee(s) will be recalled according to their seniority.

A laid-off employee will remain on the recall list for a period of time equivalent to the length of his/her
seniority. A laid off employee with more than two (2) years seniority will be removed from the cail list at
the end of the two (2) year period unless he/she notifies the EMPLOYER in writing within thirty (30) calendar
days following expiration of the two (2) year period that he/she desires to remain on the recall list. Further,
the employee shall continue to give the EMPLOYER written notice each year of his/her desire to remain on
the recall list at least thirty (30) calendar days following each anniversary.

A laid-off employee will be responsible to register his/her address with the EMPLOYER and any subsequent
change of address. Notice of recall shall be sent to the employee by registered or certified mail at the last
address filed with the EMPLOYER. An employee shall be expected to report for work within fourteen (14).
calendar days after delivery of notice of recall, and his/her failure to report or to make alternate
arrangements with the EMPLOYER shall be considered a quit as set forth in Article 17.
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19.1

19.2

19.3

194

ARTICLE 19

PROMOTION AND LATERAL TRANSFER

Except as otherwise provided below, promotional and transfer opportunities shall first be granted to the
senior qualified members of the bargaining unit where the vacancy occurs. Vacancies not filled in the above
manner shall be open for bid to employees from all bargaining units” party to this Agreement. Issues of
qualifications shall be addressed below.

Except as noted below, promotion and transfer within the Bargaining Unit shall be given the senior qualified
applicant.

Notwithstanding the above, vacancies in the classifications of Service Center Foreman, Sign Shop Foreman,
Mechanic Foreman, Electrical Supervisor, and Assistant Foreman, shall be filled in the following manner:

A. The job of Stock and Inventory Foreman, will be offered to the applicants from Unit 2, Supervisors,
who have the qualifications as outlined in the applicable job description. The successful candidate will
be selected on the basis of job experience, interview results and seniority consideration. In the event
that the job cannot be filled from the Supervisor's Unit, the EMPLOYER may consider employees from
the remaining units based upon qualifications. If the vacancy cannot be filled by an employee from
the remaining Units, the EMPLOYER may attempt to fill the position with a person frem outside the
Bargaining Units.,

B. The jobs of Service Center Foreman, Sign Shop Foreman, Mechanic Foreman and Electrical Supervisor
shall first be offered to those employees from Unit 2, Supervisors, who have qualifications as outlined
in the applicable job description. The successful candidate shall be selected on the basis of job
experience, interview results and seniotity consideration. In the event that the job cannot be filled
from the Supervisor's Unit, the job shall next be offered to employees holding the classification of Unit
1, Assistant Foreman. The EMPLOYER shall select a qualified applicant from the Assistant Foreman
Unit without regard to seniority. If the vacancy remains unfilled, the job shall be offered to a qualified
applicant from the remaining ASSOCIATION classifications without regard to seniority.

C. Lateral transfer to the position of Assistant Foreman shail continue to be granted to the senior qualified
applicant. Thereafter, however, the jobs of Assistant Foreman and Electrical Assistant Foreman shall
be open to all ASSOCIATION employees who have the qualifications as outlined in the respective job
descriptions. The successful candidate shall be selected on the basis of job experience, interview
results and seniority consideraticn.

D. The job of Engineering Aide III and Records Technician will be offered to the applicants from Unit 3
who have the qualifications as outlined in the applicable job description. The successful candidate will
be selected on the basis of job experience, interview results and seniority consideration.

E. Qualified individuals hired from the outside for positions may be placed into a pay increment
commensurate with their work and educational experience. Vacancies in these positions shall continue
to first be offered to ASSOCIATION members. If rejected for lack of qualifications, ASSOCIATION
employees may grieve under the grievance procedure. Qualified persons from the outside become
eligible only if there are no qualified ASSOCIATION applicants.

F. Any posting for a job opening, vacancy or transfer for an ASSOCIATION position shall be limited to
the applicable ASSCCIATICN units untii the bid procedure is completed.

Vacancies will be posted for a period of seven (7) calendar days on the bulletin board in each work area.
The posting shall include the job classification, job location, rate of pay and current job description. The
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19.6

19.7

19.8

19.9

20.1

21.1

job description shall contain any testing requirement for the position. The vacancy shall be bid by
employees within the seven (7) day posting period. It is the sole responsibility of the employee to
personally insure and verify that their bid has been received by Human Resources and Labor Relations by
the deadline for submission of bids.

The successful employee shall be given a forty-five (45) calendar day trial period. The trial period may be
extended by mutual agreement of the ASSOCIATION and EMPLOYER when it is- deemed necessary to
further evaluate the employee's desire to remain on the job and/or ability to perform the job. Vacancies

shall not be considered filled until conclusion of the trial period or settlement of any dispute resulting from

the application of Paragraphs 19.6 and 19.7 of this Article. The bid list shall remain in effect until the end
of the trial period and the permanent placement of the successful candidate in the vacant position, or until
the list is exhausted.

In instances where promotions and/or transfers involve the application of seniority and senior applicants
are rejected, the department head or immediate supervisor will, if requested, state the reasons timely. If
the reasons given are not satisfactory, the matter will be a proper subject of a Special Conference. Those
to be present in the event that a Special Conference is held shall include the ASSOCIATION President or
Designee, immediate supervisor, future supervisor, Steward of the Unit and at least one {1) designated
EMPLOYER representative. If the reasons given are not representative of just cause, meaning fair and
honest cause or reasons regulated by good faith, then the aggrieved employee shall have a right to the
grievance procedure.

During the forty-five (45) calendar day trial period, the employee shall have the option to revert back to
hisfher former non-probationary position within ten (10) calendar days. If the employee performs
unsatisfactorily in the new position, notice and reasons shall be submitted to the ASSOCIATION in writing
by the EMPLOYER with a copy to the employee.

Employees who bid and accept a fateral transfer, or a transfer to a lower classification, shall be restricted
from bidding subsequent lateral and/for lower classification transfers for a period of twelve (12) months
from the effective date of the initial transfer. The twelve (12) month restriction does not apply to
promotional opportunities that may arise during the twelve (12) month period.

The EMPLOYER shall furnish the Administrative and Technical Employees Association President upon
request bids awards and bid lists.

ARTICLE 20

LEAVE FOR UNION BUSINESS

Upon notice of not less than forty-eight (48) hours and with approval of the immediate supervisor,
ASSOCIATION officers or designees may be granted time off without pay and without loss of benefits for
ASSOCIATION business not to exceed two (2) working days. Any such time which might exceed more than
two (2) working days shall require the additional approval of the Director, Department of Roads.

ARTICLE 21

DAILY WORK PERIOD

All employees shall work a regular eight (8) hour shift, the starting time of which shall be between 7:00
a.m. and 8:30 a.m., as determined by the EMPLOYER. The employees will have a one (1) hour lunch period,
the starting and ending time of which shall be determined by their immediate supervisor. One-half (1/2)
hour of the lunch period shall be considered as part of the regular eight (8) hour work day.
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21.5

21.6
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22.1

23.1

23.2

For those employees whose job assignments require their work day to coincide with a construction or
contractor's activity, the work day shall relate to that of the activity, unless directed otherwise by the
immediate supervisor.

1t is acknowledged that professionalism and supervisory responsibilities require flexibility in the daily work
schedule.

Breaks will be allowed for a period up to fifteen (15) minutes once each morning and once each afternoon.

Employees shall be allowed breaks for a period up to fifteen (15) minutes for each two (2) hours worked
in excess of ten (10) continuous hours.

Employees shall be allowed a thirty (30) minute dinner break, paid for by the EMPLOYER, after twelve
(12) continuous hours of work.

Any employee sent home for lack of work for any circumstance other than disciplinary action shall receive
four (4) hours show up time.

No summer help, temporary or probationary employee shall work any overtime until all regular qualified
employees have been asked to work the overtime first.

ARTICLE 22
RATES FOR NEW JOBS

When a new job is created and cannot be properly placed in an existing classification, the EMPLOYER will
establish an applicable classification and rate structure. Upon the establishment of any such classification
and rate structure, the EMPLOYER shall notify the ASSOCIATION and shall grant a Special Conference, if
requested. In the event the ASSOCIATICN does not agree that the description and rate are proper, the
ASSOCIATION shall have the right to submit the matter to the grievance procedure at Step 2.

ARTICLE 23

DISCIPLINE AND DISCHARGE

No employee shall be discharged, demoted or otherwise disciplined except for just cause. The just cause
standard, however, shall not apply to probationary employees. Disciplinary action shall consist of, but not
necessarily be limited to, the following, nor shall the following be necessarily a listing of steps in which
discipline may be imposed:

1 Verbal reprimand

2 Written reprimand

3 Suspension without pay
4 Discharge

If any seniority employee is subject to discipline or to disciplinary action involving time off, the employee,
the steward and the ASSOCIATION President will be notified in writing immediately. Immediate shall reflect
the quickest possible notice which can be given once said action is decided upon, but in any event, no
later than the next scheduled work day. The disciplined employee will be allowed time to discuss their
discharge or discipline with their steward and ASSOCIATION President or their designated representative
on the same day they received said notice. The EMPLOYER will make available time for such discussion.
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23.4

23.5

24,1

24.2

If any seniority employee is subject to disciplinary action not involving time off, the employee, the steward
and the ASSOCIATION President will all receive written notice as soon as possible, but in any event within
the next regularly scheduled working day. They will be allowed time to discuss the disciplinary action. The
EMPLOYER will make available time for such discussion.

Unless otherwise agreed to, employees shall not be permitted to use Paid Time Off or Sick Leave for
disciplinary time off. ’

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.

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

ARTICLE 24

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 therecf, 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 July 31, 2007 or who is vested as of
January 29, 2015, 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 August 1, 2007 the employee's contribution to the retirement
system is two and five tenths percent (2.5%) of the employee’s compensation.
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County Pension Maximum: For any employee hired on or before July 31, 2007 or who is vested as
of January 29, 2015, the County pension shall not exceed sixty-five percent (65%) of an employee's
final average compensation.

For employees hired on or after August 1, 2007, 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 July 31, 2007 or who is vested as of
January 29, 2015, 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 August 1, 2007, the pension multiplier is two and two tenths
percent (2.2%) for all years of credited service.

Final Average Compensation Formula: For any employee hired on or before July 31, 2007 or who
is vested as of January 29, 2015, 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 perlods of compensation
out of the [ast two hundred and sixty (260) pay periods.

For employees hired on or after August 1, 2007, the formula for computing finai average
compensation, used for calculating pension benefits for eligible bargaining unit members, shall be
based on the average of an employee's one hundred and thirty (130) highest consecutive pay
periods of compensation out of the last two hundred and sixty (260) pay periods.

Retroactive Effect: Notwithstanding the provisions of the Macomb County Employees' Retirement
System Ordinance, when an employee's Final Average Compensation is calculated, any retroactive
wages provided shall be counted as if the retroactive wages were paid to the employee when the
wages were paid, not when they were earned by the employee.

Pension Calculation: For any employee hired on or before July 31, 2007 or who is vested as of
January 29, 2015, 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 twenky-six (26) years of credited service and one percent (1%} for each
year of credited setvice thereafter.

For employees hired on or after August 1, 2007, the County pension, which when added to an
employee pension, will provide a straight life retirement allowance equal to the number of years,
and fraction of a year, of an employee's credited service multiplied by the sum of 2.2% of the
employee's final average compensation for all years of credited service.

Effective January 1, 2020 in no case shall the Straight Life pension benefit for a bargaining unit member
under this contract exceed 100% of the employee’s base salary at the time of retirement. Such
limitation shall be applied to a bargaining unit member’s straight [ife benefit calculation prior to an
applicable actuarial adjustment, if any, for the member’s selection of an optional form of benefit
or the annuity withdrawal option and shall also apply to the member’s DROP benefit.
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6.

Eligibility:

a.

For employees hired on or before July 31, 2007 or who is vested as of January 29, 2015,
who meets the following criteria may retire upon the employee’s written application filed
with the Retirement Board:

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

2. Attained the age of 50 with at least 8 yéars 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 August 1, 2007, any member who meets the following
criteria may retire upon the employee’s written application filed with the Retirement Board:

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

2. Attained the age of 55 with 25 years of credited service.
For employees hired into the County on or after December 17, 2013, 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 multiple terms of employment as a member in Macomb
County Employees’ Retirement System, the following shall apply:

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

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

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

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

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

Purchase of Military Service Credits: A member who wishes to purchase military service credits as
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10.

11.

12,

provided in the Macomb County Employees’ Retirement Ordinance shall be allowed to purchase
said credits through payroll deduction.

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

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

Pop Up Option: A retirant may elect this option in combination with Option A or B of the Ordinance.
Under this option, a reduced retirement allowance is payable during the jeint 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 his/her 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 Employees' Retirément Ordinance, provided that they
did not withdraw their accumulated contributions from the employees savings fund. Their
retiremenht 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 pensicn
attributable to the forfeited credited service.

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

Non-Duty Death Befare Retirement, Beneficiary Nominated: Any bargaining unit member who is
vested may at any time prior to the effective date of their retirement elect Option A provided in
the Macomb County Employees' Retirement System Ordinance in the same manner as if they were
then retiring from county employment, and nominate a beneficiary whom the Retirement Board
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24.3

13.

14.

15.

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 Opticn
A election in force their beneficiary, if living, shall immediately receive a retirement allowance
computed in the same manner in all respects as if the said member had retired the day preceding
the date of their death, notwithstanding that they might not have attained age 60 years. If a
member has an Option A election in force at the time of their retirement their said election of
Option A and nomination of beneficiary shall thereafter continue in force; provided, that prior to
the effective date of their retirement they shall have the right to elect to receive their retirement
allowance as a straight life retirement allowance or under Option B provided in the Ordinance. No
retirement allowance shall be paid under this section on account of the death of a member if any
benefits are paid or will become payable under the Ordinance on account of their death.

Non-Duty Death Before Retirement, Non-spousal Beneficiary Nominated: Unless specified in the
Macomb County Employees’ Retirement System Ordinance, in the event of a non-duty death of a
vested member prior to retirement, a non-spousal beneficiary shall receive only contributions and
interest.

Non-Duty Death Retirement Allowance, Automatic Provisions: Any vested bargaining unit member
who continues County employment and (1) dies while in County employment and (2) leaves a
spouse, the spouse shall immediately receive a retirement allowance computed in the same manner
in all respects as if the member had (1) retired the day preceding the date of the member’s death,
notwithstanding that the member might not have attained age 60 years, (2) elected Option A in
the Macomb County Employees' Retirement Ordinance.

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

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

1.

Will be: eligible to receive a one-time fixed payment of $1000 from-the Macomb County Employees'
Retirement System. This payment will be made to an employee after separation from employment
who meets the Employer contribution vesting requirements as outlined in Article 24 and after the
completion of five (5) years of service.

Will not be eligible for or participate in the Macomb County Employees' Retirement System for any
other benefit, including DROP, cther than for the fixed payment as outlined in Section 24.3.1.

Will participate in a Defined Contribution Retirement Plan. Employees shall contribute 3% of the
employee’s base pay and the Employer shall contribute 6% of the employee's base pay. Upon
completion of 5 years of actual service with the Employer, employees shall be eligible to elect to
increase their contribution by 1% of the employee’s base pay. Per IRS regulations, the additional
1% contribution is a post-tax contribution. If such election is made by the employee, the Employer
shall increase its contribution from 6% to 8% of the employee’s base pay.

Will not be eligible for Employer provided retiree medical, prescription drug, dental or vision
coverage and life insurance. The eligible employee, however, shall receive $100 per pay period
deposited by the County into the Defined Contribution Retirement Plan, not to exceed $2600 per
year.
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25.1

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 25

DEFERRED RETIREMENT OPTION PLAN

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

A.

Eligibility: Any current 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 purpose of DROP excludes service time under the Reciprocal Act 88.

Participation: The maximum period for DROP payments credited to the account is five (5) years
(the "Participation Period"). An employee may elect to DROP at any time of year. There is no
minimum time period for participation. Employees may continue to work beyond the five (5) years,
but DROP payments will cease at the end of the participation period.

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

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

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

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

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

Contributions: The employee’s contributions to the Macomb County Employees Retirement System
shall cease as of the date that the employee begins participation in the DROP.

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

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

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

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

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

Disability During DROP Participation: In the event an employee participating in the DROP becomes
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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 onlyand
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

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

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

CfONTINUOUS YEARS OF FULL-TIME
SERVICE ON OR BEFORE

STEP OCTOBER 31st OF EACH YEAR AMOUNT
1 15 through 19 $600

2 20 through 24 $800

3 25 and thereafter $1,000

c) 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
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d)

e)

subject to Federal and State withholding tax, social security, regufations and ordinances of
the County of Macomb and other applicable statutes.

Payments to eligible DROF 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.

Paid Time Off for DROP Participants

a) The purpose of Paid Time Off (PTQ) is to provide employees with flexible paid time off from

work that shall be used for such employee needs as vacation, personal business and other

activities, without disrupting the operations of the department. Paid Time Off (PTO) shall
also be used for employee absences incurred from inclement weather.

b} Employees who are participants in the Deferred Retirement Option Plan (DROP) shall receive

d)

Paid Time Off in the following manner:

DROP participants shall receive, on January 1% of each year of DROP participation, a humber
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 CONSECUTIVE ANNUAL

FULL-TIME SERVICE EQUIVALENT

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

4

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 conversion, maximum of eighty (80) hours per year. Employees requesting Paid
Time Off conversion must have a minimum of one hundred twenty (120) hours of Paid
Time Off to be eligible for the conversion. The requested Paid Time Off conversion{s) must
be submitted by February with the cash payment to be made in the second pay of March
and August with the cash payment to be made in the second pay of September in a
regular paycheck with normal deductions.
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1.

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

f) Paid Time Off not utilized by a DROP participant by December 31% of a calendar year shall be
forfeited.

g) There shall be no compensaticn for Paid Time Off remaining in the DROP participants Paid
Time Off bank upon separation from employment.

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

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

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

ii.  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.

ii.  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
pericd of employment prior to the effective date of DROP participation, for which
the employee was not compensated at the time of entry into the DROP.

iv.  DROP participants who are employed on December 315 .of each year and have not
exhausted the six (6) sick leave days provided for in paragraph i, above shall receive
a pay out of up to three (3) of the unused sick leave days. Payment will be made
the following January.

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

b) DROP participants 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. Personal illness includes a woman's actual
physical inabifity to work as a result of pregnancy, child birth, or related medical
condition.

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

iii. Due to illness of a member of their immediate family who requires their personal
care and attention. The term "immediate family" as used in this section shall mean
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26.1

26.2

26.3

26,4

26.5

parent, current step parent, current mother-in-law, current father-in-faw, current
spouse, children, current daughter-in-law, current son-in-law, current step children,
brother, sister, grandparent, or grandchildren. It shali also include any person who
is normally a member of the employee’s household.

iv.  Toreport tothe Veterans' Administration for medical examinations or other purposes
relating to eligibility for disability pension or medical treatment.

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

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

vii, A DROP participant who is sericusly 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 iliness in the form of a physician's certificate shall
*be submitted by the employee.

ARTICLE 26
PREMIUM PAY, CALL-OUT PAY. SHIFT DIFFERENTIAL AND OVERTIME

Premium pay at double the hourly salary rate shall be paid for actual hours worked on Thanksgiving Day,
Christmas Eve Day, Christmas Day, New Year's Eve Day, New Year's Day and Easter. Premium pay at one
and one-half (1-1/2) the hourly salary rate shall be paid for all work performed on Saturday and holidays
as set forth in Article 29. There shall be no payment for unauthorized overtime. Employees will be
compensated at two (2) times their hourly rate of pay only for hours worked on Sundays.

Overtime assignments shall first be offered to the full-time permanent employee who by virtue of his/her
classification is regularly assigned the work. In the event two (2) or more employees are regularly assigned
the work, seniority shall prevail. The EMPLOYER, however, may offer the avertime to the less senior
employee regularly assigned the work where the work Is a continuation of specific duties being performed
by the less senior employee and it would be impracticable to offer the overtime to another employee. If
the employee regularly assigned the work declines or is unavailable for the overtime assignment the
overtime assignment shall then be offered to the most senior employee within the unit who is capable of
performing the work. If, on account of unavailability and/or lack of volunteers, the work cannot be assigned
to any employee within the unit, the EMPLOYER may assign the work to temparary employees or full-time
employees from ancther unit.

When called out after normal working hours, employees shall receive four (4) hours call-out pay at time
and one-half (1-1/2). In the event the call-out time (4 hours) overlaps the start of the shift, the employee
shall only be paid time and one-half (1-1/2) for the hours worked prior to the start of that shift. However,
if a call out occurs on a Sunday, double time will be paid only for actual hours worked.

The use of compensatory time shall be governed by the parties' 1991 Letter of Understanding as set forth
in full in the Memorandums of Understanding to this Agreement.

Bargaining Unit Members may accumulate compensatory time to a maximum of forty (40) hours.
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ARTICLE 27

INSURANCE BENEFITS

27.1 Life Insurance:

1. FEull-time Employees (including DROP Participants)

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

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

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

2. 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.

27.2 Insurance Benefits:

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

2. 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.

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

152.

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 employees
and all eligible dependents. Such employee shall not be eligible for the insurance waiver.

2. Full-time employees who elect not to participate in Macomb County's medical and prescription drug

plans and who has coverage elsewhere shall receive a monthly insurance waiver payment of
$167.00. The insurance waiver will be paid in the employee's regular paycheck.
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274 1,

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

b. Ful-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 June 15, 2010, the Employer will provide a fully paid
medical and prescription drug plan te the employee and the employee's eligible spouse, as defined
in D.1l.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.

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

b. Coverage for the eligible spouse will terminate upon the death of the retireé 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 June 15, 2010, the Employer will provide a fully paid medical
and prescription drug plan to the employee only, 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.

All employees who retire or DROP on or after June 15, 2010, will have thé medical and prescription
drug ptan 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.

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

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

Employees whe 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.5. Government. Failure to participate, if
eligible, shall be cause for termination of Employer paid hospital-medical benefits as cutlined.

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

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

b. Retirees participating in the insurance waiver who lose coverage shall be allowed to enroll
in Macomb County's medical and prescription drug plans as soon as administratively
possible and the insurance waiver payments shall cease as soon as administratively
possible.
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27.5

27.6

21.7

27.8

27.9

27.10

28.1

28,2

Dental Plan:

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

Vision Plan:

The Employer shall provide a visicn plan to full-time empioyees (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 provider, or its
substantial equivalence.

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

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

ARTICLE 28
WORKERS' COMPENSATION AND LIABILITY INSURANCE

EMPLOYER shall provide Worker's Compensation and Liability Insurance and shall be respensible for
premiums thereon. For a period not to exceed one (1) year, and provided the employee remains disabled
and eligible for Worker's Compensation benefits, the benefits received by the employee shall be
supplemented by payment of an amount which represents the difference between the worker's
compensation and the employee's base pay. At no time shall the supplemental pay result in the employee
receiving compensation in excess of base payer an amount which is less than the limits prescribed by law.
In the event of a disputed Worket's Compensation claim, the EMPLOYER will pay the difference between
Worker's Compensation and base pay for the period, not to exceed one (1) year that the claim is settled
or determined to be compensable as a matter of law.

If at the end of any such ocne (1) year period the employee is still not able to return to work, the employee
may elect to use his/her unused Sick Leave to supplement Worker's Compensation payments. If disability
exists at the end of any such one (1) year period, employee, at his/her option, may seek to become eligible
for coverage under the appropriate disability provision of the Retirement Ordinance and/or continue
applicable Worker's Compensation benefits. Employees receiving disability compensation hereunder shall
continue to accrue Sick Leave days on the same basis as employees on the active roll.
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29.1

29.2

29.3

30.1

30.2

ARTICLE 29

PAID HOLIDAYS
The designated holidays are:
January 1%t (New Year's Day) Martin Luther King, Jr. Day
Presidents Day Good Friday
Memorial Day June 19% (Juneteenth)
Independence Day Labor Day
Columbus Day November 11% (Veterans' Day)
Thanksgiving Day The day AFTER Thanksgiving
December 24% (Christmas Eve) December 25% (Christmas Day)

December 31t (New Year’s Eve)

When one (1) of the above listed paid holidays falls on a Saturday, the preceding Friday shall be considered
the holiday. When the paid holiday falls on a Sunday, the following Monday shall be considered the holiday.

An employee will not receive holiday pay for a designated holiday if absent without leave on the scheduled
work day preceding or following the holiday.

ARTICLE 30

LEAVE OF ABSENCE

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

1 Personal Leave

2. Medical Leave for Employee and/or Family
3. Military

Provisions:

1. Personal Leave:

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

b. An employee absent from work for more than 15 consecutive working days shall be required to

apply for and submit a request for Personal Leave in writing using forms required by Human
Resources and Labor Relations.

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

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

e. An approved Personal Leave shall not exceed 6 months.
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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 27, 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 16, Seniority and termination of employment.

2. Medical Leave for Employee and/or Family:

a.

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

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

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

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

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

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

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

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

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

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

An employee on an approved unpaid Medical Leave shall not accrue credited service for retirement
during the time which the employee is on said Medical Leave without pay.
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31.2

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

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

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

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

Failure to report for duty upon expiration of a Medical Leave shall be subject to loss of seniority as
outlined in Article 16, Seniority and termination of employment.

3. Military:

4.

a.

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

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

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

Family and Medical Leave Act: The Employer shall comply with all aspects of the Family and Medical

Leave Act (FMLA). Leave will run concurrent with any FMLA eligible Leave.

ARTICLE 31

PAID TIME OFF (PTO)

Participants in the Deferred Retirement Option Plan are not subject to Article 31, Paid Time Off, but shall
receive Paid Time Off in the manner described in Article 25, Deferred Retirement Option Plan.

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

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

YEARS OF CONSECUTIVE ANNUAL

FULL TIME SERVICE COMPLETED: EQUIVALENT 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

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

31.6  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.

31.7  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 conversions 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.

31.8  Upon termination of employment, an employee shall be compensated for their Paid Time Off at the rate

of pay said employee received at the time of termination.

ARTICLE 32

SICK LEAVE

32.1 Participants in the Deferred Retirement Option Plan are not subject to Article 32, Sick Leave, but shall
receive Sick Leave in the manner described in Article 25, Deferred Retirement Option Plan.

32.2  Regular full time employees shall accrue a Sick Leave bank at the rate of up to twelve (12) days per year.
Sick Leave shall accumulate only on hours paid.
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32.3

32.4

32.5

32.6

32.7

32.8

32.9

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

For Sick Leave usage only, the unused Sick Leave accumulation maximum that an employee can earn will
be one hundred gighty (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 iliness 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. Dueto iliness of a member of their immediate family who requires their personal care and attention.
The term "immediate family" as used in this section shall mean parent, current step parent, current
mother-in-law, current father-in-law, current spouse, children, current daughter-in-law, current son-
in-law, current step children, brother, sister, grandparent or grandchildren. It shall also include any
person who is normally a member of the employee's household.

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

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

When an absence occurs as defined in this Article, and the Department Head or designee suspect’s abuse,
a medical certificateé may be required.

An employee who is seriously ill for more than five (5) days while on Paid Time Off, may, upon application,
have the duration of such illness charged against their Sick Leave bank rather than against Paid Time Off.
Notice of such 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 January 1, 2016)

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 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 accumutated and unused Sick Leave at employee's then current rate of pay.

3. In case of death of a regular employee, payment of their accumulated and unused Sick Leave, at
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deceased employee’s then current rate of pay, shall be made to the deceased employee’s estate/trust.

4, Excess sick leave, up to a maximum of 440 hours, will be paid at the time of separation from the
County by either those eligible to receive benefits under Macomb County Employees’ Retirement
Ordinance or by 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).

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

33.1

33.2

33.3

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

Continuous years of Full Time Service  Percentage Payoff Amount

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

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

ARTICLE 33
LONGEVITY

Participants in the Deferred Option Plan are not subject to Article 33, Longevity, but shall receive Longevity
in the manner described in Article 25, Deferred Option Retirement Plan.

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

The basis of longevity compensation Is as follows:

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

2. Continucus employment shall not be considered interrupted when absences arise as paid vacations,
paid Sick Leave, approved Leave of Absence and paid Worker’'s Compensation peried 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 31%, provided said employees qualify as to length of service as follows:

CONTINUOUS YEARS OF FULL TIME
SERVICE ON OR BEFORE

STEP OCTOBER 31 OF EACH YEAR AMOUNT
1 15 through 19 $600
2 20 through 24 $800
3 25 and thereafter $1,000
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33.4

33.5

33.6

33.7

34.1

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

Payments to employees eligible as of October 31% 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 31% of the following year.

Employees leaving the employ of the County by reason of retirement and receiving benefits under the
Macomb County Employees’ Retirement Ordinance, or by reason of death from any cause shall be entitled
to and receive a longevity payment upon a pro-rated basis for that portion of the year employed.

Employees hired into the County after January 1, 2012 will not be eligible for Longevity.

ARTICLE 34

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.

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

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

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

35.1

ARTICLE 35
JURY DUTY

In the event a full-time 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
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35.2

35.3

36.1

371

has not been adjusted, shall be released from the shift scheduled for the same date as the scheduled jury
duty. An employee working third shift, whose schedule has not been adjusted, shall normally be released
from the shift scheduled on the date prior to the scheduled jury duty, except, with approval of the
Department, an employee may be released from the scheduled shift on the date after the scheduled jury
duty.

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

The employee shall be paid his/her normal daily wage for each day worked and/cr 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 36

SEMINARS AND EDUCATIONAL TRAINING

The employees recagnize that seminars and training programs may be required to promote efficiency and
job skills in their respective classifications, and that they may be required to attend such programs.. All such
training will be subject to review and approval of EMPLOYER prior to attendance. The employee shall be
reimbursed any personal costs for travel and expenses while attending authorized seminars and/or training
programs in accordance with the County Policy, as amended.

ARTICLE 37

PROFESSIONAL REGISTRATIONS AND CERTIFICATIONS

Upon approval of management and the EMPLOYER and in accordance with job requirements, expenses
associated with professional registration and certification renewals shall be reimbursed o permanent
employees.

ARTICLE 38

MEMBERSHIP FEES -PROFESSIONAL AND TECHNICAL ORGANIZATIONS (APPLICABLE TO UNIT 5

38.1

39.1

AND THE ENGINEERING AIDE IT -REGISTERED LAND SURVEYOR FROM UNIT 3)
The EMPLOYER recognizes that membership in professional and technical organization is beneficial to both
the employee and the EMPLOYER. When financial conditions permit and upon immediate supervisor and
EMPLCYER approval, EMPLOYER shall reimburse employees for membership fees to such organizations.
ARTICLE 39

LEGAL SERVICE

EMPLOYER agrees to provide legal services and hold employees harmless from any monetary recovery
assessed against them as parties to litigation arising from actions or activities involving professional service
to EMPLOYER projects or assignments.
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40.1

41.1

42.1

43.1

44.1

45.1

45,2

ARTICLE 40

SAFETY EOUIPMENT, CLOTHING AND TOOLS

Safety equipment, safety clothing, gloves and rain gear {excluding shoes) shall be provided by the
EMPLOYER when the job so requires. Any disagreement as to interpretation and/or application of this Article
shall be resolved by Special Conference rather than through the grievance procedure.

ARTICLE 41

REPLACEMENT OF PERSONAL BELONGINGS

When an employee suffers accidental damage to personal belongings through no fault of the employee,
consideration shall be given to replacement in kind. Replacement shall be based upon an investigation, a
written review and a recommendation by the immediate supervisor to the Human Resources and Labor
Relations Department. The Human Resources and Labor Relations Department will have final say on
consideration of replacement after reviewing the immediate supervisor's recommendation.

ARTICLE 42

RATIFICATION

The ASSOCIATION agrees to submit the final Agreement for ratification to the members of the bargaining
unit pursuant to the ASSOCIATION's Constitution and By-Laws.

ARTICLE 43

EFFECTIVE DATE

This Agreement shall become effective 1* day of January 2023,

ARTICLE 44

SUPPLEMENTAE AGREEMENTS

All supplemental agreements shall be subject to the approval of the EMPLOYER and the ASSOCIATION.
They shall be approved in writing or rejected in writing within a period of thirty (30) days following
submisston of a final draft.

ARTICLE 45
TERMINATION AND MODIFICATION

This Agreement shall continue in full force and effect from the date of ratification by both parties through
the termination date of December 31, 2025.

If either party desires to terminate this Agreement, it shall, ninety (90) days prior to the termination date,
give written notice of termination. If neither party gives notice of termination as provided in this paragraph
or notice of amendment as hereinafter provided, this Agreement shall continue in effect from year to year
subject to notice of termination by either party upon ninety (90) days' written nctice prior to the current
year's termination date.
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45.3

45.4

45.5

If either party desires to modify or change this Agreement, it shall, ninety (90) 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(s) desired. Any amendments that may be agreed
upon shall become a part of this Agreement without modifying or changing any of the other terms of this

Agreement.

Notice of termination or modification shall be in writing and mailed by regular mail to the Union at: 10
South Main Street, Suite 405 Mt. Clemens, MI 48043 and mailed to the EMPLOYER at: Human Resources
and Labor Relations, 1 South Main Street, 6% Floor, Mt. Clemens, MI 48043 or to any such address as the
Union or EMPLOYER may designate in writing.

Negotiations shall commence within ninety (90) days prior to the expiration of the contract.

ARTICLE 46

CHANGE OF NAME/ADDRESS

It is the Employee’s respansibility to notify the County of any change of name/address.

Upon request, the County will furnish the Names and Addresses of all Employees covered by this Agreement to the
Local Union. The Local Union shall appoint one Local Officer authorized to make the request., Requests are limited
to one request per calendar quarter.

ARTICLE 47

CLOTHING ALLOWANCE

Employees will be provided a credited amount of $300.00 on even numbered years towards work-related
clothing with a vendor as determined by the Employer.

Any purchase in excess of the $300.00 will be the paid by the employee.

Eligible employees who qualify for clothing allowance must have past his/her probationary period.
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IN WITNESS WHEREOF, the County of Macomb and its Office of the County Executive, by its Director,
Human Resources and Labor Relations, and representatives of the Administrative and Technical Employees
Association, on behalf of its represented employees, hereby cause this Agreement to be executed.

FOR THE UNION: FOR THE EMPLOYER:

James R. Andary, Attorney Law Karlyn Semlow,igirector

Human Resources and Labor Relations

Andrew Pisarcik, President

UWM\N/\M

—
Mary Roger%;"(lice—Pre ident

%c{[ A 116(_ S

Matt Akers, Steward

h N N r\paf\tl)‘%

Scott Drwencke, Steward

(ol s oateD: MW\oach 3, 2023

Adam N%wton, Steward
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LETTER OF UNDERSTANDING
between
THE COUNTY OF MACOMB
and

ADMINISTRATIVE AND TECHNICAL EMPLOYEES ASSOCIATION

RE: PANEL OF ARBITRATORS

The Parties agree that the following arbitrators shall serve on the panel of grievance arbitrators as per
Article 7 - Grievance and Grievance Procedure:

1. David Kotzian

2. Patrick McDonald

3. Tom Gravelle
FOR THE UNION: FOR THE EMPLOYER:
S - v Korllor Sorlln>
James R. Andary, Attorney at Law Karlyn Semlobv,)Director
ﬁ : Human Resources and Labor Relations

Andrew Pisarcik, President

DATED: \"W\Q,\,c)h 3,93




LETTER OF AGREEMENT
Between
THE COUNTY OF MACOMB
and
ADMINISTRATIVE AND TECHNICAL EMPLOYEES ASSOCIATION

RE: ARTICLE 31 — PAID TIME OFF (PTO)

In reference to Article 31 - Paid Time Off (PTO) item F: Employees who are eligible for a Paid Time
Off (PTO) conversion to cash may choose to transfer PTO hours to their sick leave bank in lieu of a
cash payment.

At no time may a sick leave bank exceed the maximum accumulation of one hundred and eighty (180)
work days.

At no time may an employee transfer or return converted hours to their Paid Time Off (PTO) banks.

This Letter of Agreement will be in effect only through the life of the 2023-2025 Collective Bargaining

Agreement.
FOR THE UNION: FOR THE EMPLOYER:
Syl sy Mw
James R. Andary, Attorney at Law \ Karlyn Semlo(ve, Director

Human Resources and Labor Relations
A2

Andrew Pisarcik, President

pATED: T Mle~ch 31,23
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Wage and Increment Schedules




APPENDIX A

PAY GRADES AND ASSIGNED CLASSIFICATIONS

ADTECH

Classification PTA

*Traffic Engineer

Civil Engineer 3

*Traffic Supervisor

Right of Way Agent
Mechanic Foreman

Electrical Supervisor

Stock and Inventory Foreman
Sign Shop Foreman

Service Center Foreman

+ | Mechanic Assistant Foreman
Information Systems Coocrdinator
Electrical Assistant Foreman
Design Technician

Civil Engineer 2

Traffic Technician, Senijor
Systems Technician
Right-of-Way Technician
Records Technician
Engineering Aide III
Electrical Technician
Assistant Foreman

Account Specialist ITI
Traffic Technician

Facilities and Maintenance Coordinator
Engineering Afde II

Civil Engineer I

Buyer

Account Specialist II
Engineeting Aide 1
Department Secretary
Account Specialist I

**Stock Clerk

Inventory Delivery Clerk
Department Clerk

Office Assistant

w|lololo|lm|m|m|m||m|m|malzxz|lclcxc|c| === 22l Y v )R

*The classifications of Traffic Supervisor and Traffic Engineer shall receive an annuai stipend of $3,000 (to be broken down into two (2)
payments of $1,500 in January and July).

**Provided that the currently “red-circled” employee remains in the classification of Stock Clerk (pay grade C), they will receive a one-
time lump-sum payment of $3,000.00 per year for the term of this contract. Payments will be made on the second pay period of January.



2023 PAY GRADES

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

$30,080.46 $30,952.79 $31,850.42 $32,774.09 $33,724.53 $34,702.55 $35,708.92 $36,744.48 $37,810.07 $38,906.56
$14.46 $14.88 $15.31 $15.76 $16.21 $16.68 $17.17 $17.67 $18.18 $18.71
$33,088.51 $34,048.07 $35,035.47 $36,051.49 $37,096.99 $38,172.80 $39,279.81 $40,418.93 $41,591.08 $42,797.22
$15.91 $16.37 $16.84 $17.33 $17.84 $18.35 $18.88 $19.43 $20.00 $20.58
$36,397.36 $37,452.88 $38,539.01 $39,656.64 $40,806.69 $41,990.08 $43,207.79 $44,460.82 $45,750.18 $47,076.94
$17.50 $18.01 $18.53 $19.07 $19.62 $20.19 $20.77 $21.38 $22.00 $22.63
$40,037.09 $41,198.17 $42,392.91 $43,622.31 $44,887.36 $46,189.09 $47,528.57 $48,906.90 $50,325.20 $51,784.63
$19.25 $19.81 $20.38 $20.97 $21.58 $22.21 $22.85 8§23.51 $24.19 $24.90
$44,040.80 $45,317.98 $46,632.21 $47,984.54 $49,376.09 $50,808.00 $52,281.43 $53,797.59 $55,357.72 $56,963.10
$21.17 $21.79 $22.42 $23.07 $23.74 $24.43 $25.14 $25.86 $26.61 $27.39
$48,444.88 $49,849.78 $51,295.43 $52,782.99 $54,313.70 $55,888.80 $57,509.57 $59,177.35 $60,893.49 $62,659.40
$23.29 $23.97 $24.66 $25.38 $26.11 $26.87 $27.65 $28.45 $29.28 $30.12
$53,289.37 $54,834.76 $56,424.97 $58,061.29 $59,745.07 $61,477.68 $63,260.53 $65,095.09 $66,982.84 $68,925.35
$25.62 $26.36 $27.13 $27.91 $28.72 $29.56 $30.41 $31.30 $32.20 $33.14
$58,618.31 $60,318.24 $62,067.47 $63,867.42 $65,719.58 $67,625.44 $69,586.58 $71,604.59 $73,681.13 $75,817.88
$28.18 $29.00 $29.84 $30.71 $31.60 $32.51 $33.46 $34.43 $35.42 $36.45
$64,480.14 $66,350.06 $68,274.21 $70,254.16 $72,291.53 $74,387.99 $76,545.24 $78,765.05 $81,049.24 $83,399.67
$31.00 $31.90 $32.82 $33.78 $34.76 $35.76 $36.80 $37.87 $38.97 $40.10
$70,928.15 $72,985.07 $75,101.63 $77,279.58 $79,520.69 $81,826.79 $84,199.77 $86,641.56 $89,154.16 $91,739.63
$34.10 $35.09 $36.11 $37.15 $38.23 $39.34 $40.48 $41.65 $42.86 $44.11
$78,020.96 $80,283.57 $82,611.80 $85,007.54 $87,472.76 $90,009.47 $92,619.74 $95,305.71 $98,069.58 | $100,913.60
$37.51 $38.60 $39.72 $40.87 $42.05 $43.27 $44.53 $45.82 $47.15 $48.52
$85,823.06 $88,311.93 $90,872.98 $93,508.29 $96,220.03 $99,010.41 $101,881.72 $104,836.29 $107,876.54 $111,004.96
$41.26 $42.46 $43.69 $44.96 $46.26 $47.60 $48.98 $50.40 $51.86 $53.37
$94,405.37 $97,143.12 $99,960.27 $102,859.12 $105,842.04 $108,911.46 $112,069.89 $115,319.91 $118,664.19 $122,105.45
$45.39 $46.70 $48.06 $49.45 $50.89 $52.36 $53.88 $55.44 $57.05 $58.70
$103,845.90 | $106,857.44 | $109,956.30 | $113,145.03 | $116,426.24 | $119,802.60 | $123,276.88 | $126,851.91 | $130,530.61 | $134,316.00
$49.93 £51.37 $52.86 $54.40 $55.97 $57.60 $59.27 $60.99 $62.76 $64.57
$114,230.49 | $117,543.18 | $120,951.93 | $124,459.54 | $128,068.86 | $131,782.86 | $135,604.56 | $139,537.10 | $143,583.67 | $147,747.60
$54.92 $56.51 $58.15 $59.84 $61.57 $63.36 $65.19 $67.09 $69.03 $71.03




2024 PAY GRADES (6% increase from 2023)

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

$31,885.29 $32,809.96 $33,761.45 $34,740.54 $35,748.00 $36,784.70 $37,851.46 $38,949.15 $40,078.67 $41,240.95
$15.329 $15.774 $16.231 $16.702 $17.187 $17.685 $18.198 $18.726 $19.269 $19.827
$35,073.82 $36,090.95 $37,137.60 $38,214.58 $39,322.81 $40,463.17 $41,636.60 $42,844.07 $44,086.54 $45,365.05
$16.862 $17.351 $17.855 $18.372 $18.905 $19.453 $20.018 $20.598 $21.195 $21.810
$38,581.20 $39,700.05 $40,851.35 $42,036.04 $43,255.09 $44,509.48 $45,800.26 $47,128.47 $48,495.19 $49,901.56
$18.549 $19.087 $19.640 $20.210 $20.796 $21.399 $22.019 $22.658 $23.315 $23.991
$42,439.32 $43,670.06 $44,936.48 $46,239.65 $47,580.60 $48,960.44 $50,380.28 $51,841.31 $53,344.71 $54,891.71
$20.404 $20.995 $21.604 $22:231 $22.875 $23.539 $24.221 $24.924 $25.646 $26.390
$46,683.25 $48,037.06 $49,430.14 $50,863.61 $52,338.66 $53,856.48 $55,418.32 $57,025.45 $58,679.18 $60,380.89
$22.444 $23.095 $23.764 $24.454 $25.163 $25.893 $26.643 $27.416 $28.211 $29.029
$51,351.57 $52,840.77 $54,373.16 $55,949.97 $57,572.52 $59,242.13 $60,960.14 $62,727.99 $64,547.10 $66,418.96
$24.688 $25.404 $26.141 $26.899 $27.679 $28.482 $29.308 $30.158 $31.032 $31.932
$56,486.73 $58,124.85 $59,810.47 $61,544.97 $63,329.77 $65,166.34 $67,056.16 $69,000.80 $71,001.81 $73,060.87
$27.157 $27.945 $28.755 $29.589 $30.447 $31.330 $32.239 $33.173 $34.135 $35.125
$62,135.41 $63,937.33 $65,791.52 $67,699.47 $69,662.75 $71,682.97 $73,761.77 $75,900.87 $78,102.00 $80,366.95
$29.873 $30.739 $31.631 $32.548 $33.492 $34.463 $35.462 $36.491 $37.549 $38.638
$68,348.95 $70,331.06 $72,370.66 $74,469.41 $76,629.02 $78,851.27 $81,137.95 $83,490.95 $85,912.19 $88,403.65
$32.860 $33.813 $34.794 $35.803 $36.841 $37.909 $39.009 $40.140 $41.304 $42.502
$75,183.84 $77,364.17 $79,607.73 $81,916.35 $84,291.93 $86,736.40 $89,251.76 $91,840.05 $94,503.41 $97,244.01
$36.146 $37.194 $38.273 $39.383 $40.525 $41.700 $42.909 $44.154 $45.434 $46.752
$82,702.22 $85,100.58 $87,568.51 $90,107.99 $92,721.13 $95,410.04 $98,176.92 $101,024.05 $103,953.75 $106,968.42
$39.761 $40.914 $42.100 $43.321 $44.577 $45.870 $47.200 $48.569 $49.978 $51.427
$90,972.44 $93,610.65 $96,325.36 $99,118.79 | $101,993.23 | $104,951.03 | $107,994.62 | $111,126.47 | $114,349.13 | $117,665.26
$43.737 $45.005 $46.310 $47.653 $49.035 $50.457 $51.920 $53.426 $54.976 $56.570
$100,069.69 $102,971.71 $105,957.89 $109,030.67 $112,192.56 $115,446.15 $118,794.08 $122,239.10 $125,784.04 $129,431.78
$48.110 $49.506 $50.941 $52.419 $53.939 $55.503 $57.113 $58.769 $60.473 $62.227
$110,076.65 | $113,268.89 | $116,553.68 | $119,933.73 | $123,411.81 | $126,990.76 | $130,673.49 | $134,463.02 | $138,362.45 | $142,374.96
$52.921 $54.456 $56.035 $57.660 $59.333 $61.053 $62.824 $64.646 $66.520 $68.450
$121,084.32 $124,595.77 $128,209.05 $131,927.11 $135,752.99 $139,689.83 $143,740.83 $147,909.33 $152,198.69 | $156,612.46
$58.214 $59.902 $61.639 $63.426 $65.266 $67.159 $69.106 $71.110 $73.172 $75.294




2025 PAY GRADES (3% increase from 2024)

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

$32,841.85 $33,794.26 $34,774.29 $35,782.76 $36,820.44 $37,888.24 $38,987.00 $40,117.62 $41,281.03 $42,478.18
$15.789 $16.247 $16.718 $17.203 $17.702 $18.216 $18.744 $19.287 $19.847 $20.422
$36,126.03 $37,173.68 $38,251.73 $39,361.02 $40,502.49 $41,677.07 $42,885.70 $44,129.39 $45,409.14 $46,726.00
$17.368 $17.872 $18.390 $18.924 $19.472 $20.037 $20.618 $21.216 $21.831 $22.464
$39,738.64 $40,891.05 $42,076.89 $43,297.12 $44,552.74 $45,844.76 $47,174.27 $48,542.32 $49,950.05 $51,398.61
$19.105 $19.659 $20.229 $20.816 $21.420 $22.041 $22.680 $23.338 $24.014 $24.711
$43,712.50 $44,980.16 $46,284.57 $47,626.84 $49,008.02 $50,429.25 $51,891.69 $53,396.55 $54,945.05 $56,538.46
$21.016 $21.625 $22.252 $22.898 $23.562 $24.245 $24.948 $25.671 $26.416 $27.182
$48,083.75 $49,478.17 $50,913.04 $52,389.52 $53,908.82 $55,472.17 $57,080.87 $58,736.21 $60,439.56 $62,192.32
$23.117 $23.788 $24.477 $25.187 $25.918 $26.669 $27.443 $28.239 $29.057 $29.900
$52,892.12 $54,425.99 $56,004.35 $57,628.47 $59,299.70 $61,019.39 $62,788.94 $64,609.83 $66,483.51 $68,411.53
$25.429 $26.166 $26.925 $27.706 $28.509 $29.336 $30.187 $31.062 $31.963 $32.890
$58,181.33 $59,868.60 $61,604.78 $63,391.32 $65,229.66 $67,121.33 $69,067.84 $71,070.82 $73,131.86 $75,252.70
$27.972 $28.783 $29.618 $30.477 $31.360 $32.270 $33.206 $34.169 $35.160 $36.179
$63,999.47 $65,855.45 $67,765.27 $69,730.45 $71,752.63 $73,833.46 $75,974.62 $78,177.90 $80,445.06 $82,777.96
$30.769 $31.661 $32.579 $33.524 $34.496 $35.497 $36.526 $37.586 $38.676 $39.797
$70,399.42 $72,440.99 $74,541.78 $76,703.49 $78,927.89 $81,216.81 $83,572.09 $85,995.68 $88,489.56 $91,055.76
$33.846 $34.827 $35.837 $36.877 $37.946 $39.047 $40.179 $41.344 $42.543 $43.777
$77,439.36 $79,685.10 $81,995.96 $84,373.84 $86,820.69 $89,338.49 $91,929.31 $94,595.25 $97,338.51 $100,161.33
$37.230 $38.310 $39.421 $40.564 $41.741 $42.951 $44.197 $45.478 $46.797 $48.154
$85,183.29 $87,653.60 $90,195.57 $92,811.23 $95,502.76 $98,272.34 $101,122.23 $104,054.77 $107,072.36 $110,177.47
$40.954 $42.141 $43.363 $44.621 $45.915 $47.246 $48.616 $50.026 $51.477 $52.970
$93,701.61 $96,418.97 $99,215.12 $102,092.35 $105,053.03 $108,099.56 $111,234.46 $114,460.26 $117,779.60 $121,195.22
$45.049 $46.355 $47.700 $49.083 $50.506 $51.971 $53.478 $55.029 $56.625 $58.267
$103,071.78 $106,060.86 $109,136.63 $112,301.59 $115,558.34 $118,909.53 $122,357.90 $125,906.27 $129,557.56 $133,314.73
$49.554 $50.991 $52.470 $53.991 $55.557 $57.168 $58.826 $60.532 $62.287 $64.094
$113,378.95 | $116,666.96 | $120,050.29 | $123,531.74 | $127,114.16 | $130,800.48 | $134,593.69 | $138,496.91 | $142,513.32 | $146,646.21
$54.509 $56.090 $57.716 $59.390 $61.113 $62.885 $64.709 $66.585 $68.516 $70.503
$124,716.85 | $128,333.64 | $132,055.32 | $135,884.92 | $139,825.58 | $143,880.52 | $148,053.05 | $152,346.61 | $156,764.65 | $161,310.83
$59.960 $61.699 $63.488 $65.329 $67.224 $69.173 $71.179 $73.244 $75.368 $77.553
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Active Employee Benefits




Blue Cross Blue Shield

Community Blue PPO ASC




As a sell-funded group, you are solely responsible for compliance with the federal Summary of Benefit and Coverage (SBC) rules, including SBG creation and
distribution. BCBSM does not assume any responsibility for SBC rule comgliance refaling to your group health ptan, er 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 awn 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 rutes, This SBC template document does nol 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, weliness programs, reference based pricing or benefits, or
coverage not administered by BCBSM, ar whether the coverage provides minimum essential coverage. If you have an ASC Plan Modification, it may be defined here
in only a limited way.



MACOMB COUNTY EMPLOYEES

Community Blue PPOS¥ ASC

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

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

Coverage for: Individual/Family | Plan Type: PPO

" The Summary 6f Benefits and Coverage (SBC) document will help you choose a health pian. The SBC shows you hew you and the plan would share
the cost for covered health care services. NOTF; Information about the cost of this plan {called the premium) will be provided separately.

This Is only a summary. For morg information.about your coverage, or to get a copy of the complete terms of coverage, visit www.bebsm.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,
underlined terms see the Glossary.

request a copy.

Important Questidns
What is the overall deductible?

Are there services covered before
you meet your deductible?

Are there other deductibles for
specific services?

You can view the Glossary at

$1,500 Individual/
$3,000 Family

£3,000 Individual/
$6,0C0 Family

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

No,

deductible, provider, or other

https:/fwww.healthcare.govisbc-glossary or call the number on the-back of your BCBSM'ID card to

deductible amount befare this
plan begins to pay. If you have other family members on the plan, each family member must
meel 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 ilems and services even if you haven't yet met the deductible amount,
Bul a copayment or coinsurange may apply. For example; this plan covers certain preventive
services without cost-sharing and before you meet your deductible, See a list of covered
preventive services at htips:/www.healthcare.gov/coverage/preventive-care-benefits/,

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

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

(May include a coinsurance
maximumy}

$6,350 Individual/
$12,700 Family

$12,700 Individual/
$25,400 Family

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

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

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

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

Will you pay less if you use a
network provider?

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

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

(balance billing). Be aware, your netwark provider might use an out-af-network provider for
some services {such as lab work). Check with your provider before you get services.

Do you need a referral to see a
|specialist?

No.

You can see the specialist you choose without a referral.

Group Number 007000448-0033

SBCO0003576473 20f9



- o

Common Médica

&. All copayment and.coinsuran

Primary care visit lo treat

ce costs-shown in this chart are after your deductible has been met, if a deductible appliss.

s, Exceptions, &
Information

if you need drugs tofréat
your lliness 6r condition
More informafion abouit
prescription drug coverage
is available at L
www.bcbsm;com/druglists

prescribed over-the-

tcounter drugs

copay/prescription for retail or
mail order 80-day supply;
deductible does not apply

additional 25% of the approved
amount; deduciible does not

apply

. 0
- [an injury or illness deductible does not apply 40% coinsurance None
. s $40 copay/visit; deductible I
ifyou visit a health care Specialist visit doas not apply 40% coinsurance None
provider's office.or f_“"ic Ipreventive care/ You may have to pay for services that aren't
sereeningl No Charge; deductible does Not covered prevertive, Ask your provider if the services you
(sereening/ not apply need are preventive. Then check what your plan
- fimmunization will pay for.
Diagnostic fest {xay, 20% coinsurance 40% coinsurance None
. blood work) =tEns
If yourhave a test mging (CT/PET
l\;n;g)ng ( 5Cans. 1205 coinsurance 40% coinsurance May require preauthorization
. $7 copayfprescription for retail | -
. iGeneric or select 30-day supply; $14 In-Network copay plus an

|Preferred brand-name

drugs

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

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

apply

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

Non preferred brand-
name drugs

$70 copay/prescription for
retail 30-day supply; $140
copay/prescription for retail or
mail order 90-day supply;

deductible does not apply

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

apply
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A Facility fee (e':g.,

Limitations, Exceptions, & Othér.Important

information

ambulatory surgery 20% coinsurance 40% coinsurance None
center)
Physician/surgecn fees  |20% coinsurance 40% coinsurance Naone

If you need Immediate.
medical attention

Emergency room care

$250 copay/visit; deductible

$250 copay/visit; deducfible does|Copay waived if admilted or for an accidental

does not apply

does not apply not apply injury.
Emergency medical 0 P . .
ansportation 20% coinsurance 20% coinsurance Mileage limits apply
|Urgent care $40 copay/visit, deductible 1450, e rance None

f you have a hospital stay

Facility fee (e.g., hospital
room)

20% coinsurance

40% coinsurance

Preautherization may be required

, Physician/surgeon fee  |20% coinsurance 40%-cainsurance None 3
If you need mental health, - . . I of mn Your cost share may be different for services
behavioral health; or Qutpatient services 20% coinsurance 20% ceinsurance performed in an office setfing
substance use disorder . , - N .
services Inpatient services 20% coinsurance 40% coinsurance Preauthorization is required.
Prenatal: No Charge; Maternity care may include services described
Ofiice visits deductible does not apply Prenatal: 40% coinsurance elsewhere in the SBC {i.e. tesis) and cost share
! ' Postnatal: No Charge; Postnatal; 40% coinsurance may apply. Cost sharing does not apply to certain
deductible does not apply maternity services considered to be preventive.
If you are.pregnant . .
_ LT Childbirth/delivery o ot ) i
o professional services 20% coinsurance 40% coinsurance None
g::rl‘lrtiiggéhldelwery facility 20% coinsurance 40% coinsurance None
Home health care 20% coinsurance 20% coinsurance Preauthorization is required.

If ynuneed'helprebévering '
or have other special:health

needs

Rehabilitation services

20% coinsurance

40% coinsurance

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

40f9



Limitations, Exceptions, &.Other Important

Information

Not covered for Applied Not covered for Applied
Behavioral Analysis; Not Behavioral Analysis; Not covered
covered for Physical, Speech jfor Physical, Speech and

and Occupational Therapy Occupational Therapy

None

|Habilitation servicas

Preauthorization Is required. Limited to 120 days

. . o o ot
Skilled nursing care 20% coinsurance 20% coinsurance per member per calendar year

Durable medical Excludes bath, exercise and deluxe equipment
e 2(% coinsurance 20% coinsurance and comfort and convenience items. Prescription

equiprment required.

4

No Charge; deductible does  jNo Charge; deductible does not

Hospice services Praautnorization is required. Visit limits apply.

. not apply apply
If your child needé:ﬂ'ehtal-br_ Children's eye exam Not Covered Not Covered Mone
eye.care . Children’s glasses Not Covered Not Covered None
For.morg.information.on :
pedialric vision or dental, — .
contact your plan - Sh"dre" s dental check Not Covered Mot Covered None
administrator” P
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Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services,)

¢ Acupuncture treatment ¢ Hearing aids » Routine eye care (Adult)
»  Cosmefic surgery s Infertility treatment o Roufine foot care
e Dental care (Adult) ¢ long term care '« Weight loss programs

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

*  Bariatric surgery » Coverage provided outside the Uniled States. = Non-emergency care when traveling outside the U.S

See http:/provider.bchs.com o Private-duty nursing

= Chiropractic care
o [f you are also cavered by an account-type plan
such as an integrated health flexible spending
arrangement (FSA), health reimbursement .
arrangement (HRA}, andfor a heaith savings
account (HSA), then you may have access to
additional funds to help cover certain out-of-
pocket expenses - like the deductible, co-
payments, or co-insurance, or benefits not
otherwise covered
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.goviebsa/healihreform, 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.qgov 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 o call 1-800-318-2586.

Your Grievance and Appeals Rights; There are agencies that can help if you have a complaint against your plan for a denial of a glaim. This complaint is called a grievance
or appeal. For morerinformation about your rights, look at the explanation of benefits you will receive for that medice] claim, Your plan documents also provide complete
information to submit a claim, appeal, or a grigvance for any reason to your plan. For more information about your rights, this notice, or assistance, confact 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 Heallh Insurance Consumer Assistance Program (HICAP) Depariment of
tnsurance and Financial Services, P. O Box 30220, Lansing, M! 48909-7720 or hitp:/fwww.michinan.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
requiremant that you have health coverage for that menth,

Does this plan meet Minimum Value Standards? Yes

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

(IMPORTANT: Blue Cross Blue Shield of Michigan is assuming that your coverage provides for all Essentiat 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:

5y

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 ptan. Use this informaticn to compare the porfion of costs you might pay under different

’&%ﬂ'
@ The plan's overall deductible 31,500
W Specialist copayment $40
N Hospital {facility) coinsurance 20%
M QOther coinsurance 20%

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

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

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

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

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (gfucose meter)

_ Total Example Cost I $12,700 ; : Total Example Cost [ $T400}
In this example, Peg would pay: In this example, Joe would pay:
Cost Sharing Cost Sharing
Deductibles $1,500 Deductibles $1,500
Copayments 3100 Copayments $600
Coinsurance $1,700 Coinsurance $70
What isn't covered What isn't covered '
Limits or exclusions $60 Limits or exclusions 360
| The total Peg would pay'is _ $3,360 ! : The total Joe:would pay is, $2,530

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

i T_Si'n‘l_ple Fractu’re.;;g

(in-network emergency room visl A7
follow ap care)

W The plan's overall deductible $1,500

B Specialist copayment $40
W 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 1 $1,900¢
In this example, Mia would pay:
Cost Sharing
Deductibles $1,100
Copayments $1C0
Coinsurance $0
What isn't covered
Limits or exclusions $0
. Thetotal Miawould.payis . $1,200}
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ADDENDUM — LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

‘We épaak your language
£ you, or'soreone you're| helging, fieeds assus!an!:e* you
have the right to get helg and lnformaﬁon In'your
language at no cost. To talk toan Interpreter, cali the:
Customer Service number on the back of ynur card; or
;877-469-2583, T'FY 711 if you srenot alreadv a membar
asistencia, tiene derecho a Dbtener ayuda ¢ Informar:lnn
en su idtoma sln coste alguno. Para hablar con un
Elntérprete, liameral némero- telefénico.de Serviclaal
dlerite, que aparece en Ia partetrasera Je a1i Iar}e'ta, o
iB77-469:2583, TTY: 711. 41 usted todavia no es un
miembro,
Lpl!u.\;u mml;qumﬁiw,lun_ﬁm
m%‘uﬁM%Ju—“ laglaadiysacboad o hocindt
n-fiﬂh»kuk md\sMu_\,-S)aMﬁ,mwl;\.uﬂl
oIS ha ekl 1Y (B7T7-469-2583 TTY:7 1178

ARG, REBEERMNNS FEBHN, SN
S EHEGSIERHNBNTE. Boh—-UHRER,

FRESNERENESRBTE  RESRREA

. [AEDRES 8772692583, TTY: Tlio
-n’!\w g o | ahgiaida reha AS 1 ) hnhnr(
N‘im«ﬂe RBsid L adulan 5  Enaliee L&
s aia rd:n.‘\\_ih:n 2 md reResioad i, vfa .._,_Mn-l-l‘;:l
V' ..__n:\ﬂnhav"-—r-\b'ﬁﬁim nap!ik
cemm ._nlul ol o BFT-469-2582 TTY 711
NEu quy vi hay ngu‘ﬂl ma quy v[ dang gilp Jad, €an ‘trg
giitp, quy vi sé cb’ quy‘én Slgcgilip v ob-thém théng tin
bing ngdn ngl cda mink mi€n phi; D& ndl chuy§n val ot
thnng dich vién, xln Eoi 56 Dich vy Khach hangr} mit.sau
thé clia quy vi, host B77-469-2583, TTY: 711 néu quyvl
chua phai la mit thark vian,
Nése Ju, ose dikush q@-po-ndihment, ka nevojé par
asistencd, ken! t& drejttiti mermi ndihim& dhe Infarmacion
falas né gjuhén tuaj. PEF 18 folir me njd pérkthyes,
telefononi numrin e Shecbimit té Kilentit né arign e pasme
1& kartds tua), ose B77-469-2583, TTY: 711 nése nuk Jenl*
‘einde nj& anétar.. !

et Pigh B FHE0H S0 2l AR XHO
ES‘.“}I:H‘—! Aol 281 FEa:FAstel ool HIS
52eh-glo| Ea e B} SELI0-BE A
E}Iila}alﬁ ?iﬁu E =1L = DAEAH A
BaE MBaiL, 10! 3=l biv e
877-469-2583, TTY: TR I*i&ﬁ!ﬂ}\li
T ST, SRS TR 9 RA], SR
T T, S8t ST GPTE AT NS © WY
TSI BT SR AW | (P 370 (R T
TN, WWW(‘T&WNWW
T T A §77-469-9583, TTV 711 X SRR S

ST AT

Jedli Ty lub osabd, ktére] pamagasz, potrzebujecie pomacy,
masz prawe do uzyskanla bezplatne] Informacji i pomocy
we wiasnym Jezyku, Aby porozmawiac z ﬂumaczem, '
zadzwori pod numer dziatu obstugl klients, wskazanym na
edwrocie Tvoje| karty lub pad numer 377-469~258?.,

TTY: 711, Jetell Jaszcze nie'masz czlonkostwa;

Falls Sie odér Jemand, demSie helfen, Unterstntzung
benttigt, haben Sie das Recht, kostenlose HHfe und *
Irifarmationen (n thirer, Sprach e zu erhalten. Um'mit elnem
Dolmetscher zu sprectien; rufen Sle bitte dle Numrer des
‘kundendienstes auf der Rickselte threr Karte an oder
B77-469-2583, TTY: 711, wehn Sie nach Keln MIthed ‘sihd.

Se tif 0 Gualcuno ¢he stal diutendo dvete bisogno df

assistenza, haj (| diritto df ottenere alute & Informaziofil

nella tus lingua gratﬁl_tamente. Per.parlare con.un
Interprete, rivolgit! al Servizio Assistenza al numerg’
indigato sul rétro dell tya scheda o chiamal
B77-469-2583,-TTV: 711.5€.non sel ancora membro.
THEAR, FHREGROROEY OHTREEBE
EERDZETTRIN ZEELRS, CHYOEE.
CHH= FERH Y, AHEXTE LEut s e
THEF BRIEHD Y ESA, RRERIEEA SIS,
AREFLON—FOBREIERIRHRIT—Y
—PADTEES (} .dﬂ—'l’.’#t‘?iti

877-469-2583, TTY: 711}, ETHTES 2L,

Ecom sam mmmnr EGTOPOMY BEL ToMOracTe, HyAma.
TIOMOITE, TO BEL HNIEETE Mpaia 23 Secn.u'moc nonyqerme
TOMOTH B ndmpuzmm 12 Bamen F3EIKe. e PAIreRcLa,
& IepeBoITEOM fT03BAHITE Ty HoMepy Tencdiona ofnena
oBcayRBAHNS KNNCHTOB; YEISARAOMY Ha obpaTaci
CTOPORC BANMTEH KAPTH WIH 0O ROMEPY

877-469-2583, TTY: 711, ecsmr y pac Ber MAEHCTES.

UkolikoVama il hekome kome VI pomakete treba’pomed;
imate prave da besplatno dobl]e:e pameé [ informacije na
SVOm ]eﬂku Da biste ra:govarall 53 prevodrncem, pozovite:
bro] korisnitke slu!be L] zadn]e strane kartice 11
877-455-2583, TTY: 711 ako ved niste San.
Kung: Ikaw, o ang/ Iyung ﬂnutulungan, ay nangangaﬂangan
ag nilong, miay. karapatan kana makakuha ng tulong ot
5mpormasyon 'sa fyong wﬂ(a ng walang gastos. Upang
miakadsap anglsang tagasa!tn. AOfnawag sa numero ng
Customer Service sa ikod ng lyong tatheta,
.3 877-459—?583, TTY¥: 711 kting tkaw ay hindi i (sdng
miyembro,

Important disclosure:

Bliré Cross-Blue SKIgld bf Michigan and Blue Care Network
comply with Fedaral el rfghls laws and donot
discriminate on-the basis of race, coler, national ongm,
-age, disability, o 5exX; Blue Cross Blua Shield 6F Michigsh
and Blue Care Netivork provlde free auxiliary aids and

> services.to people with disabilities to communicate
eﬂ’ectlvely with us; such:as qualif ed sign language
‘interpraters and lnformation in otherformats. Hyouneed
these services, call the Customer Service number on the
back of your card ar:877-469-2583; TTY: 711 If you are'riot,
alfeady a member Ifyou belléve that Blue Cross Biue-
shield of Michigan or Blue Care Network has falled to.
provide services erdiscriminated in another way on the:
basis'af tace, ooinr, national orlgin, age, disabifity, or sex,.
you can ﬂ]e a gﬂevance i persen, by, mall, fax, or emaﬂ
with: Offfce of Clvil Righits Coordinator;,

‘600 E. Lafayette Bivd.,, MC 1302, Detroit; Mt 48226;
phorie: 383-505 64 TTY: 711, fax 866—555—{1573q
ernall CivilR] gﬂts@bcbsm com i you nead help fi I‘Ifnga .
grievante, the Office.of CIle nghts Caurdxnator is avallable
to help you,

"You an also Rle a'tivil rights compfalnlmth the U.S:
Department of Health & Hufdn Servicés Office for Civil
Rights-eléctronically through the Office for Cil Rights
I:P'mp'la im: Porta! g\(z}__[ Iable:a}

ur by malr

photie, or emalt att .5 ‘Department ‘of Hea!th ‘&Human

Services, 200 Independence Ava; S.W, Washlng!on, D.L.

20201, phone BDD-SGS-IGIS,‘ITD. 800-537 7697, emaﬂ,

OCRCamgiarm@hhs gag Complaintfom‘ls &T¢ available 6t
Ail 5. it 1,
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Blue Cross Blue Shield
Simply Blue PPO HSA ASC with Rx

(High Deductible Health Plan)




As a self-funded group, you are solely responsible for compliance with the federal Summary of Benefit and Coverage (SBC) rules, including SBC creation and
distribution, BCBSM does not assume any responsibility for SBC rule compliance relating to your graup 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 lo 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. 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, o whether the coverage provides minimum essenfial coverage. If you have an ASC Pian Modification, il may be defined here
in only a limited way.



MACOMB COUNTY EMPLOYEES

Simply Blue PPO HSAS" ASC with Rx
Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

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

Coverage for: Individual/Family | Flan Type: PPO

ﬁ'

This is only a summary. For more information about your coverag
of your BCBSM.ID-card, Far general definitions of common terms,
terms see the Glossary. You can view the Glossary at

T e R
& %5

.z .;‘,‘-.-"?;ﬁ’n 3
Important Questions.
. Ari%

Rachil:

What is the overall deductible?

Are there services coverad before
you meet your deductible?

specific services?

$2,000 Individualf
$4,000 Family

34,000 Individual/
$8,000 Family

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

No.

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 heaith care services. NOTE: Information about the cost of this plan: {called the premium}
e, or to get a copy of the complete terms of coverage, visit www.bcbsm.com or call the number on the back
such as allowed amount, balance billing, cginsurance, copayment, deductible, provider, or other underlined
hitps:/Awww.healthcare govisbc-glossary or call the:number on the back of your BCBSM ID card to request a copy.

will be provided separately.

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

This plan covers some items and services even if you haven't yet met the deductible amount.
But a copayment or goinsurance may apply. For example, this pian covers certain preventive
services wilhout cost-sharing and before you meet your deductible. See a list of covered

preventive services at hilps://www healihcare.qovicoverage/preventive-care-bengfits!,

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

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

{May include a coinsurance
maximumy)

$3,000 Individual/
$6,000 Family

$6,000 Individual/
$12,000 Family

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

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

Premiums, balance-billing charges, any
pharmacy penalty and heallh care this

L_glan doesn't cover,

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

Will you pay less if youuse a
netwark provider?

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

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

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

Do you need a referral to see a
specialist?

No.

You can see the specialist you choose without a referral.

Group Number 007000448-0047
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-

" |Primary care or Online

“in-Network Provider
- (You will gayfhi least)

What You Will Pay>* W&z ,
] Out-of-NetwoTkProvider

ﬁ_ Al copayment and coinsuranea cosis shown in fis.chart afe after your deducfible has beervinet, i a deductible appiies|

{Youwill.paythe most)

Limitations; Exceptions, & th;r"i_m_portant
%5 information
a © on

prescription drug-coverage
is available at

wrww.bobsm.com/druglists

Preferred brand-name
drugs

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

visit to treat an injury or  [No Charge 20% coinsurance None
S illness
if you'visitahealth care  {Specialist visit Mo Charge 20% coinsuranca None
provider's office or.clinic Praventive care/ You may have to pay for services that aren't
N oy preventive, Ask your provider if the services you
%ﬂion No Charge Not covered need are preventive. Then check what your plan
will pay for.
Elfog?:;ﬁ)m (xray, No Charge 20% coinsurance Mone
i youhave atest - . maning (CTPET
_— i {nn;!gsl)ng ( SCaNS: o charge 20% coinsurance May require preauthcrization
Generic or select f;tgi%%;przzcnftfo;zgor In-Network copay plus an
S prescribed over-thé- y V! tpp % \ail additional 20% coinsuranca of
. druas t5- ter drugs copayiprescription lor rélallor |y onroved amount
If you:need drugs to-treat  jCOUN g mail order 90-day supply P
?\’}lc::tra |i]r!1|fa0er;sag_(|;;oaggtttmn $40 copay/prescription for In-Network copay plus an Preauthorization, step therapy and quantity limits

additional 20% of the approved
amount

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

Non preferred brand-
name drugs

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

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

Facility fee (e.g.,

If you ﬁave‘ou{pgtie"ﬁ”t ambulatory surgery No Charge 20% coinsurance None

surgery c . center) )

- Physician/surgeon fees  |No Charge 20% coinsurance None
Emergency room care  |No Charge No Charge None

3 of &quot



Limitations, Exceptions, & Other Important

. iEmergency medical

! = Information ===,
. & .H:!u'

'If,you are pregnant

Posinatal: No Charge

Postnatal; 20% coinsurance

If you need immediate iransportation No Charge No Charge Mileage limits apply
medical-attention A
" Urgent care No Charge 20% coinsurance None
« T+ lFacility fee (.9., hospital N - P .
o s o Charge 20% coinsurance Preauthorization is required
If you have a hospital stay room) ’ ’ d
Physician/surgeon fee  [No Charge 20% coinsurance None
If you need men'tal"h_ealth, Outpatient services No Charge No Charge None
b_ghavl_o[gl health,or. - -
substance use disorder - - |inpatient services No Charge 20% coinsurance Preauthorization is required.
services '
_ . ) Maternity care may include services described
) Prenatal: No Charge; AL ; .
Office visits deductible does not apply Prenatal: 20% coinsurance elsewhere in the SBC (i.e. tests) and cost share

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

Childbirth/delivery

o
professional services No Charge 20% coinsurance None
Chult_jbnrthldelwery facility No Charge 20% coinsurance None
senvices
. |Home heatth care o Charge No Charge Preauthorization is required.
' Physical, Speech and Cccupational Therapy is
Rehabilitation services  |No Charge 20% coinsurance limited to a combined maximum of 30 visits per
. 5 member, per calendar year.
If,yourne’ed-help:récié'\,rer_]_ngi Habilitation services Not covered Not covered None
or have other special health| . Preauthorization is required. Limited to 80 days
needs Skilled nursing care No Charge No Charge per member per calendar year
. Excludes bath, exercise and delixe equipment
M@M No Charge No Charge and comfort:and convenience items. Prescription
equipment o
required.
- Hospice services No Charge No Charge Preautharization is required. Visit limits apply.
If your.child nesds:dental or{Children's eye exam ___{Not covered Not covered None
eye care "~ |children’s glasses Not covered Not covered None

4 of &quot




iServices Youi Ma;
28

e

For more Information on
pediatric vision or dental; - Children's dental check-

contact your plan

adminisirator’ up

Not covered

Limitations, ,!E_;iception's;__& Othéfjmportant

Information ,
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Excluded Services & Other Covered Services:

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

¢ Acupunciure treatment ' « |Infertility treatment ¢ Routine foot care
» Cosmelic surgery * lLong term care »  Weight loss programs
« Dental care (Aduith ¢ Routine eye care (Aduli)

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

= Bariatric surgery » Hearing aids ¢  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}, and/or a health savings
account {HSA), then you may have access to
additional funds to help cover certain out-of-
pocket expanses - like the deductible, co-
payments, or co-insurance, or benefits not
otherwise covered

« Coverage-provided outside the United States,
See hitp://provider.bcbs.com

= Non-emergency care when traveling outside the
US.
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Your Rights to Continue Coverage: There are agencies that can help if you want to cantinue your coverage after it ends. The contact information for those agencies is:
Depariment of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.govfebsa/healthreform, or the Department of Health and Human Services,
Cenler for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
calling the number on the back of your BCBSM ID card. Other coverage options may be available fo you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare 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 denia! 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 pian documents also provide complete
information to submit a claim, appeal, or a arievance for any reason o your plan. For more information about your rights, this notice, or assistance, contact Blue Cross®and
Blue Shield® of Michigan by calling the number on the back of your BCBSM D card.

Additionally, a consumer assistance program can help you file your eppeal. Contact the Michigan Health Insurance Consumer Assistance Program {HICAP} Depariment of
Insurance and Financial Services, P. ©. Box 30220, Lansing, M| 48909-7720 or hitp://www.michigan.gov/dis 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 Minimum Value Standards? Yes

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

{IMPORTANT: Blua 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 minimurn 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 categaries, 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 miight cover medical care. Your actual costs will be different
depending on the actual care you receive, the pricas your providers charge, and many other factors. Focus on the cost sharing amounts {deductibles,
copayments and colnsurance) and excluded services under the plan. Use this information to compare the portion of cosls you might pay under different
health plans, Please note these coverage examples are based on self-cnly coverage.

g pets

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

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

Diagnostic tests (uftrasounds and biood work)
Specialist visit (anasthesia)

' ontrolled ¢

L2 =1
B The plan’s overall deductible $2,000
™ Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
W Other coinsurance 0%

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

Diagnostic tests {blood work)

Prescription drugs

Durable medical equipment (glucose mefer)

 Total Example Cost ] §12,700: [ Total Example Cost 1 7,400
In this example, Peg would pay: In this example, Joe would pay:
Cost Sharing Cost Sharing
Deductibles $2,000 Deductibles $2,000
Copayments $30 Copayments $700
Coinsurance 30 Coinsurance $0
What isn'f covered ] What isn't covered
Limits or exclusions $60 Limits or exclusions $60
The total Peg would pay is 17$2090] i Tho total Joa would pay is $2,760

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

Mia’s Simple Fracture ~
mergency room visi.an

=08
% 00 up.ca e 2 £
ﬁ T p It ) =i“

M The plan's overall deductible $2,000
= Specialist coinsurance 0%
# 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 (physicaf therapy)

"Total Example Cost | $1,800:
In this example, Mia would pay:
Cost Sharing
Deducfibles $1,800
Copayments $0
Coinsurance 50
What isn't covered
Limits or exclusions $0
! The total:Mia would:pay Is 1$1,900.i
8 of &quot



ADDENDUM — LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

Wa speak your language

if you, or someone you're helping, needs assistance, you
have the right to get halp 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
877-465-2583, TTY: 711 f you aré hot already a member,

$lusted; o alguien-a qulen usted ests syudande, necesita
asisiencla, fiene derecho a abterier ayuda e informaclén
en su [diama sin costo alguno. Para hablar conun
Intérprete, llame &) nismero telefénlco de Serviclo al
dliente, que aparece en la parte trasera de su tarjety, o
877-469-2583; TTY:.711 sl usted todavia no es un
miembro,
Us‘_,.h‘:lpk el digtagesntid aljpad f s aC bt
Al 1 g0 By By g athiie ety S sl e gl
PP ZA N S ISR EPE TN B PO T
i 0 3 1187 7-469-2503 TTV:711 S0

tnE4s, MEGERMEMNG, FHEGE, T
GOLENREGNRENARA., BAN-UMEA,
HRGEENTRENEFR R R  MREATR2AR
. FHBWEE877-169-2583, TTY: T11,.
it Biiis g+ o Shotasha ~d b 4 G B L
wRaulaccho fRitich o dhulady rfand o do :\-\}vﬂl-.,ohuf'
Ai e et ARt g e Bopa s, wtoaidln
. geondandin g 26 Ay ooy i oS00
i ol oy o B77-449-2583 TTY:711
Né&u quy i, hay ngudima qui vl dang glip df, cin trg
gliip, qui vi 52 cb quyBn duqe gidp v4 &6 thém thing tin
bing ngén nglh cdha minh midn phi. £& ndl chuyén vil mit
théng dieh vién, xin gol 56 Olch vy Khich hing & mit sau
thé cdia quy vi, holic 877-463-2583, TTV: 711 néu quy vl
thira phal I3 mat thanh vién.
Nése ju, ose dikush g2 po ndihmonl, ka nevoje pér
asistencl, kenl t& drejtd 18 merm) ndihma dhe Informacion
falas e guhsn tual PEr 18 folur me hjé pérkthyes,
telefonanl:numrin e.ShErbimit té Klientit né anén e pasma
L& kartés tuaj; ose B77-163-2583, TTY: 711 nése nuk Jen!
enda njé anétar.

Bref gt Ei 7 8101 G0 Rl ABOI LHOI

gasicio, #tle S8 F2a s A0iR U

s E0| 28 4 gl HEITH YUBLICH B
CASHSHEAD! 819l JIS SO0 Rhi= 212 Al

Haz ®HaioL, o0l ANl ok

877-469-2583, TTY: 7112 HEEAN 2,

T I, J B AR R I PR, TS
TETERT 5, SR T ST AT ¥ & B
TRSTIR T SYTART R | A 2% (RISTIR S
) TS, TTAN THSH (TR (G STF FTES] 6
] T G 877-469-2583, TTY: 711 9% Rrowms; @ik
et picahic ]

Iedli Ty lub osoba, kidrej pomagasz, potrzebujecle pamacy,
masz prawo do uzyskanla bezptatne informacjii pomocy
we wiasnym jgzyku. Aby porozmawladz tfurnacxem,
zadrwon pod numer drfatu obstugl klienta, wskazanym n3
odwrocie Twoje] karty lub pod numer B77-469-2583,

TTY: 711, Jetell joszcze nie masz czionkostwa:

Falis Sle oder Jamand, dem sie haffen, Untersmtzung
bendtigt, haben Sie das Recht, kostenfose Hilfe und-
Informationen in Ihrer Spraché zu erhatten, Um mit elfiemn
Dalmetscher zu spréctien, rufen Sie bitte die Nummerdes
Kundendlenstes auf der Rackselte Ihrer Karte anoder
877-469-2583, TTY: 711, wenn Sle hoch keln Mitglied sind.
Se tu o qualcuno che stal alutando avete bisogno di
assistenza, hal’ i diritto ¢ ottenere aluto & informazion
nella tua lingua gratuitamente. Per parlare con-un
Interprete, rivolgit! 2l Servirio Assistenza al iumere’
indicata sul rétro dalla'tua scheda o chiama @
B77-469-2583, TTY; 711 se nan sel ancora membro:
EEAR, FREEBROOBYOHF TEEELE
EERSATIRMMTELELES, CHRDEE
T— P ERAY, MEEAFLEYTIO LN
TEET, HREMYFHAL.BRESESHh OB
BREHLOI-FOBHEIIRREALARS T
—EAOTIEHRS (# =T HVARX

§77-465-2583, TIV: U FTHREECLEZLN

ECTH BaM K STy, EOTOPONY 381 BOMOF3CTe, HYRHA,
DONOIIL, TO BbI IMeSTe NPAnO Bi GECILTATHOS Hamyyenne
ROMOITH K MEHOPMAMIA 13 sanien a3smke. JI1x pasrosepa
€ OepeROTIEH HOIBOHATE 0 ROMepY Tenrdona oTAENA
OOCTYATIRARTL RINERTOB, YKIIAHHOUY HI ofpatHoil
cropoHe Banreil KAPTEY, ILT6 O HOMEPY

877-469-2583, TTY: 711, ccTH ¥ BaL HeT ISHCIBR.

Ukoliko Yama il nekaine kome Vi fomatete treba pomad,
imate prave da bespiatnn dablfete pomot | Informacife.ns
svom Jezlky, [a biste razgovarall sa previdiocem, parovite
bro) korisnitke slufbe sa zadnje strane kartice il
877-465-2583, TTY: 711 ako vet niste dan.

Kung tkaw, 0 ang fyong tinutulungan, ay nangangailangan
ng tulong, may kampatan k3 na makakuha ng tulong at
imparnmasyon 59 Iyong wike ng wralang gastos, Upang
makausap ang Isang tagasalln, tumawag sa numera ng
Customer Service sa lkod ng (yong tarheta,

-0 877-469-2583, TTY: 711 kung Kaw ay hindl pa isang

miyembro,

Important disclosure

Blue Cross Blue Shigld of Michigan and Blue Care Netwoik
comply with Federal civil rights laws and do not
dlseriminate on the basis of race, color, national origin,

.9ge, disability, or sex. Blue Cross Blue Shield of Michigan

and Blue Care Network Frovide free duxifary aids-and
services to people with disabilitles to communicate
effectively with us, Such as qua[]ﬂed sign languzge
tnterpréters and Information In other farmats, [ you fiped

“these services, call the Customer Service numbef o the

back of your card, or877-469-2583, TT¥: 711 if you are not
already a member, i you believe that Blue Crogs Blue
Shield of Michigan or, Blue Care Network has failed ta.
provide services ordiscriminated n another way on-the
basls of race, color, natlonal origin, age, disabllity, or sex,
you'can file a grievance In person, by mail, fax, or email
with: Office of Civil Rights Coordinator,
600 E; Lafayette B Btvd MC 1302, Detroit, M 48226,
phenet 888-605-6461, TTY: 711, fax: 866:359-0578,
emall: CvilRIghtstibebsm.com. If you nead help fillng a
grlevance. thie Office of Civil Rights Coordlnator Is avallable
1o help you.
You can-also file a civil rights complalnt with the U.5.
Qepartment of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
camplalnt Panal avallsb!e at
or] ‘orby mall,
phione, or.emall at: U5, Department of Health & Human
Services, 200 Independence Ave, 5.4, Washingtan, D.C.
ZCIIUI., phonet 800-355-1015, T7D; 800-537-7637; emall.
OCRCo mglalnt@hhs gov. Complaint fonms are avallable at
Atin:/fww hhe goviecr/office/fiefindex htmi.

9 of &quot



Blue Care Network




BCN HMO Active Employees

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



CLSSLG
Macomb Co Employees - Hard Cap-Active/COBRA

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

BON HMO Actret Fmplavees

A

Coverage for; All Plan Types Plan Type: TPA

The Summary of Benefits and Coverage (SEC) 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 informatian about your coverage, or fo get a copy of the complete terms of coverage, visit www.bcbsm.com or call 800-662-6567 .
For general definitions of common terms, such as allowed amount, balane billing, coinsurance, copayment, deductible, provider, or other underlined terms see the

-

e s g B8

Important Questionss .

What is the overall deductible?

Glossary. You can view the Glossary at hilps:/fwww.health

-k s i

care.qovisbe-alossary or call 800-662-6667 to request a copy.
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See the Common Medical Events chart below for your costs for services this plan covers.

Are there services covered
before you meet your deductible?

You will have to meel the-deductible before the plan:pays for any services.

for this plan?

‘:;2:?;;2::‘;';%%@ for o You don't have to meet deductibles for specific services.
What is the out-of-pocket limit The out-of-pocket limit is the most you could pay in a year for covered services, If you have
al Is the oul-01-Pockel MR |66,350/$12,700 other family members in this plan, they have to meet their own out-of-pocket limits until the

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

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

Premiums, balance billed charges and
health care this plan does nol cover

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

Will you-pay less if you usea
network provider?

Yes. See www.bcbsm.com or call the
phene number on the back of your ID
card for a list of network providers.
800-6562-6667 for a list of network
providers.

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

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

Do you need a referral to see a
specialist?

Yes

This plan will pay some or all of the costs to see a specialist for covered services.but only if
you have a referral before you ses the specialist,




BCN HMO Active Employees

Common
Medical Event. =

. [, Y )
tions; Exceptions, & Otfigr Important
informatioh

_ Primary care visit to treat an injury or illness |$20 copay/visit Not covered $20 copay for cnline visits.
Requires referral, No charge for allergy
injections, allergy office visit and testing /30
Specialist visit $30 copayfvisit Not covered combined visits for spinal manipulaticns
If you:visit-a:health care performed by a chiropractor or osteopathic
provider's office-or clinic physician
o You may have to pay for services that arent
. , - preventive. Ask your provider if the services
Preventive care/scregningfmmunizafion No charge Not covared you need are preventive. Then check what
your plan will pay for.
S Diagnostic test {x-ray, blood work) No charge Not covered Mla:y require preauthorization / No charge for
Ifyou have atest ™ |ab services
: Imaging (CT/PET scans, MRIs) Mo charge Not covered Requires preauthorization
© |Tier 1 - Mostly Generics $10 copay/30 days Not covered Preauthorization & step-therapy apply Yo selecl
If you need.drugs to treat 7. o _ oay drugs.
yoyur iiness or condition Tier 2- Preferred Brand $25 conay/30 days Not covered 50% caingurance for sexual dysfunction drugs.
More information.about Effective 1/1/2013 Tier 1 contraceptives are
resciiption drug” . Tier 3 - Non- covered in full ‘
L_L_gcovera’ s s availabio at |Tier 3 - Non-Preferred Brand $50 copayf30 days Not covered 80 day mai order and retail copays are 2x the
www.bchsm.com/customds standard retail copays.
uglist ' i i
i Specially drugs zgﬁd copays isted above Not covered Limited to a-30 day supply -
x May require preauthorization/50% coinsurance
If you have outpatient Facility fee (e.g., ambulatory surgery center} jNo charge Mot covered for TMJ, orthognathic surgery, reducticn
surgery mammoplasty, male mastectomy
. |Physicianfsurgeon fees No charge |Not covered See "Cutpatient surgery facility fee”




_.._ {Emergency room care [$100 capaynvisit 0 copay/visit [Copay waived i admited
Ifyou need immediate . . Non-emergent fransport is covered when
= P e .
imedica attention Emeragncy medical {ransportation No charge No charge preauthorized
Urgent care $30 copayfvisit $30 copay/visit Nene
. Praauthorization is required. 50% cainsurance
If you have a hospital Facility fee {e.g., hospital room) Mo charge Not covered for TMJ, arthognathic surgery, reduction
stay e mamemoplasty, male mastectomy
.  Zz¢ " {Physician/surgeon fee No charge Not covered See "Hospital Stay surgery facility fee’
[fyou need'mental - |Outpatient services No Charge Not covered Preauthorization is required
health, behavioral health,
o substance use Inpatient services No Charge Net covered Preauthorization is required
disorder services.-
o . ; Postnatal and non-routine prenatal office
' Cffice visits o charge Not covered visits-$20 copa
If you are pregnant Childbirth/delivery professional services No charge Not covered None
' Childbirth/delivery facility services No charge Not-cavered None
Home health care 530 copay/visit Not covered E:f;tﬁs preauthonization. Gustodial care fiot
Requires preauthorization/ One periad of
treatment for any combination of therapies
Rehabflitation services $30 copaylvisit Not covered within-80 consecutive days per medical
episode. Subject to meaningful improvement
It you needhélp - _ within 60 days.
recavéring or have other Hahilitation service Qgg\(;j? %ﬁsﬁz:"'sn' Not covered PT/OT/ST for autism spectrum discrder has
_speclal=hea|th needs natialon semees PT/()T.%‘I’E P unlimited visits. Requires preawthorization,
Skilled nursing care No charge Not covered Requires preauthorization/Limited to 730 days
Requires preauthorization and must be
. . obtained from a BCN supplier. Convenience
-, 1Durable medical equipment No charge Not covered land comort items not covered, Dizbefic
‘ supplies covered in full
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Common ) n_.‘ a \ o : R """-"Limit‘ati'ons’, Exceptions; & Other Important
Medical Event T TR "o i B ovi ' . Info,rmalio‘n“a'ﬂl

g .
_ ; : Inpatient care requires preauthorization.
{Hosp . .
T Hospice services No charge Not covered ] Housekeeping and custedial care not covered,
) - . |Children's eye exam Not covered Not covered Contact benefit administrator for coverage.
ityour child needs . . Children's glasses Not covered Not covered Contact benefit administrator for o
dental oreyecare . | ildren's g covers covered . ct benefit administrato overage.
T ) “"|Children’s dental check-up Not covered Not covered Contact benefit administrator for coverage.




BCN HMO Active Employees

Excluded Services & Other Covered Services:

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

s Acupuncture (if prescribed for rehabilitaticn + Long-térm care » Routine eye care (Adult)
purposes) + Non-emergency care when traveling outside the ¢  Routine foot care

« Cosmetic surgery us. + Weight loss programs

« Dental Care {Adult) s Private-duty nursing

» FElective Abortion

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

« Barialric surgery « |nfertility treatment

= Chiropractic care » Hearing Aid

Macomb County Blue Care Network Plans generally requires/allows the designation of a primary care provider. You have the right to designate any primary care provider who
participates in our network and 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 ta select a primary care provider, and for a list of the participating primary care providers, comtact the Macomb County at (586) 469-5280.

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

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



BCN HMO Active Employees

Your Rights to Continue Coverage:

There are agencies thal can help if you wanl to continue your coverage after it ends. The contact information for those agencies is; U.S. Department of Labor, Employee
Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsathgalthreform., or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or
www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health insurance Markefplace. For more
information abaut the Markeiplace, visit www,HealthCare.qgov or call 1-800-318-2566,

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, 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, 7 Floor, P. O. Box 30220, Lansing, MI 48909-7720, http:/www.michigan.gov/difs: call 1-877-599-6442 or fax: 517-284-
8838,

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

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP), Depariment of
Insurance and Financial Services, P. O. Box 30220, Lansing, MI 48809-7720, 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 Coveraga 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 2 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 far specific EHB
categories, for example, prescription drugs, through another carrier.)

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




About these Coverage Examples:

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

$0

M The plan's overall deductible

H Specialist copayment $30
W Hospital {facility) coinsurance 0%
H Qther coinsurance 0%

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

Diagnostic fests (utrasounds and blood work)
Specialist visit {anesthesia)

o The plan’s overall deductible $0

M Specialist copayment $30
M Hospital ({facility} ceinsurance 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 I"$42,700;  ; Total Example Cost’ [ $7,400:;
In this example, Peg would pay: In this example, Joe would pay:
- Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0
Copayments ~ $70 Copayments $800
Coinsurance $0 Coinsurance 30
What isn'f covered . What isn't covered
Limits or exclusions $60 Limits or exclusions $60
" The'total Peq'would pay Is EEE ' The total Joe would'pay is Tl 8860 1

Mia
v fllowup care)
- R S
W The plan's overall deductible $0
W Specialist copayment $30
W Hospital (facility) coinsurance 0%
M Other coinsurance 0%

This EXAMPLE event includes services like:
Emergency room care {including medicel
supplies)

Diagnostic tests {x-ray}

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

i Total Example-Cost 1 $1,900]
In this example, Mia would pay:
) Cost Sharing
Deductibles $0
Caopayments $200
Coinsurance i $0
" What isn't covered
Limits or exclusions $0
i The total Mia would pay is 1 $200.
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ADDENDUM — LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

Woae speak your-language

IFyou, or sumeone you're helping, fieeds assistance, you
have the right’ to get felp aitd information in your
langeage at no cost. To talk to an Intérpreter; call the
Custofer Service dumbiran the back of your card; or
4‘877-469-2583,11'\' 711 Ifyou arg not alreadva mamber.

51 Usted, 0 algulen & qulen usted éstd syydando, necesita
asistencia; tiene derecho a-obténer ayuda e informacion
-@n su idioma sin costo a!guno Para hablar con ua-
‘AIntérpréte, tamesal niimero telefdnlco.de Servicio al
cliciite, que BPaTECe 8 Ja parte trasera de su tarjeta, o
877-469°2583; TTY: 711 si usted todavia no es un
miembro.
U.‘u;mz'l;u.ml._ll;la;.:.m p\u.u.._,lu:!uﬂlil
AL o ity gyl el sl e 3ol
g e 2 il e R 8 i i i 2]
N1 ke o Y 1] 8774692583 TTVF 19 b0
R, RFIEEERANNE. RERE, SRR
SREUEAHIFARRMNNE, Ealn—aiEa.
'iﬁﬁi&ﬂﬁ?'ﬁﬁ@#}@#ﬂﬁﬁﬁ&i HRERTFREA
Sﬁ!aﬂﬁ 877-469°2583, TT¥: 7114
[ 2 ST g Sl poyuets hbiaiecdn m ._v.a ¥ g B L
Mﬂn R nhA;g; -ﬂ’wnp IEENA Ry AM
nigu&q.\ﬁ\;wwpe,r(c T -em\,.d‘. s \.‘ \_
] .__,namhglt( --ll-h-rﬁ-ﬂ‘a'dﬂ? n&\sh‘
rhic Lol rdw e BT7-069- ZSBBITY 711
Néu quvvp_, ay: ngufai ma quy vl dang glup dif;'éan trq'
gitip, QU v <& cd" quvén duqc €7p va 0o thém thng tin
béng ngbn ngﬂ cla minh mién phl. BEndl :huyen vl mge
.théng dich vién, :ln goi 56 DIgh vu Khdch haing ¢ matsau
thécla quﬁ i, hoac #77-469-2583, TTV: 711 néis quirvi
chua phi i mit thanh vién,
Nése ju, ose dikush q4'po ndihmoni, ka nevojé per
asistenca, kenl ta drejte t& mermi adihme dhe information
£ala5 né ‘gluhén teaj: Pérte folurme njé pérkthyes,
telefononl numrin e Shérbimit 1@ Kiieatlt n& andn e pasme
16 kartés tus), ose 877-465-2583, TTY: 711 ndse auk jefl
ende nj&anstar,

et 3 8 & S 5H0t Bl e A0l X0l
ﬂﬂol‘ﬁ}"i A== =l At °'*0{§ H&
220l 2 4 gi=Hal} YnLich BAs
cisiste e oo IS SR Al DA KY| A
wE2 & e 8Ly ol B0l oi e
877-469 2583, TTY: 1112 EQEIQ’ME
xﬁsmm QI ET] TR, 97 FTAL, S
TR, WWWMW LRl
ISR SEETH STTE FOE| (AT IF0 (SIS A
T, WWW(‘T@WWW@TW
R TN 8774699583, TTY: 741 % RoTHLAy ST
FHY A I WA
Jedlr Ty lub oseba,: ktdrej pomagasy, patrzehujecle pomocy,
masz prawo do uzyskan[a bezptatne] Informacjii pomocy
we: wiasnvm jezyku Aby parozmawiat £ thumaczem;
zadxwoﬁ pod numer. dziaty obstugl Kienta, wskazanym s
odwrocie Twoje), karty ot pod riumer 877-469-2543,
TEY: 711, jeteli foszcze.nie masz czfonkostwa,
Falls Sfe-oder Jemand, dem Sie heffen, Untersfﬁtzung

'benaugt, haben Sle das Recht, kostenlose Hilfe und

Informatinnen In iheer Sprathe zu ethalten um’ mlt elnem
Dolmetscher zu sptechan, rufen Sie bitte dle Nummer des
‘Kundendienstes auf der Ritkseite lhrer Karte an oder
877—469—2583, TIV. 711, wenn Ste noch kein Mltglled s,
Se tl'o gualcinothe staldi tandn Avete bitogriodn
‘asslstenza, haf I dirftto di ouene!e aluto e Informazionl
nella tua l]ngua gratuitamente Per parlare con un
‘intarprete, rivolgit] al Servizlo Assistenza al numero’
indiatid sul retro della tua scheda o chidima il
877-269-2583, TT¥: 711 52 non sel ancora frembro.

CTEAR, F-BEEROOOBEYOFTRMELE
EERSFTIHAMC EVELRS, CHEORE
o= b&ﬁi'ﬁ. Y, MEELELEY TSI bR
TEET HEEND VEEL. RIRE ﬁﬁéhéiﬁ
BIEBHHEOH— M‘)Eﬁl-ﬁﬂ‘é REHRET—Y
—EAOREER (A .ﬂ'!—'t'fétL\ZTld:

8774692583, TTT: M) ETHBEEC XL,

Ecmi aM Ut Ty, E0T0POsY BY [OMOTIere, By AHA
BoMOITE, T0.BE IMEETE, npasu Ra ocummoe uoxryqe'
TOMOME B nmizopmmm B Bamesg dixe. fag pairabops
¢ niepeBorTILo TOIBOIHTE 10 HONEPY me(bom oTHEN

ooc.nymmx KIRCKIOB, YEaiaHHoMy Ea ofparaci
CTOpORE amed KAPTHL IWIH IO ROMEPY
B77-469-2583, TTY: 711, ecom y Bac Heg -uIeHCIRE,

Ukioliko Vama 1l nekonie kome VI pomaete trebapoimaé;
imate pravoda besplatnn dobl}ele poemod [ Informacije'na

'svom[ezlku Da biste ra:guvarali sa prevodiocem, pomvlt.e

tiro] korisnitke slufbe sa radnje strane kartice i3
877-469:2583; TTY: 711 ako veé niste dan..

Kung ikaw,; 0 angﬁmng’ (rnutuiungan, ay. nangangariangan
ng; tulong, may karapatan-ka na makakuha ng tulong at

' Impormasvan sa fydhg wika ng wating gastos:’ Upang

makatisap sng {sang tagasailn, tGMawag sa-numero ng
Customer Service sa llkod ng-lyeng tarheta;
0'877-469-2583, TTY: 71 1-kung jkaw ay hindi patsang
miyembro.

Impertant diselosure
Blué Cross: B!ueshls!d of Michigan and Blue Cafe Network
comply with Federal Eil-Hights Jaws and do'net -

.diseriminate on the basisof.race, calor, national orlgih;

gy disability, or ex: Cross Blue Shield of Michigan
and Blue Care Netwurk pmdee free auﬂlxar\r aids ang

-services.to peop!e with disabilities to communieate

eﬂectively withus; 5uch as quaIIF Ted sfgn language

Interpreters and lnfor Btlon ifi ather fon'nats fyounesd, -
“these servicgs, call the Cuitomar Servife numher on the'

back of your card, o, 877-469-2583; TTY: 711 if’ you are not

-glready a membér: i’ yuu bélleve that Blue Crass Blie!
-5higld of Michigan- or, Blue Care Netwark has fatled to.

pmvlde services or discriminated in ancther way on.the:
basis of race, ou!or, nalionatorigm, age, disgbility, ars sEt,.
you can'file & griévance In person, by, mall, fax, or ernall
with:Office of Civil Rights Coordinator,

GO0 E. Lafayette Blvd -MC 1302; Detroit; MI 45226

-phorie: 8H8- 505—6461, Y: 711, fax: 866-559-0578

emall Gwingnts@bcbsm con. If you need help filinga .
grievance, the Office of Civil Rights Coordinatar Is avajlable’
ta help you.

You can alse file a.civil rights'complaint with the U.5:
Départmerit of Health' & Humsan Services Office for Civil
Rights electronlcal!vthrough the Office for. Civil Rights
camplamt Pu:tal avall’able at

orby mall,

phone, or emall at: : L5, Depa rtmentor Health & Human

Services, 200 Independence Ave; S.W. Washingtnn, D.C.

/20201,'phone: 800 368-1019, TID: 800-537-7697, emall

ocacumglaim@hﬁs gmr Com plaint forms aré avallabie 8t
www.hhs: gov, e, ilefindex.
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Health Alliance Plan




Adninisered by Riance Bosth
a0d L nsurance Gompary

Heaith Alliance Plan of Michigan

Alliance Health and Life Insurance Company (Alliance)
Self-Funded Health Maintenance Organization (HMO) Plan

Summary of Benefits
AS000096 / XR0D2356 / XW000712

2023 Summary Self-Funded HMO

Calendar Year

Proventive Service:

Annual Deductible 30 Individual; $0 Family NiA
Coinsurance 0% NiA
Annual Ceinsurance Maximum /A NIA
These values do not accumulate: Premiums,
|Annual Qut-of-Pocket Maximum $6,600 Individual; $13,200 Family NIA balance-billed charges, and health care this plan

doesn't cover. All other cost sharing accumulates
unless otherwise specified.

ST

Gfice Visit / Physical Exam { Well Baby

Exam Covered N/A
Related Lahoratory and Radiclogy Covered N/A
Services

Pap Smear, Mammogram, Tubal Ligation Covered N/A

Immunizations

Covered

N/A

Qutpatient & Physiclan:Services = ° B Low BT S, N

Primary Care Office Visit $20 Copay N/A

Telehealth Visit $20 Copay NIA ;?J‘C;Légef: our contracted telehealth services
Specialist Office Visit $30 Copay NIA

Routine Audiolegy Exam Covered N/A, 32\'?:: : :S%Z';iaaﬁgftgfgg' Sgs”'_: or pon-fouting
Routine Eye Exam Covered NiA 325::::8212?;2?&:;}3?5{ or non-fouting
Chiropractic Services Not Covered N/A

Allergy Treatment Covered NIA

Allergy Injections Covered /A

Laberatory & Pathology Covered N/A Some services require preautherdization.
Imaging MRI, CT & PET Scans Covered N/A Services require preauthorization.

Radiclogy (X-ray) Covered NIA Some services require preauthorization.
Radiation Therapy & Chemotherapy Covered N/A

Dialysis Covered N/A

Outpatient Medical Drugs NIA

Outpatlent Surgical Services

Covered

o

Covered

Services

Qutpatient Surgery NIA
|Ambulatory Surgical Center Covered N/A
Professional Surgical and Related Covered NIA

Tnpatient Hospital Services . .

EmergancylUrgent Care B

Urgent Care $30 Copay

Emergency Room Care $150 Copay Copay will be waived if admitted
Emergency Medical Transportation Covered Emergency transport only.

NA

Facility Fee Covered

Physician Services, Surgery, Therapy,

Laboratory, Radiotogy, Hospita! Services Covered N/A

and Supplies

Bariatric Surgery and Related Services $1,000 Copay N/A Cne procedure per lifetime
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[Maternity Ser

NA

Covered under Preventive Services

Prenatal Office Visits . Covéred
Postnatal Office Visits $30 Copay N/A
Labor Delivery and Newbom Care See Inpatient Hospital Services N/A
Mantal Health 8 Substance Use:Disorder-—~ ~ .~ o e T
Inpatient Services See Inpatient Hospital Services N/A
Outpatient Services $20 Copay NIA
Cther Services. . AR o
Home Health Care Covered NIA Does not include Rehabilitation Services,
Unlimited.
Hospice Care Covered N/A Up ta 210 days per [ifetime.
Covered for authorized services.Up to 730 days.
Skilled Nursing Care Covered N/A Maximum benefit renews after 60 days of
nonconfinement.
g;r::&stemca! Equipment; Prosthetics & Covered N/A, Covered for approved equipment only.
Rehabilitation Services: Physical, Covered NIA May be rendered at home. Up to 60 combined
Occupational, and Speech Therapy visits per benefit period.
I , : Limited to services associated with the treatment
Habilitation Services: Physical h "
' Covered N/A of Autism Spectrum Disorders through age 18,
Occupational, and Speech Therapy Covered for authorized services only.
Limited to services associated with the treatment
Applied Behavioral Analysis $20 Copay N/A of Autism Spectrum Disorders through age 18.
Covered for authorized services only.
\Voluntary Sterilizations See Qutpatient Surgical Services N/A Limited to vasectomy.
Services for diagnosis, counseling, and treatment
Infertility Services Covered N/A, of bodily disorders causing infertility, Covered for
authorized services only.
Assisted Reproductive Technologies Covered N/A COne attempt per lifetime.
Temporamandibular Joint Disorder Covered NiA Coverage for non-invasive treatments only.
Pharmacy. (Affiliatod pharmacy providers.anly)= - e Eaia R g TEL TEEL
Preferred Generic Drugs $15 Copay 30 day supply, $30 Copay 90 day supply A, 90-day supply of non-maintenance drugs must
Non-Preferred Generic Drugs $15 Copay 30 day supply, $30 Copay 80 day supply be filled at our designated mail order pharmacy.
Other ex¢lusions & limitations may apply.
Preferred Brand Drugs $30 Copay 30 day supply, $60 Copay 90 day supply

Non-Preferred Brand Drugs

$50 Copay 30 day supply, $100 Copay 90 day supply

Certain specialty drugs may be approved for 60

Preferred Specialty Drugs

$50 Copay 30 day supply at specialty pharmacy only

or 90 days. In this case, if a copay or max is

Non-Preferred Specialty Drugs

$50 Copay 30 day supply at specialty pharmacy only

shown for specialty drugs, you will pay two times
that amount for up to 60 days, three times that

amount far up to 90 days.

Template Rev 01/2020

- In case of conflict between this summary and your Self-Funded HMO Benefit Guide, the terms and conditions of the Self-Funded

HMO Benefit Guide will govern.

- Elective hospital admissions require that Alliance be notified prior
emergency hospital admission. Failure to notify Alliance ¢
- Same services require prior authorization. Failure to obta

or denial of benefits.

to the admission. Alliance must be notified within 48 hours after an
ould result in a reduction or denial of benefits.
in prior authorization before services are received could result in a reduction

- Students away at school are covered for acute illness and injury related services according to Alliance criteria.
- Self-Funded HMO plans are administered by Alliance Health and Life Insurance Company, a wholly owned subsidiary of Health

Alliance Plan.
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Blue Care
Network
of Michigan

CLSSLG
Aroopratz coporation and nsependant icensee Macamb Co Employees - Hard Cap-Retired
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

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

Coverage for: All Plan Types Plan Type: TPA

A\

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

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

Glossary. You can view the Glossary at https:/fwiww.healthcare gov/sho

e pug PERARa, T,
{AnSWiersyMember / Family.

-glossary or call 800-662-6667 torequestacopy. _

1Why This Matfers: i

for this plan?

What is the overall deductible? [$0 Ses the Commen Medical Events chart below for your costs for services this plan covers.
Are there other deductibles for  |No . . )
specific services? You don't have to meet deductibles for specific services.
. ' - The out-of-packet limit is the most you could pay in a year for covered services. If you have
Lo n| 1 ] » 0 - * v
What is the out-of-pocket limit $6,350/$12,700 ather 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, batance billed charges and
health care this plan does not cover

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

Will you pay less if you use a
network provider?

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

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

Do you need a referral tosee a
specialist?

Yes

This plan will pay some or all of the costs to see a specialist for covered services but only if
you have a referral before you see the specialist.
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IServices You:May Need

= o
a :‘;‘é" -

ins;.‘._Exceptions, & Othe mportant
Information

EP irl?:erg:are or Onfing visitto treat an inury $20 copay/visit Not covered 320 copay for online visits.
Requires referral. No'charge for allergy
P injections, allergy office visit and testing /30
: oot 18pecialist visit $30 copay/visit Not covered combined visits for spinal manipulations
i you visit a health care Specialsivist . .
: R performed by a chiropractor or osteopathic
provider's office of cIInIF physician
You may have to pay for services that arent
' . . I preventive, Ask your provider if the services
|Preventive carefscreening/immunization No charge Not covered you need are preventive. Then check what
your plan will pay for.
. . |Diagnostic test (x-ray, blood work) No charge Not covered May require preauthorization / No charge for
[f you haveatest : lab services
' ” = {imaging (CT/PET scans, MRIs) No charge Not covered Requires preauthorization
: : Tier 1 - Mostly Generics $10 copay/30 days Not covered Preauthorization & step-therapy apply to select|
If youneed drugs to treat| i o _ ' drugs.
your ili'hess_or‘gdnditlon Tier 2 - Preferred Brand $25 copay/30 days Not covered 50% coinsurznce for sexual dysfunction drugs,
More information about Effective 1/1/2013 Tier 1 contraceptives are
prescription drug - . |Tier 3 - Non- covered in full
soverane is avallati at Tier 3 - Non-Preferred Brand $50 copay/30 days Not covered o0 day mail order and retail copays are 2« the
www bcbsm.com/customdr standard retail copays.
uglist i i
: Specialty drugs ;fprﬁd capays listed abiove Not covered Limited to a 30 day supply
) S May require preauthorization/50% coinsurance
if you have:outpatient - Facility fee {e.g., ambulatory surgery center) INo charge Not covered for TMJ, arthognathic surgery, reduction
surgery ' mammeplasty, male mastectomy
i Physiclan/surgeon fees No charge Mot covered See "Cutpatient surgery facility fee”
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0, g B

% Limitations, Exceptions, & Othér Important

S o a R e
. j:se-n’ ices You May Need Network Provider 4. Provider Information’ ,
I pay the least) T 25l pay the-most), | o
W |Emergency room care $100 copayhvisit $100 copayhvisit Copay waived i admitted
If you need immediate = |- . ) Non-emergent transport is covered when
- ™ - a . e .
medical attention Emergency medical transpotation No charge No charge preauthorized
v Urgent care $30 copay/visit $30 copayfvisit None
. S ' Preauthorization is required. 50% colnsurance
If you have-a‘hospital. - Facility fee (e.g., hospital room) No charge Not covered for TMJ, arthognathic surgery, reduction
stay’ T mammoplasty, male mastectomy
' Physician/surgeon fee No charge Not covered See "Hospital Stay facility fee”
If you need mental .  {Outpatient services No Charge Not covered Preauthorization is required
health, behavioral hiealth,
orsubstance use Inpatient services No Charge Not covered Preauthorization is required
disorderservices =
L Tmep o Postnatal and non-routine prenatal office
7 L Office visits No charge Not covered visits-$20 copay
ityou are pregnantw: {Childbirth/delivery professional services No charge Not covered None
Childbirth/delivery facility services No charge Not covered None
Home health care $30 copayivist Not covered Requires preauofpalian. Gustoel care ot
Requires preauthorization/ One period of
. treatment for any combination of therapies
Rehabilitation services $30 copay/visit Not covered within 60 consecutive days per medical
If you need help B . N . .
recovering or have other eplspde. Subject to meaningful improvement
special-health needs: ) within 60 days.
: ABA - 520 copay per visit. PT/OTIST f . .
| T . -7 or autism spectrum disorder has
Hahilitation services g_}r? C():'?IQSaT! per visit for Not covered unlimited visits. Requires preauthorization.
Skilled nursing care No charge Not-covered Requires preauthorization/Limited to 730 days
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Common L ala. et TLim étions Exceptions; & Other Impoitant
Medical Event *= ‘» .SENICGS You May Need, 3 -

Information

o _ Requires preauthorization and must be
; ; obtained from a BCN supplier. Convenience
Durable medical equipment No charge Not covered and comfort items not covered. Diabetic
supplies covered in full
. . Inpatient care requires preauthorization.
Hosploe services No charge Not covered Housekeeping and custodial care not covered.

B " IChildren’s eye exam Not covered Not covered Contact benefit administrator for coverage.
Ityour ehild needs.. ., Children's glasses Not covered Not covered Contact benefit administrator for coverage
dentalor eye care: g ge.
Children's dental check-up Not covered Not covered Contact benefit administrator for coverage.

40f8



Excluded Services & Other Covered Services:

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

o Acupuncture (if prescribed for rehabilitation + Long-temm care » Routine foot care
purposes) « Non-emergency care when traveling outside the  »  Weight loss programs

» Cosmetic surgery us. o Hearing Aids

« Dental Care (Adult) « Privale-duty nursing

= Elective Abortion e Routne 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 Chiropractic care

Infertility treatment

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

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

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

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

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information about
your rights, lock at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal ora
grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact : Blue Care Network, Appeals and Grievance Unit, MC C248,
P.0. Box 284,Southfield, MI 48086 or fax. 1-866-522-7345. For state of Michigan assistance contact the-Department of Insurance and Financial Services, Office of General
Counsel-Appeals Section, 530 W. Allegan Street, 7% Floor, P. O. Box 30220, Lansing, M| 48909-7720, hitp:/www.michigan.qovidifs; call 1-877-989-6442 or fax: 517-284-
8838.

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

Additionally, a consumer assistance program c¢an help you file your appeal. Contact the Michigan Heatth Insurarice Consumer Assistance Program (HICAP), Department of
Insurance and Financial Services, P. O, Box 30220, Lansing, M1 48909-7720, http:fwww.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
requirernent that you have healih 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 1s assuming that your coverage provides for all Essential Health Benefits (EHB) categories as defined by the State of Michigan. The minimum
value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage for specific EHB
categories, for example, prescription drugs, through another carrier.)

Translation available
To get help reading in your language call the customer service number on the back of your ID card
“To see exanples af how this plan might cover cosis for a sanjple medical sititation, see the next page:
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About these Coverage Examples:

This is not 2 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
heaith plans. Please note these coverage examples ame based on self-only coverage.

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

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

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

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

Diagnostic tests (blood work)

Diagnostic tests (uftrasounds and blood work) Prescription drugs
Specialist visit (anesthesia) Durable medical equipment (ghicose meter)
 Total Example Cost [$12700° i Total Example Cost . L 874001
In this example, Peg would pay: In this example, Joe would pay:
-Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0
Copayments $70 Copayments $800
Coinsurance $0 Coinsurance 30
What isnt covered _ ~ What isn't covered
Limits or excluslons $60 _Limits or exclusions _ $60
:Thetotal Pegwouldpayis |  $130° i The total Joe wouldipayis -~ 88601

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

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

Diagnostic tests (x-ray)

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

: Total Exainple Cost 1 $1,.900,;
In this example, Mia would pay:
' Cost Sharing
Deductibles $0
Copayments $200
Coinsurance $0
What isn't covered
Limits or exclusions $0
! ThefotalMiawoilldpayls - $200°
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ADDENDUM LANGUAGE ACCESS
'SERVICES and NON-DISCRIMINATION

Wae spaak your language'
If you, or.soménne yau're helping, needs assistance, you
have the right to-get help and information In your
language at no cost. Yo talk to an'Interpreter, call the
Custamer Service number on the back of your card, or
877-469-2583, TTY: 711 if you are not already a mamber.
i usted, o alguten a quien usted estd ayudando, necesita
asistencia, tiene derécho a ebtener ayuda e informatién
en su [dioma sln costo alguno. Para hablar con un
Intérprete, [lame al nimero telefénico.de Servicio al
cliente, que aparece en Ja parte trasera de su tarféta, o
‘877-469-2583, TTY: 711 51 usted todavia no es un
miembre,
ot Dl el dotagascli sl i Jhed e i
EVSEERNRR LA PR BIRUN PERCE :J.r—-‘-ﬂ
J ol gk Lk J»,&cmhﬁywppvﬁud
e 18 yina 1K 1Y .87 7-469-2583 i 7“ AN

R RRNEFBIGNER. XGRS SO
REUSHBISBHRBNNE. BA—GiiEA,

MBECMERENEFRETS | NRNETREA

. BIamIE 8774692583, TTY: Til,

et Rt L S o ¢ o Bhaiguda nﬁn_-rﬂ W '-..33\4-'\‘
-(59.‘.“@"": dﬁw - akhdaiy n’ﬁqﬂp ...._n-'bnthl\’
-‘-\-‘.,gh 'tﬂ-ﬁ\ﬁ'\nwm -{hmpom! »ﬁu\, rla nam.ul:
o moNAoREA R S0 .L.'éﬂlrdu:a c\m!;\
vt .,g)\.gl X _ o 877-469-2583 TTY 711
Néu quy vi, hay nguti ma quy vi dang ghip a8, cin trg
gilrp, quy vi st cd quyﬁn dirge glip v c6 thém thing tin
bing ngdn nglk cla minh min phl, DE néi chuyén vl m§t
théng dich vién, xin'gel &5 Dich vy Khich hang & mjt sau
thé cia quy vi, hoje B77-463-2583, TTY: 711 néu qui vl
chua phal 13 mét thanh vién.
Nése Ju, ose dikush qé po ndihmon, ka nevojé pér
asistencé, ken! té dre]te t& mersnl ndihmé dhe infermacion
falas né gjuh&n tuaj. Pér t& folur me njé pErkthiyes,
telefononi numfin @ $harbimit té Klientit né anén e pasme
t&'kartes tuaf, ose 877-469-2583, TTY: 711 nése nuk Jend
ende nj2 anétar,

gl Y8t £ eI E D Y AR K80
HRCHR, 6l TEH Feg Fsiel dojzyg

g 20 P34 2= HE USUCL BEAY
Bl 2 F6tel FlS Folo] gl DB MdHiS
HEZ AL 0l0] M| Ol Fep
877-469-2583, TTY: 7112 BB ANL.

{5 ST, 7 S HEAT TR 291 TR, HRR
RN T, 0T ST SR (ARG TRA § B
T R ST FOHE | (RTAT 3PS (TSI ST
T A, SFART FRER (IR (FOTT ST SIS 19
T TR A1 B77-469:2583, TTY: 711 TfH TGTHA AR
ST A X YTRF |

leth Ty lub osoba, kidre} pomagasz, potrzebulecie pdmocy,
masz prawo do uzyskania bezplatne] Informaci | pomocy
e wiasnym Jezyku Aby. porozmawifad z tiumacrem,
zadrwori pod numer dziatu obstugl klienta, wskazanym na
odwrocle Twoje] karty lub pod numer 877-469-2583,

TT¥: 711, Jeteli jeszcze nie masz cztonkostwa,

Falls Sle oder jemand; dem Sle helfen, Unterstitzung:
benitigt, haben Ste das Recht, kostenlose Hilfe ung
informaticnen In threr. Spmche 1 erhalten, Umi mit elnemn
Dolinetscher zu spréchen; rufen'Ste bitte die Nummer des
Kundendienstes auf der Rilcksefta Ihrer Karte an oder
§77-469-2583, TTV:711, wenn Sle noch kein Mitglled $ifd.
Sa tu o qualcuno che staf siutando avete bisagne dI°
assistenta, hai ll difftto di ottenere aluto e Inforrnazlanl
nella tua lingua gra‘tuitameme Per parlare con un
interprete, rivolgit al Servitlo Assistenza al numerg
indieato sul retro della tua scheda o chlama il
877-469-2583; TTY: 711 56 non sei ancara membro.

TEA FERETHROSGOEYOACRRESRE
EERBIHTIREMIELELE S, CREORN
= R ERT Y, RHEAELEYTSHIEA
vEEY. HEkrdYELA, BREEEINDHIB
SEEH DN~ FORFIZRBENENRZ T~
—EBAOBESES (X vi—TLHWAR

877-469:2583, TTY: TI) T HBUEC AL,

Ecrun paM s Ty KOTOPOMY BE HOMOTICTE, HyAgi
NOMGINE, TO BH E3eeTe MPano Ha GoclLTaTHOE NOAYIeHite
nosonm & MEdoPM AT B Bamext sauke. JUIR pUTORCPD

C NEPEROTTTEON NO3BOHITE 10 HOMepy Teaedona oTAem
OOCTYAQIBARTIY KAITEATOR; YEATIHHOAY X3 oSparHoll
CTOPOXE DA} KAPTLL; JETH IO BOMEpY

877-469-2583, TTY: T11, eca y 5ac HeT "LICACTBY,

Ukislko Vama ili nekome kome Vi pomalete lreba pomod,
Imate pravo d3 besplatno dabljete pomoé Enforrnaclje na
svom jeziku. Da blste razgovdrall sa prevodiocem, poznvﬁte
bro) karisnitke slufbe sa zadrje strane kartice 1li
877-469-2583, TTY: 711 ako ved niste {an,.

Kung ikaw, o ang Iyong tnutulungan; ay nargangailangan
ng tulong, may karapatan'ka na makakuha ng tulong at
Impormasyon sa iyong wika ng watang gastos. Upang
makausap ang Isang tagasalin, timawag sa numero ng
Custamer Service sa likod:ng iyong tarhata;

o 877-463-2583, TTY: 711 kung ikaw ay hindl pa Isang
miyembro.

Important disclosure
Blue Cross Blue Shield of Michigan ahd Blue Care Network-
comply with Federal civit rights laws and do not
discriminate on the basis of race, colar, national ofigin,
age, disability, or sex. Blue Cross Blue Shield of M]ch]gars
and Blue Care Network pravide free auxillary alds and
services ta peaple with disabilitfes ta communicate
effectively with us, suth a3 qualified sign Ianguage
Interpreters and Information in other formats, If you nesd
thesa sefvices, call the Customer Service number.on the
back of your card, or 877-469-2583, TTY: 71¥1f you are not
already a member, If’ you bet[eve that Blue Cross Blue.
shteld of Michigan or Blise Caré Network has failed to,
provide services or discriminated In another way on the
basls of race; color, natlonal orlgin, age, disability, or sex,
you can fite a grievance in person, by mall, fax, or email
with: Office of Clvil Rights Coardinator,
600 E. Lafayette Blvd,, MC 1302, Detrolt, M1 43226,
phone: 888-605-5461, TTY: 711, fax: 36&559—0578.
amail: Mgﬁg@m_qm ‘fyou need help flling a
grievance, the Office of Civii Rights Coordinator ks avallable
to help you,
You can also file a emilrights cornplamt withthe U5,
Department of Health & Human Services Office far Civil
Righits electronically through the Ofilce for Civil Rights
Cumplarnt Porta! avallabte at

Ifiah or by mall,
phone, or-emal at U.S. Department of Heallh & Human
Services, 200 Independence Ave, 5.W., Washington, D, C.
20201, phone: 300-368-1019, TTO: 800-537-7697, emall
QMMmthgy_ mmplamt forms are availableat’
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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 fo creation, disclosure or other requirements. You should also note that there may be additional special circumstances which may be applicable to your
specific group health plan situation which may affect SBC content, including but not limited to account type arrangements such as flexible spending accounts (FSA),
health reimbursement arrangements (HRA), and health savings accounts, (HSA), or for example, wellness programs, reference based pricing or benefits, or

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



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

MACOMB COUNTY EMPLOYEES

Community Blue PPOSM ASC

Coverage Period: Beginning on or after 01/01/2021

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

Coverage for: individual/Family | Plan Type: PPO

N

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

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

Important Questions '

What is the overali deductible?

terms see the Glossary. You can view the Glossary at http

s:ihwww

Answers
In-Network | Out-of-Network

$1,500 Individual/
$3,000 Family

$3,000 Individual/
$6,000 Family

ealthcare.gov/sbc-glossary or call the number on the back of your BCBSM ID card to request a copy._

Why this Matters:

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

Are there services covered before
you meet your deductible?

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

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

Are there other deductibles for
specific services?

No.

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

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

(May include a coinsurance
maximum)

$6,350 Individual/
$12,700 Family

$12,700 Individual/
$25,400 Family

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

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

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

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

Will you pay less if you use a
network provider?

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

This plan uses a provider network. You will pay less if you use a provider in the plan's
network. You will pay the most if you use an out-of-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 nefwork provider might use an out-of-network provider for
some services (such as lab work). Check with your provider before you get services.

Do you need a referral to see a
'specialist?

No.

You can see the specialist you choose without a referral.

Group Number 007000448-0056
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Common Medical Event

. @ vy
e

i
f .
PR

If you visita health care
pljovider"s officé or clinic

L . |Primary care visit to treat

"Services You May Need

In-Network Provider

. _(You will pay the least) .|

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

What You Will Pay |
Out-of-Network Provider

(You will pay the most),

Limitations, Exceptions, & Other Important
Information

" |screening/
»._ Jimmunization

o . $40 Q@lofﬁce visit; 40% coinsurance None
-1an injury or illness deductible does not apply - )
Specialist visit 3225%?;’:53; deductible 40% coinsurance None
. IPreventive care/ You may have to pay for services that aren't
R No Charge; deductible does N preventive. Ask your provider if the services
ot covered - "
not apply needed are preveritive. Then check what your plan

will pay for.

" |Diagnostic test (x-ray,

. |MRIs)

20% coinsurance 40% coinsurance None
blood work)
Imaging (CT/PET scans, 20% coinsurance 40% coinsurance May require preauthorization

If you need drugs to treat -
your iliness or condition
Moré information about

préscription’drug coverage:
isavalable at
www.bebsri.com/druglists

. "|Generic or select
" |prescribed over-the-
{counter drugs

$7 copay/fprescription for retail
30-day supply; $14
copay/prescription for refail or
mail order 90-day supply;
deductible does not apply

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

apply

" |Preferred brand-name

drugs

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

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

apply

. |drugs

Nonpreferred brand-name

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

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

apply

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

If irbU have outpétienf. )
surgery '

Facility fee (e.g.,
ambulatory surgery

 |center)

20% coinsurance

40% coinsurance

None
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.....

Physmmnlsurgeon foes

What You ‘Will Pay

n- Network Provider
s (Yourwill pay: the least) .

20% coinsurance

Out-of-Network Provider

tYou will pay the most)
0% coinsurance

583 ' 1,
f:g§5= -

leltatlons Exceptions, & Other Important

" ) Information

“pn

None

If: you need lmmed|ate
med:cal attentlon

b E
fowERE wn

. |Emergency room care

$250 copay/visit; deductible
does not apply

$250 copay/visit; deductible does

not apply

Copay waived if admitted or for an accidental
injury.

- [Emergency medical
. |transportation

20% coinsurance

20% coinsurance

Mileage limits apply

$40.copay/visit; deductible

Childbirth/delivery

L Qrge_nt care does not apply 40% coinsurance None
' _ L Facilty fee (e.g., hospital 20% coinsurance 40% coinsurance Preauthorization is required
If you have a hospital stay room) —
_’ S .7 |Physicianfsurgeon fee  |20% coinsurance 40% coinsurance None
If Vol need behaworall? o 20% coinsurance for mental , .
hga“h services:(mental _ |Outpatient services 20% coinsurance health; 40% coinsurance for Yg:f;frﬁztdsiﬁaarﬁ gwfzggebgectl;ifrf]erent for services
health and substanceuse substance use disorder P J
dlsorder) Inpatient services 20% coinsurance 40% coinsurance Preauthorization is required.
. : ) _ Maternity care may include fests and services
Prenatgi. No Charge; ANG described elsewhere in the SBC (i.e. ultrasound)
BRI Sis < 0ffice visits deductible does not apply Prenatal. 40% coinsurance and depending on the type of services cost share
PR Postnatal: No Charge; Postnatal: 40% coinsurance P Cg > /P e
v deductible does not apply may apply. os_t sharing does not apply for
If you are pregnant - preventive services.

if you. need help recovermg'
or haveao' her ’ tal health
‘needss : : 5

. ! 20% coinsurance 40% coinsurance None
professional services s 2
" |Childbirth/delivery facili . .
- Eervices Idelivery faciity 20% coinsurance 40% coinsurance None
' ! Home health care 20% coinsurance 20% coinsurance Physician certification required.
urance coinsurance Y q

Rehabilitation services

20% coinsurance

40% coinsurance

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

Habilitation services

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

Not covered for Applied Behavior

Analysis; Not covered for
Physical, Speech and

Occupational Therapy

None
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jComrhon Medical Event

"|Skilled nursing care

In-Network Provider
{You.will pay the least)

20% coinsurance

What You Will Pay

Out-of-Network Prowder
-, .(You will pay the most)

20% coinsurance

per member per calendar year

L:mltatlons Exceptlons &Other Important
Informatlon

Preauthonzatlon s requured Limited to 120 days

Durable medical

20% goinsurance

20% coinsurance

Exciudes bath, exercise and deluxe equipment
and comfort and convenience items. Prescription

required.

s ”?;-{_, Hospice services

No Charge; deductible does
not apply

No Charge; deductible does not
apply

Physician certification required. Visit limits apply.

If your chlld needs dental or
gye care.

For more mformation on '
pedratnc vision or. demai L

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

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

e Acupuncture treatment ‘ ¢ Hearing aids ¢ Routine eye care (Adult}
o Cosmetic surgery o Infertility treatment e Routine foot care
o Dental care (Adult) o Long term care o Weight loss programs

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

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

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

o 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.goviebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
cafling 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 1D card.

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

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Markefplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are efigible 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

[f your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

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

Language Access Services: See Addendum

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

depending on the actual care you receive, the prices your pr
copayments and coinsurance)} and excluded services under the

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

providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
plan. Use this information to compare the portion of costs you might pay under different

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

Peg is Having a Baby

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

M The plan’s overall deductible $1,560
W Specialist copayment $40
® Hospital {facility) coinsurance 20%
m Other coinsurance 20%

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

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

Managing Joe’s Type 2 Diabetes

{a year of routine in-network care of

-

W The plan’s overall deductible $1,500

M Specialist copayment $40
m Hospital {facility) coinsurance 20%
B Other coinsurance 20%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

[Total Example Cost . .- | $12,700 ; [TotalExampleCost - .~ | = $5600]
In this example, Peg would pay: In this example, Joe would pay:
~ Cost Sharing Cost Sharing
Deductibles $1,500 Deductibles $900
Copayments $10 Copayments 5800
Coinsurance $1,700 Coinsurance $0
What isn't covered ' What isn't covered
Limits or exclusions $60 Limits or exclusions $20
| The total Peg would payis $3,270 | | The total Joe would payis $1,720.!

24 awelFcontrolled condition)  # o

Mia’s Simple Fracture

(in-network emergency room visit and

-follow up-gare) 5

af " u s @
B The plan’s overall deductible $1,500
H 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)

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

Total Example Cost — [ $2800
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 Miawolldpayis |  $1,660 ]

If you are also covered by an account-type plan such as an integrated health flexible spending arrangement (FSA), health reimbursement arrangement
(HRA), and/or a health savings account (HSA), then you may have access to additional funds fo help cover certain out-of-pocket expenses - like the
deductible, copayments, or coinsurance, or benefits not otherwise covered.

The pian would be responsible for the other costs of these EXAMPLE covered services. Bof9



ADDENDUM — LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

Wae speak your [anguage

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

Si usted, o alguien a quien usted est3 ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacién
an su idioma sin costo alguno. Para hablar con un
intérprete, llame al nimero telefénico de Servicio al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted.todavia no es un
miembro.
il ok daetud datarsaelia Al pas sl cag 15
ET T TOPIN X e FWER P I BV Y1V BV DR S PRECA
NS RURRN JEVR.EFIENETHN W JENP IR PN
il 1€ e 85 A1 B77-469-2583 TTY: 711 S 0
WRE RRETEDUNRS. FERR. EHREH
S BENENSIESHTRING. EAN—{CEEEA.
BRSNS ANEFRESLE  MRECEATLER
. [HiTRES 877-469-2583, TTY: 711,
e Riph ol ponm ¢+ o Shatasda B4 Ak ab g e sl of
rRauacha hiie o dhlain hand L gaaliue _ohe
Y sim eidn, son 2 7l ~Foninid rn), a L gaalils
 — oS anhBy e gd ‘\"“ arta i _salh
w2l _atul v _ee 877-469-2583 TTY:711
N&u quy vi, hay nguiri ma quy vi dang gilip dd, can tr¢
gilip, quy vi s& c6 quy@n dugc gidp va cd thém théng tin
bing ngén nglf cGa minh mién phi. D& néi chuyén véi mat
théng dich vién, xin goi s6 Dich vu Khdch hang & m3t sau
thé ca quy vi, hofic 877-469-2583, TTY: 711 néu quy vi
chura phai 18 mat thanh vién.
Né&se ju, ose dikush gé po ndihmeni, ka nevojé pér
asisténcs, keni t& drejté t& mermi ndihmé dhe informacion
falas né gjuhén tuaj. Pér t& folur me njé pérkthyes,
telefonani numin e Shérhimit t& Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.

gtod Y5t E== A5 1 A A0 ZIA0]
EHQ3ICtH Fsts =21 A28 A6le dHZ B
sct oo o2+ A= Ao st EHAS
iststd e Fstel 1= S H = 32 AU A
saz ®algtHLL 0l0] E R0l Ot E9
877-469-2583, TTY: 7112 & eot&l Al 2.

%y ST, AT ST SRS R0 390 FE], ST
AT 24, ST ST ST R TRET 3 B4
AR AT SN TER (FTE] IF9H (TSR T
T TS, AP FHGH T (0] TRE RIFS1 19
9 T 91 877-469-2583, TTY: 711 A% WGPy o=
o) 1 AN

Iedli Ty lub osoba, kt6rej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatnej informacji | pomocy
we wiasnym jezyku. Aby porozmawiac z ttumaczem,
zadzwon pod numer dziatu obstugi klienta, wskazanym na
odwrocie Twojej karty lub.pod numer 877-462-2583,

TTY: 711, jezeli jeszcze nie masz cztonkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstittzung
benétigt, haben Sie das Recht, kostenlose Hilfe und
Infarmationen in lhrer Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Riickseite threr Karte an oder
877-463-2583, TTY: 711, wenn Sie noch kein Mitglied sind.
Se tu o qualcuno che stai alutando avete bisogno di
assistenza, hai il diritto di ottenere aiuto e informazioni
neila 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.

CAAE., FREBEHEOSOEY OATHMELE
EERBATCIEMASYNELES. CHREOER
THHR— L ERFLY. FREAFLEYTIOLA
TEEYT. H2EHrYELA. BRESEShDE
ERERLOI—FOERIEBRshEARIT—Y
—EBRADBEBS (A i —THEVARX

§77-469-2583, TTY: 71) FETCHBEE LS LY,

Ecas payM A THIOY, EOTOPOMY BRI HOMOT3ETe, HYEHA
II0MOME, TO BE HMeeTe IIpaBo Ha beciumaTHoe HOMyIeHHE
ToMomE B #x$OpMANER HA Bamrey g3sixe. Jl1 pazroropa
€ DEpEBONIEEOM TOIBOHMTE I10 HOMEPY Tenedona oTAena
oDCIYEEEaHMS KIMEHTOR, YEAIaHHOMY Ha 06pareol
CTOPORE Bamief EAPTEI, BIH IO BOMEPY

877-469-2583, TTY: 711, ecan y Bac HET 1acHCTBA,

Ukoliko. vama lli nekome kome VI pomatete treba pomod,
imate pravo-da besplatno dobijete pomoc i informacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovité
troj koriznicke sluzbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako vec niste clan.

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

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

important disclosure

Blue Cross Blue Shield of Michigan and Blué 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 8lue Care Netiwork provide free auxiliary aids and
services to-people with disabilities to communicate
effectively with us, such as qualified sign language
interpreters and information in other formats. If you need
these services, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 711 if you are not
already a member. If you believe that Blue Cross Blue
Shield of Michigan or Blue Care Network has failed to
provide services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex,
you can file a grievance in person, by mail, fax, or email
with: Office of Civil Rights Coordinator,

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

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

Your 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:/focrpartal.hbs.gov/ocr/portalfiobby. jsf, or by mail,
phone, or emall at: U.S. Department of Heaith & Human
Services, 200 Independence Ave, S.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
OCGRComplaint@hhs.gov. Complaint.forms are available at
hitp:// www. filis.gov/ocr/office/file/index.himi.
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HAP Same As Active Retlree SBC

Summaryof Benefits and Coverage: What this Plan Covers & What YouPay For Covered Services

famiistered by Allance Haaith
] Lo nsurenon Company

CoveragePeriod: s f01/01/2020
Coverage for: Individual+Family | PlanType: ASOHMO

A

genieral defintions of common terms, s

The Summary of Benefits and Coverage (SBC) documentwill help you choosea health plan: The SBC shows you hoiryousand the planwould share the
costforcovered health care servicés, NOTE; Information atiout the cost of this plan {called the premium) will be provided separately. This isonlya. -
summéry. For more-Information about your coverage, or {0 geta copy of the complete terms of coverage, call 1-866-766-4709 or visitwwaw hap.org, -For’

¢h as aflowed amount, balarice biling, oinsurance, copayment, deductible, provider, or 6ther.underlined terms see:

T
i =
P

1 goviebsalpdfiSBCUniformGlossary.pdf or call 1-866-766-4709 o requesta copy.. - .~

5 Why This Matterst o™

hat Isthe See the Common Medical Events chart below for-your costs for-rvices this plan
overall $0 COVETS. '

deductible?

‘Arethereservices . ) . .
covered before you- No. You will have to meet the deductible before the plan pays forany services,
meetyour deductible?

Arethereother lNo ""iYou don't have to meet deduclibles for specific services, but see the chart starting on
deductibles for speclfic i page 2 for other costs for services your plan covers.

services?

A " {The out of pocket limit is the most you'could pay in a ysar for covered services If
otlimiloriie | 96+600 perSon  §13,200 famly you have other family members-in this plan, they have to meot their own out of pocket:
%@—— Jimit unti the overall family.out of pocket lmit has beeri met : :

Whatis notIncludedin
the put-of-pocket limit?

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

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

Willyoupaylessifyou
usé a network proviter?

Yes.Seewww.hap.orgorcall1-866-765-4709:
fora list of network providers. .

This plan uses-a provider netwark, You wil pay less if you' Use a provider in the
plan's network: * You will pay thie most if you use‘an‘out of network provider, and.you.
might receive a bill ffom & provider for the difference between the provider's charge
and what your plan.pays-{balance billin). Be aware:yournetwork provider might use:
ai out of network provider for some services (such:as lab work). Check with.your”

provider before you get services: .

Doyouneadajyeferral.
to seeaspecialist?

Wiitten referrals are not required for specialist wéﬁé wihin the member's assigned
network for selected setvices, Referrals ororal approvals are required in ofher

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

ASC00096 XRO02356
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A\, Al copaiient and consirance costs showin' his chat e aferyourdedictve ha been e, deductble applis: -

eptuons, & Other Important .
Information :

~ IPrimiary care Vist o beat’an

Tt P T \fsttsareface-to-face telephonic; orthmugh
{injury or itiness NotCovered

secure électronic portal

$20 copay

pervist:

I Specialstvist $30 copay per visi NotCovered None ]
. $20:PCP Oﬁer;ractitioner Ch . q e N
o . . . icopay per visit! $30 Specialist : ropractic Care and Acupuncture Nol
lfyouvisltahealihV 7 Other practitioner office vist OmerPractitionercoi per Not Covered Covered
careprovider's visit _ _

cliﬂic N Coverage information available at

| . | vaww.hap. ﬂtlnrgt; Ytztu may hiave to p?y forA »
+--"-; Preventive care/ , . e services that aren't preventive services, As
. iscreening/immunization No Charge Not Covered your provider i the'services needed are
] preventive services, Then chéckwhatyour
plan will pay for.

. | Diagnostic test (x-ray, blood
F s work) ' No Charge Not Covered Some servlces require Qreaulhorrzam
_ . :\ng)“g (CTIPET scans, No-Charge Not Covered Senrlces fequire greaulhorzahu
R T ' ' _ Retal: 30 day supply for non-mainlenance
, E?I:r;ﬂed $1r5i fion (retal) drugs &t 1 copay; 90 day supply for efigible.
1 Generic drugs ﬁg{esc g $15 Not Covered maintenance drugs at 2 copays; Mail: Onder.
’ co a; j r:s'I:eri tion (redail) 90 day supply for both eligible maintenance
] copay/p P and non-malntenance drugs at 2 copays.
Prefen’edbrand drugs. $30 copay/prescription {retall) [NotCovered: ' o -
ML_MQLUQ ¢y Non—prefened brand drugs §5£g;ﬁ:miprescnptmn (retail) [NotCovered s o
coverage ls avaltable ' ‘ Prefemed $50 ’

copayfprescription (retail) _ :
- ; b _ geciaftydrug s nbtavailable at' 20 dayor
Specialty dugs Non-Preferfed$s0 Not Covered malorie.
u ... lcopavigrescription (refail) . . '
=1 iFacility fee (e.g9., ambtlalory .
:“Isumery center) ‘ No Charge w L Nofovsfd - S?mjfemwsoes require Qmauthonzalio
*._‘|Physician/surjeonfees " No Charge Not Covered: T —eNoe——t

Zc&fs



R, WA,
b

e

P

n§, Exceptians; & Other It

s R Vem el

Infarmation

V Ememen{:g ropm care T 3150 copa y pervxsnl $150 g ypertsnt ' ' ogaywill be waived if admltted
u dlm edfafe- |Ememencymedical . =~ : :
ﬁﬁicgfzue nﬁ'gnﬂ fe- [ No Charge NG Chaige - Emerqencv medlcl lransportation Only N
: U@entcare $30 0 copa yperviéit $30 copay per visit .*.'one
-|No Charge NotCovered - Some services require greauthomﬁon
No Charge Not Covered None
|fVOU needl mental I - | - “ Services can bo accessed by caling 1:800-
ealﬁu 3?’;?1 Isufaance Quipatientservices: $20 copay per visi Not-Cov_ergd | 4485755,
abuse. servlces - ** Services can be accessed by calling 1-
% o |ealentseniees - NoChage  [NotCovered 004U 755 e
T >+ {Office Visits . 1$30 copay per.visit Not Covered No Charge for Prenatal care-
| - Chidbitdeivery S
) | professional senvices No C_hargie !NolCovered 1 —Nane i
E .(ssgritdig?l'deli\'reryfacility No Charge Not Covered “Sone senices require preauthortzation.
b ; ‘T Home healih care . NoChamge L Covered -None
i . o ' Up to 60.combined visits per benefit period -
Rehabilitation serws:es No Charge Not Cotergd B | May be rendered athome
: Limited to Applied Behavior Analysis (ABA)
i and Physical, Speech and Occupational
. . Therapy services associated with the
|f you ineed hg ~ " jHabllitation services No Charge 1Not Covered treatment of Autism Specirum Disorders
récoveringorhave . through age-18. Services require
otherspeclalhealth t | preauthorization, *See outpatient Mental
needs : Health for ABA cost sharing amount.
: i : o e B Covered for alifiorzed services-Upto 730
: Skilled.nu.rsmg-‘care No Charge Not Cover?fj days, e Gwabls after 60 days 1 _
- = _ Coverage provided for approved equipment
3 Durable medicalequipment  iNo Chame Not Covered based on-HAP's guldelines. Some services
4 ' . _ require preauthorization.
. - Hospite services’ No Chage NotCovered: Upto 210 days perlifetime-. "~
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Exceplions, & Other Important

1 ,Services Yol May Need Information

& ™
: 3 1 =
¥ . ol 3 s ' N Jul 3 ™ n

iChildren's eye exm

NotCovered No Chae fr one routing eye exam
.(Children'sgiasses . {NotCovered: Not Covered ———rNong S
] Childrgn's dentalcheck-up  {Not _nggrgq ) Not Covered None

Excluded Services & Other Covered Services: _
Services Your Plan Generally Does NOT Cover (Check your polley.of plan‘document for mare {nformation and a list of any other excluded senvices.)

Acupuncture »  Hearing Aids +  Private-Duty Nursing
Chiropractic Care - Long-Tem Care - Routine Feot Care (Cnly when meets plan
gmdelmess
Cosmetic Surge «  Non-Emergency Care When Traveling Cutside - Vislol less additional 1
urgery Non én rgency Care g Cutside p:}s mﬁaiéiea&?ware {Unless additional rider

Dental Care (Adult)

Other Covered Services {LImitations may.apply to these services. This isn'ta complete list. Please see your plan document.y

+  Bariatric Surgery »  Routine Eye Care (Adull) - WeightLoss Programs
fertility Treatment {Only when meets plan
Enu?élmrt%s{e ent {Only when meets plan )

Your Rights to Continue Coverage: There are agencies that canhelp if you want to continue coverage after it ends. Formore information on you rights to continue
coverage, contact the plan at 1-866-766-4709; you may also contact your stale insurance department, the U.S. Depariment of Labor, Employee Benefits Security
Administration at 1-866-444-3272 or www.dol.goviebsathealthreform, or the U.S. Department of Health and Human Services, Center for Consumer information and
Insurance Oversight, at 1-877-267-2323 x61565 or wwv.cciio.cms.gov. Other coverage options may be available to you too, including buying individua! 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 fora denal o a claim. This complaint is called a
arievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide completé infarmation to submit a claim, appeal or a grievance for any reason o your plan. For more information about your rights, this notice or assistance,
contact the plan at 1-800-422-4641; you may also cantact the Department of Insurance and Financial Services, Healthcare Appeals Section, Office of General
Counset, 611 Ottawa, 3rd Floor, P.O. Box 30220, Lansing, Ml 48909-7720, http:/imichigan.govidifs; cali 1-877-899-5442 or the Department of Labor's Employee
Benefits Security- Administration at 1-866-444-EBSA (3272) or www.dol gov/ebsa/healthreform. Additionally, a consumer assistance program can help you file your
appeal. Contact Michigan Health Insurance Consumner 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.
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Does this plan provide Minimum Essentlal Coverage? Yes

I you don't have Minimum essential coverage for a month, you'll have to-péy 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
1f your ptan doesn't meet the Minimum value standards, you may be-eligible for premium lax credits to help you pay for a plan through the Marketplace,

Language Access Services: .
Please see a full ist of Language Access Services following the Coverage Examples at the end of the Summary of Benefits of Coverage.
Tn see examples of how this plan might cover costs for a sample medical situation, see the next section.

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

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

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

_. Thisis notacost estimator. Treatments showin are just examples ofhow this piammlght covermedical care. Youractual cests willke dlﬂerent e
depending on the actual care you receive, the'prices ydur providers charge, and many offier factors, Focus onihe cost sharing amounts:
. {deductibles, copayments and colnsurance) and excluded services tinder the plan. Yse this information o compare the portion of costs you might
pay underdifferent heatth lans. Please note these coverage examples are based on sglf-only coverage O

] The plan s overali deductible

$0

B Theplan's overalldeductlble

*Nia sS|mple Fracture # .
(in-netwiork emergeficy foom Visitand fol!ew sip.
Care)

ﬁa

$0 & Theplan's overalldeduchb!e 0
B Speéialist copayment $30 ® Specialistcopayment $30° w0 Specialistcopayment $30
& Hospital {facility) copayment $0 @ Hospital {facllity) copayment $0 = Hospital {facillty) copaymen $0
W Other coinsirance 0% & Other colnsurance 0% ® Other colnsurance 0%
This EXAMPLE eventincludes services tike: This EXAMPLE event includes services [Ike: This EXAMPLE eventncludes 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 Diagrostic tests (blood work) Diagnostic test {x-ray)
Diagriostic tests {ifrasounds and blood work) Prescription dnigs Durable medical equipment {crutches)
Specialist visit (anesthesia) Durable medical equipment (ghicose meter) Rehabilitation services (physical therapy)
“Total Examplé Cost $§12,800 ¢ | Total Example Cost _ L, 47.400% {Total ExampleCost™
Inthis example, Peg would pay: In this example, Jos would pay: ... Inthis example, Miawould pay:
Cost Sharing _ ‘Cost Sharlng ) Cost Sharing
Deductiblés | __%0 Deductbles L $0  Deductibles 30
Copayments | 8610 Copaymemts $1,075  Copayments $90
Coinsurance $0Coinsurance | $0 Colnsurance $0
Wharisn‘tcovemd Whatisnt covered: _ What isn't covered-
Limits orexclusions $60  Limits orexclusions $55  Limits orexe!usions- _
{Ttia total Pegwould payls _ . ‘§670] [ThetotalJoewouldpayls . 2 -$1;130( { Thetotal Miawould payls i

The plan would be responsibie for the other costs of these EXAMPLE covered services.
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Language Access Services

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

A iasg o) (800) 422-464 1 Al bt MOpaa Y s2e et Ciladd ol 11 ol B Gt 1Y) i
Tl

AT fome: SIS Qosll BTTolT FU A, BT FROTVOIA AT foTN(CET WIAHOTE GHY u b |
(800) 422-4641 T
TTY: 711 ImCcq &1 F |

PR, WIEEATEIEAL o, T Ll O IR BETE (300) 422-4641 BR TTY AP REEL

& 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 assistenzal linguistica gratuiti.
Chiamare il numero (800) 422-4641 (TTY: 711).

BEEE: ARELEIAIHE. BHOTEXERE SHAVEETET, (800)422-4641 FT,
BEFECTERCFEL, TTY 2a—¥—[& 711 FTITERIEEL,

Z0|, BH20| S ARSI = Z R, £E 20 X8 MH|AES 0| 831Y 4= AELITH 800-422-4641 & =
TTY: 711 HO & AEs| FHAL.

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

BHUMAHVE! Eciu pam poaHoi 3kIK pyccknii, BaM MOTYT BbITb TIPEI0CTABIEHb Becnnarmie
nepepoaueckue yemyru, O6pamaitecs Mo HOMEpY (800) 422-4641 (teneraitm: 711).

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

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

5 & & 6 . 8§ 5 ) 6 &
KGJ.O I ‘{}HOA\C pote] "ht‘\';‘J@ -\&hﬁ\q}\bﬂ" 4 a%e o L) m.u:\'}\,)':n_‘;nc_n ..@M < @ o
f{}\,"‘.ﬂ'—'ﬁ * “1&\ ‘|<,l5 \'<!0 f<o I'<U\

o

s o o )800(4641-422 < °
y» TTY: 711 Ao

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 0o TTY: 711.

CHU ¥: Néu quy vi néi tiéng Viét, chiing 18i c6 cc dich vu hé tr ngdn nglr mién phi danh cho quy vi. Hay goi
(800) 422-4641 hofic TTY: 711.
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Delta Dental of Michigan
Dental Benefit Highlights for

Macomb County Active and Retiree Dental Plan

. : Dalta Dental Non-

Delta Dental PPO (Point-of-Service) .Delt§ Den.tal . Premier participating
PPO-Dentist . .
. o Dentist Dentist
- : Plan Pays.. = Plan Pays Pian Pays*
C e . Diagnostic & Preventive .= " e

Diagnostic and Preventive Services - exams, i inng 2 o
cleanings, fluoride, and space maintainers i 100% 100% 100%
Emergency Palliative Treatment - to annor o
tempararily relieve pain ) ‘_IQO % ) 100% 100%
Radiographs - X-rays 100%. . 100% 100%

«  Basic Services
Minor Restorative Services - fillings and crown

5%

oL . Q
repair 80% : 5%
Endodontic Services - root canals 80% 5% 75%
Periodontic Services - to treat gum disease 7 ' 80% _ 75% 75%
g:gesr;lrgery Services - extractions and dental 830% 75% 75%
Major Restorative Services - crowns C o B0% 75% 75%
Other Basic Services - misc. services - 80% . 75% 75%
Relines and Repairs - to bridges, implants, and 80% 75% 75%

dentures . , ]

' 7.0 Major Services ‘

Prosthodontic Services - bridges, implants, 50% 50% 50%
and denfures - .

* When you receive services from a Nonparticipating Dentist, the percentages in this column indicate the
portion of Defta Dental's Nonparticipating Dentist Fee that will be paid for those services. The
Nonparticipating Dentist Fee may be less than what the denfist charges ang you are responsible for that
difference.

Maximum Payment — $1,000 per person total per Benefit Year on all services. j
[ Deductible - None. |

Note - This docurment i only intended fo provide a brief description of your benefits. Flease refer to your
Certificate and summary for @ complets descripion of benefifs, exclusions, and mitations.

Welcome to Michigan's largest dental
benefits family!

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

o |t's easy to find a dentist! Four out of five
dentists nationwide participate in ournetwork,

« You have superior access to care and fee
savings because of our agreements with
participating dentists.

o Qur dentists cannot balance bil you, which
means more money in your pocket!

e No froublesome paperworkl  Network
dentists wil fill out and file your claims.

e Pay ony your copayments andior
deductibles when you receive care from
network dentists — there are no hidden fees.

¢ You can stil visit nonparticipating dentists,
but you may be billed the full amount at the
fime of service and then have to wait to be
reimbursed.

Quality Dental Program

With our quick and accurate claims
pracessing, we pay more than 90% of clalms
in 10 days or ess. Deita Dental also offers
world-class customer service from our
Certified Center of Excellence call center, as
awarded by Benchmark Portal.

Online Access

Qur online Consumer Toolkit lets you access
your dental plan securely over the Intemet, You
can find a dentist, check benefits, select
paperess notices, review claims and amounts
used toward maximums, print [D cards, and
more - all at your own convenience.

A Healthy Smile

Keep your smile healthy with dental benefits
from Defta Dental, Your smile is agood indicator
of your health. Did you know that your dentist
can detect up to 120 different diseases, including
diabetes and heart disease? Early detection is
one of the best ways to prevent further
complications.

Questions?

If you have questions, please call our
Customer Service team at 800-524-0149
{(TTY users call 711} or look online at
www.DeltaDentaiM|.com.



Golden Dental




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

1. General Exclusions, Limitations, and Exceptions

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

Dental services not appearing on the Schedule of Benefits.

Dental treatment for cosmetic purposes, unless specifically indicated on a specific plan.

Dental treatment performed in a hospital and/or any related hospital-fee.

Treatment of cleft palate, anodontia and mandibular prognathism.

niH w N |-

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

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.

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.

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

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.

13

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

18

Lost, missing, or stolen appliances {i.e., retainers, Occlusal guards, partial or complete dentures,

or flippers).

Revised 04/29/2015




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

. 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 {babhy) teeth.

23

Cysts and malignancies.

24

Removal of |mpacted teeth that Exhlblt 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.

33

Treatment of fractures and dislocations.

36

Any service that is not specifically listed.

37

38

Congenital malformation.

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 normai 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 mutua! 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.

I1. Orthodontic Exclusions, Limitations, and Exceptions

1

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

Patients with severe disabilities that may prevent satisfactory Orthodontic results

Any charge made by the Orthodontist for the cost of replacement and/or repair of an appliance
furnished to the patient, which is lost or broken through no fauit of the Orthodontist

Interceptive Orthodontic Treatment is not a covered benefit

Surgical procedures incidental to orthadontic treatment

Myofunctional therapy

Supplemental appliances not routinely used in typical orthodontic cases (i.e., Invisalign)

o] ~| axluv| &~

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

Treatment started"before the Covered Person became eligible under this policy

10

Transfer to another Dentist after banding has been initiated

11

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

12

Orthodontic Benefit is once in a lifetime benefit per member.

Revised 04/29/2015
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Bulilon Dantl Pl
Certificate of Coverage

Macomb County
OFFICE VISIT CO-PAY $5.00
CLASS1
Diagnostic and Preventive:
Exams, Radiographs, Prophylaxis, Fluoride Treatment (up to age 19), 100%

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

CLASS 11

Restorative:

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

CLASS 111
Prosthetic: 750/,

Crowns, Bridges, Partial and Complete Dentures

CLASS IV

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) $1,300

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 CLASSI-1V only.

29377 Hoover Road — Warren, MI 48093

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

website: www.goldendentalplans.com




As a self-funded group, you are solely responsible for compliance with the federal Summary of Benefit and Coverage (8BC) rules; including SBC creation and
distribution. BCBSM does not assume any responsibility for S8C rule compliance relating to your group health plan, or for creation or disclosure of compliant SBCs.
This SBC template document is being provided as an example that may contain useful information concemning your BCBSM administered coverage as you create
your own group healih 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 lemplate 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 heaith plan situation which may affect SBC content, including but not limited to account type arrangements such as flexible spending accounts (FSA),
heallh 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 Medification, it may be defined here
in only a limited way.



BCBSM Vision Bénefits




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

c- . F

This is intended as an easy-to-read summary and provides only a general overview of your beneiits. It is not a cantract. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay. Fera complete
description of benefits please see the applicable BCBSM certilicates and riders, if your group is underwritten. If your group is self-funded, please see
any other plan documents your group uses. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.

Blue Vision benefits are provided by Vision Service Plan (VSP), the largest pravider of vision care in the nalion. VSP is an independent company
providing vision benefit services for Blues members. Ta find a VSP doctor, call 1-800-877.7185 or log on to the VSP Web site at vsp.com.

Note: Members may choose between prescription glasses (lenses and frame) or cantact 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

1

LBenefits ' ; : T E VSP network doctor

Eye exam None ~ None

Prescription glasses (lenses and/or frames) None None {member responsible for
difference hetween 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: Mo copay is required for prescribed contact lenses that are not
medically necessary.

R - ] |
n-VSP provider: |, ]

| Benefits . - . doctor tN _ .

- RTINS e ek oot U o 7 o Rp— ———— . .. U U SRS e SR
Complete eye exam by an ophthalmologist or optamelrist. The exam 100% of approved amount Reimbursement up to $58 less $5
includes refraction, glaucoma lesling 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

its . ] o V8P 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;BYV SPL;BV-CLSE;BVC;BVFL;BVPP CHOICE NET

Blue Cross Blue Shield of Michigan s a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
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’Beneflts . B PR

Standard frames

Mote: All VSP netwark doctor localions are required to stock at least 100
dlfferent frames wulhin the frame allowance

f Beneflts L

Medically necessary contact !enses (requires prior authorization approval
from VSP and must meel criteria of medically necessary)

Contact lens suitability examination (fitting and evaluation)

Eleclive contact lenses that improve vision {prescribed, but do not meet
criteria of medically necessary)

VSP network doctor

éNon-VSP provider - -

et Mokl .

$100 alrowance that is apphed loward Relmbursemenl up lo $65 less
frames (member responsible for any cost $10 copay{member respansible
axceeding the allowance) less for any difference)

One frame in any period of 12 consecutive months

AN n-VSP provider. "

It

ISP SR [ S A

100% of approved arriount Reimbursement up to $210
(member responsible for any

difference)
months

Caontact Ienses up to the aIIowance in any period of 12 oonsecutive

$105 allowance that is apphed
toward contact lens.exam (fitting
and materials) and the contact
lenses (member responsible for
any cost exceeding the
allowance)

$120 allowance that is applled toward
contact lens exam (fitting and materials)
and the contact lenses (member
responsible for any cost exceeding the
allowance)

Contaci Ienses up to the allowance in any penod of 12 consecutlve 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 Bfue Shield Assoclation.
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HAP
Please refer to the HAP Medical Benefits Summary




