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AGREEMENT

This Agreement entered into on the eighteenth day of August, 2023, between the County of Macomb,
hereinafter collectively referred to as the Employer, and the Technical, Professional and Officeworkers
Association of Michigan (TPOAM), hereinafter referred to as the Union, on behalf of employees set forth in
Article 1, Recogniticn.

PURPOSE AND INTENT

The general purpose of this agreement is to set forth terms and conditions of employment, and to promote
orderly and peaceful labor relations for the mutual interests of the Employer, its employees and the Union.

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

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

NON-DISCRTMINATION

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

ARTICIF 1
RECOGNITION

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

ARTICLE 2
STRIKES AND LOCKQUTS PROHIBITED
The Parties hereto recognize that it is essential for the health, safety and public welfare of the County that
services to the public be without interruption and that the right to strike is forbidden by the Statutes of the
State of Michigan. Any employee guilty of engaging in a slowdown, work stoppage, or strike, shall be

subject to disciplinary action up to and including discharge.

The Employer agrees that it shall not lock out its employees.



ARTICLE 3

SAVINGS CLAUSE

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

ARTICLE 4

MANAGEMENT RIGHTS

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

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

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

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

ARTICILE 5

EMERGENCY MANAGER

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



ARTICIE 6

REPRESENTATION

The Union shall notify the Employer in writing of the name(s) of the Officer(s) and Steward for
their bargaining unit. In the event there Is a change in the Officer(s) or Steward, the Union shall
inform the Employer forty-eight (48} hours prior to such Union Officer(s) or Steward taking over
their duties.

The Employer agrees to recognize two (2) Officers and one (1) Steward for the bargaining unit.

The bargaining unit will be permitted a maximum of one (1) hour per calendar week during their
working hours, without loss of time or pay, for the purpose of investigating and presenting
grievances to the Employer. A greater period of time may be permitted by prior authorization from
their immediate Supervisor or the Department.

Bargaining Committee

1. The Bargaining Committee shall be comprised of one to three (1-3) local union members
and a POAM representative.

2. The Bargaining Committee shall be released from regufar duty and compensated for all
time spent negotiating during the member’s regular work schedule,

ARTICLE 7
SENIORITY

Seniority defined: Seniority means that date of entry into County employment, except that seniority
shall not accrue during the times that an employee is on Leave of Absence without pay. The seniority
date will be used for the accumulation and/or eligibility of the following: Paid time off, sick leave,
longevity, retirement and similar “fringe benefits” to which the Parties may agree.

There shall be no seniority among probationary employees. When an employee completes the
probationary period, the employee shall be entered on the seniority list as of the date 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 the
recognition article of this agreement, -except that at any time during this period the employer may
dismiss the employee and such employee shall not have recourse to the grievance procedure unless
the dismissal is for union activities.

Seniority ties shall be broken by using the last four (4) digits of the employees’ social security
numbers, with the employee having the highest number considered to have the most seniority.

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

Seniority rights shall be forfeited if the employee



1. Resigns

2 Is discharged and not reinstated in accordance with the appropriate provisions of this
agreement

3. Is absent without leave for three (3) consecutive working days without notice to the

employer. After such absence, the Employer will send certified notification to the employee
at the last known address that seniority has been lost, and the employment has been
terminated. In proper cases, the Employer shall make exceptions

4, Retires

5. Except for participants in the Deferred Retirement Option Plan (DROP), withdraws
contributions from the Macomb County Employee’s Retirement Fund

6. Does not return to work when recalled from layoff

7. Fails to return from Sick Leave or Leave of Absence when scheduled. This shall be treated

as the same as paragraph 3, above.

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

H.  All Full time employees have seniority over part-time employees. Part-time employees have seniority
over cther part-time employees as described above.

ARTICLE 8

EMPLOYEE DEFINED

A Regular Full-Time Employee: A “Regular Full-Time Employee” is an individual employed in a full-
time budgeted position and regularly scheduled to work thirty (30) hours ar more per week for six

(6) consecutive months. Regular full-time employees are entitled to benefits as specifically outlined
in this Labor Agreement.

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

ARTICILE 9

WAGE RATES FOR NEW CLASSIFICATIONS

When a new classification is-established by the Macomb County Office of the County Executive that is to
be placed in the bargaining unit, the Employer shall place the new classification in the Wage Schedule that
is found in Appendix A of this Agreement. If the Union does not agree with the Wage Schedule that was
assigned by the Employer, the Union may submit the assignment of the Wage Schedule to the Grievance
Procedure at the Third Step.

ARTICLE 10
JOB POSTINGS

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



The posting will include the following information: The job classification, department, salary range,
hours, starting time, qualifications and any testing requirements. If the posting is for a grant funded
position, the posting shall include nctice of that designation.

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

If necessary, a temporary appointment may be made by the Department Head, or designee, but without

prejudice to employees seeking the job. The Department Head, or designee, in the exercise of their
.discretion, consider the seniority of the employees available for temporary appointment.

ARTICLE 11

TEMPORARY ASSIGNMENT

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

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

The procedure set forth in Article 13, Wage and Increment Schedule, shall be utilized to approve
or disapprove increments pursuant to this provision.

ARTICLE 12
PROBATIONARY PERIOD

All full-time employees newly hired into this bargaining unit shall be required to successfully complete
a probationary period; the length of said probationary period shall be six {6) months of employment
from the date of hire. During the probationary period of a new employee, they may be terminated at
any time without the right of appeal or a statement of cause.,

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

Employees in this bargaining unit who have had a change in classification (promoticn, demotion or
recall) shall serve a probationary period of four (4) months from the date of change in classification.
Employees whe have had a change in classification shall have the opportunity to return to their prior
classification within one (1) month from the date of change in classification. During the probationary
period of an employee who has had a change in classification, the employee may be returned to their
farmer classification at any time without the right of appeal or statement of cause. Such decision
shall be within the sole discretion of the Department Head.



Promotions are defined as the movement of an employee to a classification assigned to a higher pay
grade.

Demotions are defined as the movement of an employee to a classification assigned to a lower pay
grade,

ARTICLE 13
WAGE AND INCREMENT SCHEDULE
Bargaining Unit Wage and Increment Schedules are attached in Appendix A of this Agreement.

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

ARTICLE 14
HOLIDAY BENEFTTS

The designated holidays are:
January 1%t (New Year's Day) Martin Luther King, Jr. Day
Presidents Day One-half (1/2) day Good Friday
Memorial Day June 18% (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 315 (New Year's Eve) General Election Day in the EVEN numbered years

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

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

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

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

4, December 24% and December 31%:



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

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

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

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

ARTICLE 15

PAID TIME OFF (PTO)

A, Participants in the Deferred Retirement Option Plan are not subject to Article 15, Paid Time Off, but
shall receive Paid Time Off in the manner described in Article 27, Deferred Retirement Option Plan.

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

C. Full time employees shall be entitled to accrue Paid Time Off (PTO) according to the following
schedule.

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

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

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

E. Paid Time Off shall be available for use upon accrual.



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

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

Full time employees may request Paid Time Off conversion to cash payment of up to forty (40) hours
per conversion, maximum of eighty (80) hours per year. Employees requesting Paid Time Off
conversion must have a minimum of one hundred twenty (120) hours of Paid Time Off to be eligible
for the conversion. The requested Paid Time Off conversion(s) must be submitted by February 15t with
the cash payment to be made on the second pay in March and August 15t with the cash payment to
be made on the second pay in September in regular paychecks with normal deductions.

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

ARTICLE 16
SICK L FAVE

Participants in the Deferred Retirement Option Plan are not subject to Article 16, Sick Leave, but shall
receive Sick Leave in the manner described in Article 27, Deferred Retirement Option Plan.

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.

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

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

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

An employee may utilize available Sick Leave for absences:

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



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

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

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

G. 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.

H. Sick Leave shall be available for use upon accrual.
L Accumulated Sick Leave Payoff (does not apply to employees hired after 1-1-16)

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

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

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

4, Excess sick leave, up to a maximum of 440 hours, will be paid at the time of
separation from the County to either those eligible to receive benefits under Macomb
County Employees' Retirement Ordinance or to those who have participated in the
DROP. The cash payment will be made in the payoff check with normal deductions. This
payment will not be included in the Final Average Calculation (FAC).

J. Sick Leave payoff for employees in the Defined Contribution (401(a) Plan):
Upon separation of employment, an employee shall be compensated for a portion of their unused
sick leave up to one hundred twenty-five (125) work days. The rate of pay will be based on the
employee’s hourly rate at the time of separation. The payoff will be based on a percentage in
accordance with the following schedule:

Continuous years of Full Time Service  Percentage Payoff Amount

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

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



ARTICLE 17

BEREAVEMENT | FAVE

Upon presentation of proof as required by the Employer, such as, but not limited to, newspaper death or
cbituary 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 step children, current daughter-in-law, current son-in-law,
brother, sister, grandparent, or grandchildren. It shall also include any person who is normally a
member of the employee’s household.

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

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

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

ARTICILF 18

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 twelve (12) months
of service from their date of hire.

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

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

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

10



An approved Personal Leave shall not exceed six (6) months.

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

While on an unpaid Personal Leave, benefits will be cancelled at the end of the month from
the point of unpaid status. Upon return from an unpaid Personal Leave of Absence, insurance
benefits will be reinstated in accordance with the waiting periods as outlined in Article 21,
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 upeon expiration of a Personal Leave shall be subject
to loss of seniority as outlined in Article 7, Seniority and termination of employment.

Medical Leave for Employee and/or Family:

=8

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

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

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

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

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

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 mere 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.

i1



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

[.  While on an unpaid Medical Leave, benefits will be cancelled at the end of.the month
following six (6) months of unpaid status.

Upon the return from the unpaid Medical Leave, benefits will be reinstated effective
immediately.

m. 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.

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

0. 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.

p. Failure to report for duty upon expiration of a Medical Leave shall be subject to loss of
senjority as outlined in Article 7, Seniority and termination of employment.

3. Military:

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

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

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

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

ARTICLE 19

WORKERS' COMPENSATION

Macomb County will act in accordance with the Workers' Disability Compensation Act of Michigan.
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ARTICLE 20

JURY DUTY

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

B, 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.

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

ARTICLE 21
INSURANCE BENEFITS

A. Life Insurance:

1.  Full-time Employees (including DROP Participants):
a.  The [ife 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,

B. Insurance Benefits:

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

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

Full-time employees (including DROP participants) may elect to cover their eligible children up
to the age of 26 on Macomb County’s medical, prescription drug, dental and vision plans.
Supporting documentation must be provided to the Human Resources and Labor Relations
Department as necessary.

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

1.

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

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

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

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

Retirees: Full-time employees. hired before January 1, 2006, the Employer will pravide a fully
paid medical and prescription drug plan to the employee and the employee's eligible spouse, as
defined in D.1.a. after eight (8) years of actual service with the Employer, for the employee who
leaves employment because of retirement and is eligible for and receives benefits under the
Macomb County Employees' Retirement Ordinance.

Full-time employees hired on or after January 1, 2006, the Employer will provide a fully paid
medical and prescription: drug plan to the employee and the employee’s eligible spouse, as
defined in D.l.a. after fifteen (15) years of actual service with the Employer, for the employee
who leaves employment because of retirement and is eligible for and receives benefits under the
Macomb County Employees’ Retirement Ordinance.

a. Coverage shall be limited to the spouse of the retiree, at the time of retirement or DROP,
b. Coverage for the eligible spouse will terminate upon the death of the retiree unless the retiree
elects to exercise a retirement option whereby the eligible spouse receives applicable

retirement benefits following the death of the retiree.

Full-time employees hired on or after January 1, 2012 will not be eligible for Macomb County’s
medical, prescription drug, dental and vision plans for the employee’s spouse in retirement.
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3.  All employees who retire or DROP after November 1, 2013, will have the medical and prescription
drug plan as outlined in Appendix C Post November 1, 2013 Retirees, until they are Medicare
eligible, subject to the limitations and provisions of D.2. and D.4. of this Article. This provision
does not apply to employees who retire or DROP prior to November 1, 2013.

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

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

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

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

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

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

Dental Plan:

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

Vision Plan:

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

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

I 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,

1 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 upen retirement.

ARTICLE 22

REIMBURSEMENT ACCOUNT PROGRAM

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

ARTICLE 23
LONGEVITY

A.  Participants in the Deferred Retirement Option Plan are not subject to Article 23, Longevity, but shall
receive Longevity in the manner described in Article 27, Deferred Retirement Option Plan.

B.  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.

C.  The basis of Jongevity 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 31st of any year.

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

3.  The following schedule shall be used as a basis for longevity payments, paid to such employees

as of October 31st, provided said employees qualify as to length of service, as per Paragraph A.1
of this Article, as follows:
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CONTINUGUS YEARS OF FULL TIME SERVICE

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

D. 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.

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

F.  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.

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

ARTICLE 24
MILEAGE REIMBURSEMENT
A.  Mileage reimbursement will be made for employees required to use their personal vehicles while
performing assigned County business. The mileage reimbursement rate will be established in
accordance with the Internal Revenue Service mileage reimbursement formula. Mileage reimbursement
will be paid based on the rate in effect at the time the mileage was incurred.
B.  Mileage reimbursement must be authorized in advance by the Department Head or designee and in
accordance with County and Department Policy.
ARTICLE 25

BAR ASSOCIATION DUES

The Employer shall pay the cost per year of the Michigan Bar Association dues which are necessary to maintain
an employee’s professional certification.

ARTICLE 26
RETIREMENT SYSTEM

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

1.

Employee Contribution: For any employee hired on or before December 31, 2001, or who is
vested as of May 1, 2009, the employee’s contribution to the retirement system is three and five
tenths percent (3.5%) of the employee’s compensation.

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

County Pension Maximum: For any employee hired on or before December 31, 2001, or who Is
vested as of May 1, 2009, the County pension shall not exceed sixty-five percent (65%]) of annual
average compensation.

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

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

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

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

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

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

For employees hired after January 1, 2002, the County pension, which when added to an
employee pension, will provide a straight life retirement allowance equal to the number of years,
and fraction of a year, of an employee’s credited service multiplied by the sum of 2.2% of the
employee’s final average compensation for all years of credited service.
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Effective January 1, 2020 in no case shall the Straight Life pension benefit for a bargaining unit
member under this contract exceed 100% of the employee’s base salary at the time of retirement.
Such limitation shall be applied to a bargaining unit member’s straight life benefit calculation
prior to an applicable actuarial adjustment, if any, for the member’s selection of an optional
form of benefit ar the annuity withdrawal option and shall also apply to the member's DROP
benefit,

Eligibility:

a.

For employees hired 6n or before December 31, 2001, or who Is vested as of May 1, 2009,

who meets the following criteria may retire upon the employee’s written application filed

with the Retirement Board:

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

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

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

1.  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 January 1, 2012, any member who meets
the following criteria may retire upon the employee’s written application filed with the
Retirement Board:

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

2.  Altained 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
penston will be calculated per the terms of the employee’s rehire date.

In the event a former member is re-employed by the County as a full-time employee and

it has been four (4) or more years since their last separation date, their membership will
not be re-instated, and they will enter the 401(a) Defined Contribution plan.
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10.

11.

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

Purchase of Military Service Credits: A member who wishes to purchase military service credits
as provided in the Macomb County Employees’ Retirement Ordinance shall be allowed to purchase
said credits through payroll deduction. If a member chooses the payroll deduction option, the
cost to purchase military service credit shall be computed as provided in the aforementioned
Ordinance.

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

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

Deferred Retirement Allowance Qption: In the event a vested bargaining unit member, leaves
the employ of the County prior to the date they have satisfied the age and service requirements
for retirement provided in the Macomb County Employees’ Retirement Ordinance, for any reason
except their disability retirement or death, they shall be entitled to retire at the normal retirement
age and be subject to the retirement formula in effect at the time they left County employment
and as provided for in the Macomb County Employee’s Retirement Ordinance, provided that they
do not withdraw their accumulated contributions from the employees savings fund. Their -
retirement allowance under the plan in effect at the employee’s termination of County
employment shall begin the first day of the calendar month next following the date their
application for same is filed with the Board after the employee would have become eligible for
retirement under the plan had the employee’s employment not been terminated.

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

There shall be no pension paid to an eligible vested former member until an application for
retirement is submitted and approved. In the event an eligible vested member dies prior to
applying for their pension, their beneficiary or estate/trust shall not be entitied 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.
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12.

i3.

14,

15.

Non-Duty Death Before Retirement, Beneficiary Nominated: Any bargaining unit member who is
vested may at any time prior to the effective date of their retirement elect Option A provided in

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

Non-Duty Death Before Retirement, Non-spousal Beneficiary Nominated: In the event of a non-
duty death of a vested member prior to retirement, a non-spousal beneficiary shall receive only
contributions and interest.

Non-Duty Death Retirement Allowance, Automatic Provisions: Any vested bargaining unit
member who continues County employment and has not nominated a beneficiary as provided in

the Macomb County Employees’ Retirement Ordinance, and (1) dies while in County employment
and (2) leaves a spouse, the spouse shall imnmediately 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.

DROP: The Memorandum of Understanding executed in 2007 regarding the Deferred Retirement
Option Plan (DROP) incorporated by reference herein as Article 27, Deferred Retirement Option
Plan (DROP). Vesting for purposes of DROP excludes service time under Reciprocal Act 88.

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

1.

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

Will not t;e eligible for or participate in the Macomb County Employees’ Retiretnent System for any
other benefit, including DROP, cther than for the fixed payment as cutlined in Section C.1.

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

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

4, 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.

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

Completion of 1 year of service 20%
Completion of 2 years of service 40%
Completion of 3 years of service 60%
Completion of 4 years of service 80%
Completion of 5 years of service 100%
ARTICLE 27

DEFERRED RETIREMENT OPTION PLAN (DROP})

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

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

B. Participation: The maximum period for DROP payments credited to the account five (5) years (the
“Participation here is ho 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.

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

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

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

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

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

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

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

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

2) A lump sum direct rollover to another qualified plan to the extent allowed by federal law
and in accordance with any procedures established by the Macomb County Office of the
County Executive or 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 manner in which they elect from
the previously mentioned distribution methods (above). If there is no such beneficiary, the
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account balance shall be paid in a lump sum to the estate/trust of the employee. Benefits payable
from the Macomb County Employees Retirement System shall be determined as though the
employee participating in the DROP had separated from service on the day prior to the
employee’s date of death.

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

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

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

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 Crdinance.

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.

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

1. Longevity for DROP Participants:

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

b. For DROP participants, the amount of longevity compensaticn paid in subsequent
vears shall be determined by the step level achieved by the employee at the time
they elected to DROP. Step levels are listed below.
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CONTINUOUS YEARS OF FULL TIME SERVICE

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

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

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

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

2. Paid Time Off for DROP Participants

a.

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

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

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

YEARS OF ANNUAL
CONSECUTIVE FULL-TIME EQUIVALENT
SERVICE COMPLETED: OF:
less than 5 15 days
5 20 days
10 21 days
13 24 days
20 25 days
21 26 days
22 27 days
23 28 days
24 29 days
25 30 days
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Paid Time Off requests shall be reviewed by the Department Head/designee, and
must have their approval. Such approval shall be at the Department Head/designee's
discretion to ensure efficient operations.

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

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

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

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

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

Sick Leave for DROP Participants

a.

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

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

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

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

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

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

fii 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 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 includle any persen who is normally a member of
the employee’s household.

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

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

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

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

ARTICLE 28

DISCIPLINE AND DISCHARGE

A.  Discipline: .
1.  Should circumstances warrant, an employee may be disciplined for just cause. Disciplinary

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

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

Any disciplinary action or measures imposed upon an employee may be processed as a grievance

through the regular grievance procedure or through the special conference provisions as provided
for in this Agreement.
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4,  If the Employer has reason to reprimand an employee, it shall be done in a manner that will not
embarrass the employee before other employees or the public.

Suspension And Discharge:

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

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

Records in Personnel Files:

1. Where disclplinary 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 of the date of discipline there have been no further incidents of a similar nature, the
employee may petition the Employer to remove the discipline from the personnel file. The
employer will consider the petition within thirty (30) days and will not unreasonably deny any
petition. When such request has been granted, the discipline 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 previcus 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) vears, it
will not be relied upon for the purposes of progressive discipline.

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

ARTICLE 29

SPECIAL CONFERENCES

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

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

28



C.  The members of the Union shall not lose pay for time spent in such Special Conferences.
ARTICLE 30
TERMINATION OR MODIFICATION
A.  This Agreement shall continue in full force and effect until December 31, 2025.

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

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

D. Itisagreed and understood that the provisions contained herein shall remain in full force and effect so

long as they are not in violation of applicable Statutes or Ordinances-and remain within the jurisdiction
of the County of Macomb.

E.  The foregoing Agreement shall not be construed or utilized in any manner that may impede or prevent
any elected or appointed Macomb County official from fulfilling or carrying out the Statutory or
Constitutional duties of their office.

ARTICLE 31

RESTRICTIONS ON THE PRIVATE PRACTICE OF LAW

Private practice of law for Staff Attorneys shall be prohibited except for paid or unpaid representation of
family members, pro bono representation or referrals. Staff Attorneys shall not maintain separate private
offices, private business cards, private secretarial or support staffs, or other incidents of private practice.
It is not a viotation of this article for a Staff Attorney to draft or review basic legal documents, or do legal
research, provided the research, review, and drafting is done during non-work hours, and without use of
the Employer's personnel, equipment, or materials. Staff Attorneys shall not make court appearances
except for paid or unpaid representation of family members, or pro bono representation, unless given the
prior written approval of the Public Defendér or designee.

Staff attorneys may engage in other business activities provided there is no conflict with the Staff Attorney’s
obligation to the Employer pursuant to the Michigan Rules of Professional Conduct.

ARTICLE 32

LAY OFF AND RECALL

A.  Lay off is defined as a reduction in the work force.
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1,

2.

Layoffs will occur in accordance with the provisions of this article
a. Grant Funded Employees and positions:

i. Employees hired in to a grant funded position will be terminated if the grant
funding for that position expires, terminates, or ceases to be available.

ii. If a Staff Attorney left a regularly funded classification to accept a grant funded
position of equally or higher classification, and for whatever reason the
Employee leaves that position, or the grant funding ceases or is terminated,
the employee shall be reassigned to a position no lower than the regularly
funded classification that the employee formerly held.

iii. A Staff Attorney who leaves a grant funded position to accept another grant
funded position of equal or higher classification, and for whatever reason that
Staff Attorney leaves this later grant funded position, they shall be reinstated
to the grant funded position they formerly held.

b. New hire probationary period employees.
c. Part-time employees according to Seniority article in this agreement.

d. Regular full-time employees according to seniority, as defined in the Seniority article
in this agreement, within the classification affected by the reduction in workforce. An
employee shall have the right to replace any other employee with less seniority
beginning with the least senior employee in the same or lower job classification.

In the event that a fayoff occurs which will be for a period of thirty (30) consecutive calendar
days or more, the Employer shall post a notice advising employees that those who wish to go
on voluntary layoff status for the length of the layoff (but not exceeding six (6) consecutive
months), may sign up for said temporary layoff. No employee can exercise this option more
than one (1) time per layoff.

Employees to be laid-off for an indefinite period will have at least fourteen (14) calendar days’
noticé or in cases of an emergency, payment in lieu of notice.

B. Recall is defined as the call back of employee(s) from layoff.

1.

2.

The Public Defender shall recall employees from layoff according to the provisions of this
article:

a. Regular Full time employees, based on Seniority.
b. Part-time Employees based on Seniority.
The Employer shall maintain a list of employees who are on layoff status for a period of

eighteen {18) months after the layoff has been made. Said list of employees shall be provided
to the Public Defender when the work force is to be increased after layoff.
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3. Notices of recall shall be sent to the employees at their last known address by Certified Mail.
Employees will be responsible for notifying Human Resources and Labor Relations Office of
their intent to return to work within five (5) business days and will report to work seven (7)
calendar days from that notice. Employees who fail to follow this procedure shall be considered
to have voluntarily resigned, If extenuating circumstances result in the employees’ failure to
respond within the time limits specified, the Employer may offer the employee an opportunity
for recall at the next opening.

Former employees shall forfeit their seniority rights for recall according to the provision of the seniority
article in this agreement.

ARTICLE 33

GRIEVANCE PROCEDURE

A. The Parties intend that the grievance procedure as set forth herein shall serve as a means for a
peaceful settlement of all disputes, including but not limited to dismissals, suspensions, demotions
and other disciplinary actions of any type that may arise between them concerning the
interpretation or operation of this Agreement without any interruption or disturbance of the normal
operation of the Employer's affairs. Any employee having a grievance in connection with their
employment MUST present it to the Employer within fifteen (15} days after the occurrence of the
alleged event causing the grievance in the following manner:

1, STEP 1: The employee must first discuss the specific grievance with their immediate
Supervisor. A Steward or Union President shall be present at this meeting; otherwise, the
complaint shall not be considered a formal grievance, as outlined in this Article. The immediate
Supervisor shall attempt to adjust the matter consistent with the terms of this Agreement as
soon as possible, and shall, within five (5) days give a verbal answer to the employee.

2. STEP2: If the grievance is not séttled at the verbal step, a written grievance may be filed
by the Steward or Union President with the employee's Department Head within ten (10) days
after the immediate Supervisor's response at Step 1. When a grievance is reduced to writing,
it .shall contain the name, position and department of the grievant, a clear and concise
statement of the grievance, the relief sought, the date the incident or violation took place, the
specific section(s) of the Agreement, if any, alleged to have been violated, the signature of the
Steward or Union President and the date the grievance is reduced to writing. Inadvertent
omission of minor information will not prejudice the processing of the grievance.

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

3. STEP3: If the grievance is not settled at Step 2, such grievance may be submitted by the
Steward or Union President to the Director, Human Resources and Labor Relations or their
designee, with a courtesy copy to the Department Head, within ten (10) days after the
Department Head's written response has been received by the Union President or Steward. A
grievance number shall be assigned when the grievance is submitted to the Human Resources
and Labor Relations Department.

The Union President or designee must make a request in writing to conduct a Step 3 grievance
meeting. A Grievance Committee, composed of the Union President, the Steward, the Director,
Human Resources and Labor Relations or their designee and the Department Head or their
designee shall conduct a Step 3 meeting within fifteen (15) days of the receipt of the Union
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B.

President’s written request. An officer of P.O.A.M. may be present at the Step 3 meeting. In
addition, a witness(es) may be in attendance if deemed necessary by both Parties.

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

STEP 4: If the grievance is not resolved at Step 3, the Union President or designee has thirty
(30) days from 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 or designee fail to request
arbitration within this time limit, the grievance shall be deemed not eligible to go to arbitration.

=8

The Notice of Intent to Arbitrate shall identify the name of the Arbitrator selected by the
procedure set forth below.,

All arbitration hearings shall be governed by the rules of the American Arbitration Association
("AAA"), to the extent that those rules are not inconsistent with this Agreement.

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

The arbitrator shall have no power to establish or madify job classifications, to establish wage
rates, or to change any existing wage rate, work schedule, or assignment, except for
grievances arising out.of Article 9, Wage Rates For New Classifications.

In the event a grievance is submitted to an arbitrator and the arbitrator finds that he/she
has no jurisdiction to rule on such grievance, it shall be referred back to the Partles 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 extéend 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.

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

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

GENERAL CONDITIONS:

1.

Selection of the Arbitrator:
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a. Within thirty (30) days of the written notice of intent to arbitrate, the County and the
Association shall attempt to mutually select an Arbitrator. In the event that the parties
cannot agree upon an Arbitrator to hear the unresolved grievance within that thirty (30)
days, the Union will have an additional (10) days to request the American Arbitration
Association to provide a list of impartial arbitrators in accordance with its applicable rules and
regulations. Any grievance scheduled in accordance with this procedure is considered settled
and not subject to further review.

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

withdrawal of Grievances: A grievance may be withdrawn. A withdrawn grievance may be
reinstated within twenty (20) days from the date of withdrawal. If a grievance is not reinstated
within twenty (20} days of the date of withdrawal it cannot be reinstated.

Computation of Back Wages: All claims for back wages shall be limited to the amount of wages
that the employee would otherwise have earned less any unemployment compensation, or other
income/wages earned from sources outside of the County during the grievance period.

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

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

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

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

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

ARTICLE 34

UNION BULLETIN BOARDS

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

1.

2.

3.

Notices of Union Meetings
Notices of Union Elections and results of said Elections

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

The union representatives shall have use of county office equipment including but not limited to fax, email,
phones, copiers, scanners, etc. Communication by email to the membership is permitted for official union
business only.

IN WITNESS WHEREOF, the County of Macomb and its Office of the County Executive, by its Director,
Human Resources and Labor Relations Department, and representatives of the Technical, Professional and
Officeworkers Association of Michigan — Assistant Public Defenders on behalf of its represented employees,
hereby cause this Agreement and Appendices to be executed.

FOR THE UNION: FOR THE EMPLOYER:

wl JAA do) Qe
MiWess Agent, TPOAM Karlyn Seml Director

Human Resources and Labor Relations

Marissa Kulscar, President, TPOAM

Udre. Ot~

Elisha Oakes, Vice- President, TPOAM

Dated: |0-(|~ 2033
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Appendix A

Wage and Increment Schedules
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UNION CLASSIFICATIONS AND PAY GRADES

TPOAM - Public Defenders
Classification PTA Grade
Staff Attorney II L
Staff Attorney ]




2023 PAY GRADES

Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9 Step 10
A $30,080.46 $30,952.79 $31,850.42 $32,774.09 $33,724.53 $34,702.55 $35,708.92 $36,744.48 $37,810.07 $38,906.56
B $33,088.51 $34,048.07 $35,035.47 $36,051.49 $37,096.99 $38,172.80 $39,279.81 $40,418.93 $41,591.08 $42,797.22
Lo $36,397.36 $37,452.88 $38,539.01 $39,656.64 $40,806.69 $41,990.08 $43,207.79 $44,460.82 $45,750.18 $47,076.94
D $40,037.09 $41,198.17 $42,392.91 $43,622.31 $44,887.36 $46,189.09 $47,528.57 $48,906.90 $50,325.20 $51,784.63
E $44,040.80 $45,317.98 $46,632.21 $47,984.54 $49,376.09 $50,808.00 $52,281.43 $53,797.59 455:357.72 $56,963.10
F $48,444.88 $49,849.78 $51,295.43 $52,782.99 $54,313.70 $55,888.80 $57,509.57 $59,177.35 $60,893.49 $62,659.40
G $53,289.37 $54,834.76 $56,424.97 $58,061.29 $59,745.07 $61,477.68 $63,260.53 $65,095.09 $66,982.84 $68,925.35
H $58,618.31 $60,318.24 $62,067.47 $63,867.42 $65,719.58 $67,625.44 $69,586.58 $71,604.59 $73,681.13 $75,817.88
I $64,480.14 $66,350.06 $68,274.21 $70,254.16 $72,291.53 $74,387.99 $76,545.24 $78,765.05 $81,049.24 $83,399.67
] $70,928.15 $72,985.07 $75,101.63 $77,279.58 $79,520.69 $81,826.79 $84,199.77 $86,641.56 $89,154.16 $91,739.63
K $78,020.96 $80,283.57 $82,611.80 $85,007.54 $87,472.76 $90,009.47 $92,619.74 $95,305.71 $98,069.58 $100,913.60
L $85,823.06 $88,311.93 $90,872.98 $93,508.29 $96,220.03 $99,010.41 $101,881.72 $104,836.29 $107,876.54 | $111,004.96
M $94,405.37 $97,143.12 $99,960.27 $102,859.12 $105,842.04 $108,911.46 $112,069.89 $115,319.91 $118,664.19 $122,105.45
N $103,845.90 $106,857.44 | $109,956.30 $113,145.03 $116,426.24 $119,802.60 $123,276.88 $126,851.91 $130,530.61 $134,316.00
0 $114,230.49 $117,543.18 $120,951.93 $124,459.54 $128,068.86 $131,782.86 $135,604.56 $139,537.10 $143,583.67 $147,747.60




2024 PAY GRADES (6% Increase from 2023)

Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9 Step 10
A $31,885.29 $32,809.96 $33,761.45 $34,740.54 $35,748.00 $36,784.70 $37,851.46 $38,949.15 $40,078.67 $41,240.95
B $35,073.82 $36,090.95 $37,137.60 $38,214.58 $39,322.81 $40,463.17 $41,636.60 $42,844.07 $44,086.54 $45,365.05
C $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 $49,501.56
D $42,439.32 $43,670.06 $44,936.48 $46,239.65 $47,580.60 $48,960.44 $50,380.28 $51,841.31 $53,344.71 $54,891.71
E $46,683.25 $48,037.06 $49,430.14 $50,863.61 $52,338.66 $53,856.48 $55,418.32 $57,025.45 $58,679.18 $60,380.89
P $51,351.57 $52,840.77 $54,373.16 $55,949.97 $57,572.52 $59,242.13 $60,960.14 $62,727.99 $64,547.10 $66,418.96
G $56,486.73 $58,124.85 $59,810.47 $61,544.97 $63,329.77 $65,166.34 $67,056.16 $69,000.80 $71,001.81 $73,060.87
H $62,135.41 $63,937.33 $65,791.52 $67,699.47 $69,662.75 $71,682.97 $73,761.77 $75,900.87 $78,102.00 $80,366.95
& $68,348.95 $70,331.06 $72,370.66 $74,469.41 $76,629.02 $78,851.27 $81,137.95 $83,490.95 $85,912.19 $88,403.65
] $75,183.84 $77,364.17 $79,607.73 $81,916.35 $84,291.93 $86,736.40 $89,251.76 $91,840.05 $94,503.41 $97,244.01
K $82,702.22 $85,100.58 $87,568.51 $90,107.99 $92,721.13 $95,410.04 $98,176.92 | $101,024.05 | $103,953.75 | $106,968.42
L $90,972.44 $93,610.65 $96,325.36 $99,118.79 | $101,993.23 | $104,951.03 | $107,994.62 | $111,126.47 | $114,349.13 | $117,665.26
M $100,069.69 | $102,971.71 $105,957.89 $109,030.67 | $112,192.56 $115,446.15 $118,794.08 | $122,239.10 | $125,784.04 | $129,431.78
N | $110,076.65 | $113,268.89 | $116,553.68 | $119,933.73 | $123,411.81 | $126,990.76 | $130,673.49 | $134,463.02 | $138,362.45 | $142,374.96
O | $121,084.32 | $124,595.77 | $128,209.05 | $131,927.11 | $135,752.99 | $139,689.83 | $143,740.83 | $147,909.33 | $152,198.69 | $156,612.46




2025 PAY GRADES (3% Increase from 2024)

Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9 Step 10
A $32,841.85 $33,794.26 $34,774.29 $35,782.76 $36,820.44 $37,888.24 $38,987.00 $40,117.62 $41,281.03 $42,478.18
B $36,126.03 $37,173.68 $38,251.73 $39,361.02 $40,502.49 $41,677.07 $42,885.70 $44,129.39 $45,409.14 $46,726.00
C $39,738.64 $40,891.05 $42,076.89 $43,297.12 $44,552.74 $45,844.76 $47,174.27 $48,542.32 $49,950.05 $51,398.61
D $43,712.50 $44,980.16 $46,284.57 $47,626.84 $49,008.02 $50,429.25 $51,891.69 $53,396.55 $54,945.05 $56,538.46
E $48,083.75 $49,478.17 $50,913.04 $52,389.52 $53,908.82 $55,472.17 $57,080.87 $58,736.21 $60,439.56 $62,192.32
F $52,892.12 $54,425.99 $56,004.35 $57,628.47 $59,299.70 $61,019.39 $62,788.94 $64,609.83 $66,483.51 $68,411.53
G $58,181.33 $59,868.60 $61,604.78 $63,391.32 $65,229.66 $67,121.33 $69,067.84 $71,070.82 $73,131.86 $75,252.70
3] $63,999.47 $65,855.45 $67,765.27 $69,730.45 $71,752.63 $73,833.46 $75,974.62 $78,177.90 $80,445.06 $82,777.96
I $70,399.42 $72,440.99 $74,541.78 $76,703.49 $78,927.89 $81,216.81 $83,572.09 $85,995.68 $88,489.56 $91,055.76
J $77,439.36 $79,685.10 $81,995.96 $84,373.84 $86,820.69 $89,338.49 $91,929.31 $94,595.25 $97,338.51 $100,161.33
K $85,183.29 $87,653.60 $90,195.57 $92,811.23 $95,502.76 $98,272.34 $101,122.23 $104,054.77 $107,072.36 $110,177.47
L $93,701.61 $96,418.97 $99,215.12 | $102,092.35 | $105,053.03 | $108,099.56 | $111,234.46 | $114,460.26 | $117,779.60 | $121,195.22
M $103,071.78 $106,060.86 $109,136.63 $112,301.59 $115,558.34 $118,909.53 $122,357.90 $125,906.27 $129,557.56 $133,314.73
N | $113,378.95 | $116,666.96 | $120,050.29 | $123,531.74 | $127,114.16 | $130,800.48 | $134,593.69 | $138,496.91 | $142,513.32 | $146,646.21
0 $124,716.85 $128,333.64 | $132,055.32 $135,884.92 $139,825.58 $143,880.52 $148,053.05 $152,346.61 $156,764.65 $161,310.83
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BCN HMO Active Employees

As a seff-funded group, you are sclely responsible for compliance with the federal Summary of Benefit and Coverage (SBC} rules, including SBC creation and
distribution, BCN does not assume any responsibility for SBC rule compliance relating to your group health plan, or for creation or disclosure of compliant SBCs. This
SBC template document is being provided as an example thal may contain useful informatien 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 o ensure proper compliance with the federal SBC rules. This SBC template document does nof constifute legal, fax, actuarial, accounting, benefil design,
compliance or cther advice. BCN disclaims any liability or responsibility for any non-compliance by your group health plan with SBC rules and regulations relating to
creafion, 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), heallh
reimbursement arrangements (HRA), and health savings accounts, (HSA), or for example, wellness programs, reference based pricing or benefits, or coverage not
administered by BCN, or whether the coverage provides minimum essential coverage.



CLSSLG
Macomb Ce Employees - Hard Cap-Active/COBRA

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

M A At Erecboerrs

N

Coverage for: All Plan Types Plan Type: TPA

The Summary cof 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 fo get a copy of the complete terms of coverage, visit www.bcbsm.com or call B0D-662-6667 .
For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or otner underlined terms see the

]mpc;rthant*hi:léféiic‘a,_

Glossary. You can view the Glossary at htps:/fwww.healthcare.govisbe-glossary or call 800-662-6667 o request a copy.

Wiy Tﬁlsjnﬂ;tter'S‘%;E_ ;

for this plan?

What is the overall deductible? {30 See the Common Medical Events chart below for your costs for services this plan covers,
Are thera services covered . - .
before you meet your deductible? No You will have to meet the deductible before the plan pays for any services.
i N
Are tpere oth.er deduclibles for 0 You don't have to mest deductibles for specific services.
spacific 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
alls the OUl-ol-pocker IR |96,350/$12,700 other family members in lhis plan, they have to meet their.own out-of-pocket limits until the

overall family out-cf-pocket limit has been mel,

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

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

The put-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 mest their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

Will you pay less if you use a
network provider?

Yes. See www.bebsm.com or call the
phone number on the back of your ID
card for a list of network providers,
800-662-6667 for a list of network
providers,

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

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

Do you need a referral to see a
specialist?

Yes

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




BCN HMO Active Employees

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

Provider

mmitations, Exceptions, & Other Important.
Information

{You'will pay the least)

[You will pay the most) §

coverage is available at
www.bebsm,com/custorndr

uglist

Primary care visit to treal an injury or liness i$20 copay/visit Not covered $20 copay for online visits.
Reguires referral. No charge for allergy
injecticns, allergy office visit and tesfing /30
Specialist visit $30 copaylvisit Not covered combined visits for spinal manipulations
if you visit a health care perfarmed by a chiropracior or asteopathic
provider's office or clinic physician
YYou may have to pay for services that aren't
- . N preventive. Ask your provider if the services
Preventive care/screening/immunization No charge Not covered you need are preventive. Then check what
your plan will pay for,
Diagnastic test (x-ray, blood work) Na charge Not covered :Vl gy require preaulhorization I No charge for
If you have atest ab services
Imaging (CT/PET sc¢ans, MRIs) Ne charge Not covered Requires preauthorization
Tier 1 - Mostly Generics $10 copay/30 days Mot covered Preauthorization & step-therapy apply to select
If you npeed drugs to treat|yin, o _ drugs.
yg:" illness or gdn dition. Tier 2 - Preferred Brand $25 copay/30 days Not covered §0% coinsurance for sexual dysfunction drugs.
More information about Effective 111/2013 Tier 1 contraceptives are
prescription drug Tier 3 - Non-Preferred Brand $50 copay/30 days Not covered covered in full

90 day mail order and retail copays are 2x the
standard retail copays.

Tiered copays listed above

Specially drugs apply Not covered Limited o a 30 day supply
May require preautharization/50% coinsurance
If you have outpatient  |Facility fee (e.g., ambulatory surgery center} INa charge Not covered for TMJ, orthognathic surgery, reduction
surgery ' mammoplasty, male mastectomy
Physician/surgeon fees No charge Not covered See "Outpatient surgery facility fee”




, ‘Provider
Uswill fay themost) §

**Limitations, Exceptions, & Other Important;

Information

Emergency room care

$100 copay/visit

$100 copay/visit
If you need-immediate . . Non-emergent transport is covered when
medical attenfion Emergency medical fransportation No charge No charge preauthorized
Urgent care $30 copayfvisit $30 copay/visit None
Preauthorization is required. 50% coinsurance
If you'have-a hospital - [Facility fee (e.g., hospital room) No charge Not covered for TMJ, orthognathic surgery, reduction
stay ’ mammoplasty, male mastectomy
Physician/surgeon fee No charge Not covered See "Hospital Stay surgery facility fee”
If you need mental Cutpatient services No Charge Not covered Preaythorization is required
health, behavioral health,
or substance use Inpatient services No Charge Not covered Preauthorization is required
disorder services
. Postnatal and non-routine prenatal office
Cfiice visits No charge Not covered visits-$20 capa
If you are pregnant Childbirth/delivery professional services No charge Not covered None
Childbirth/delivery facility services No charge Not covered Nene
L Requires preauthorization. Custedial care not
Home health care $30 copay/visit Not covered covered,
Requires preauthorization/ One period of
treatment for any combination of therapies
Rehabilitation services $30 copayivisit Not covered within 60 consecutive days per medical
episode. Subject to meaningful impravement
If you need help _ within 60 days.
recovering or have other Habilitati . ‘;‘gg‘c $§0 %Lif EJlefg:nsn. Not covered PT/OT/ST for autism specirum discrder has
special healthneeds  ablilalion services PTI(%[Y pervis © unlimited visits. Requires preauthorizafion.
Skilled nursing care No charge Not covered Requires preauthorization/Limited to 730 days
Requires preauthorization and must be
- Durable medical equipment No charge Not covered obtained from a BCN supplier. Convenience

and comfort items not covered. Diabetic

supplies covered in full




2 ===~ imitations; Exceptions &O'thr Important
| e e f-Network Imitations; Excep 3 O Imp
Network Provider va'ig'ei.or { Information

| pay the most).
. . Inpalient care requires preauthorization.
. . .
Hospice sarvices No charge Nokcovered Housekeeping and custodial care not covered.
- Children’s eye exam Not covered Not covered Contact benefit administrator for coverage.
If your child needs Children’s glasses Not covered Not covered Coniact benefit administrator for coverage
dental or eye care : g ° oniac ge.
Children’s dental check-up Not covered Not covered Contact benefit administrator for coverage,




BCN HMO Active Employees

Excluded Services & Other Coverad Services:

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

s Acupuncture (if prescribed for rehabilitation « Long-term care * Roufine eye care {Adult)

purposes) + Non-emergency care when traveling outside the  «  Rouline foot care

« Cosmetic surgery o Weight loss programs

= Dental Care (Adult) + Private-duty nursing
+ _Elective Abortion

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

+ Bariatric surgery ¢ Infertility treatment

& Chiropractic care » Hearing Aid

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

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

You do not need prior authorization from Blue Care Network or from any other person (including a primary care provider) in order 1o obtain access lo 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.



BCN HMO Active Employees

Your Rights to Continue Coverage:

There are agencies that can help if you want to continue your coverage afier 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.goviebsathealthreform., or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or
www cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health insurance Marketplace. For more
information about the Marketplace, visit www.HealthCare.qov or call 1-800-318-2596.

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information about
your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal or a
grievance for any reason to your plan. For more information about your rights, this notice, or assislance, conlact : 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 Depariment of Insurance and Financial Services, Office of General
Ceounsel-Appeals Section, 530 W. Allegan Street, 7% Floor, P. O. Box 30220, Lansing, MI 48809-7720, http:/fwww.michigan.qav/difs; call 1-877-999-6442 or fax: 517-284-
8838,

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

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

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

Does this Pian Meet the Minfmum Value Standard? Yes

if your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit 1o help you pay for a plan through the Markeiplaca, {IMPORTANT.: Blue
Care Network of Michigan is assuming that your coverage provides for all Essential Health Benefils {(EHB) categories as defined by the State of Michigan. The minimum
value of your plan may be affected if your plan does not cover cerlain EHB categeries, such as prescription drugs, or if your plan provides coverage for specific EHB
categories, for example, preseriplion drugs, through ancther carrier.)

Transiation available
To get help reading in your language call the customer service number on the back of your 1D card
Te see exanples of how this plan riight cover costs for @ sauple medical sitnation, see the next page-




About these Coverage Examples:

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

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

g-a'Baby

fn-heigvp_  pre-niatal cafe J
and.a hospilal delivéry}

M The plan's overall deductible $0
B Specialist copayment $30
& Hospital (facility} coinsurance 0%
= Other coinsurance 0%

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

Diagnostic lesls {ultrasounds and blocd work)
Specialist visit (anesthesia)

B The plan’s overall deductible $0

= Speclalist copayment $30
| Hospital (facility) coinsurance 0%
™ Other coinsurance 0%

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

Diagnostic tests {blcod work)

Prescriptien drugs

Durable medical equipment (glucose meter)

i
o =

Mia's Simple Fracture

{in-nietwork.emergency room visit and
lollow up care}

W The plan’s overall deductibls $0
@ Specialist copayment $30
W Hospital (facility) coinsurance 0%
M Other colnsurance 0%

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

Diagnostic tesis (x-ray}

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

Total Example Cost | $12,700 Total Example Cost | §7,400° _Total Example Cost [, $1,900

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing _

Deductibles $0 Deduclibles $0 Deductibles 30

Copayments $70 Copayments $800 Copayments $200
“Coinsurance | §0 Coinsurance $0 Coinsurance $0

What lsn't covered What lsn't covered What isn'l covered

Limits or exclusicns $60 Limits or exclusions %60 Limits or exclusions $0

- The total Peg would payis $130 _The total Joe would pay is $860 The total Mia would pay is $200

8of9



ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your-language
If you, or soméone you're helplng, needs assistance, you
haye the right to get he!p and Information In-your
language at.no cost. To talk to an Interpreter, call the *
Custorner Service aimber on the back of your card, or
877-469-2583, TTY: 711 1f you aré not already a membér.
51 usted, o algulen a quien usted estd ayudando, necesita
asistencla, tiene dereche a obtener ayuda e informacién
en su [dioma sin costo slguno. Para hablar con un
\intérprete, lamie al nimero telefénico de Servicio al
cliente, que aparece en [a parte trasera de su tarjeta,.o.
877-469-2583, TTY: 711 sl usted todavia no es un
miembro.
u.i‘_,s.l!ul;u el ddabaganct s Al pads f vl caf [y
Al 4 o iyl 5y el il il e S peandt
2Ly B e il e daali ot o5 o i ) Canatl
aily 18 sl o35 LB77-469:2583 TTYI7 11
0RE, SBEEERHONR, FEAER, ST
RREEYSIERINMTIRE, EAN—RETA,
HREEM-ERENTFEBTYS  MREETEYR
. BHRSEE 877-969-2583, TTY: 711,
sreBtih o Al pagion ¢ L SRpioedn rdia_ AR 1i g uh.ur\’
haailsaiio e ...gﬁ_ﬂnm refiaon a:;Jh,«-\‘
A st erdiay, et i reTeaiadl eyl ndla .hequl:
¥ ~anbohss 5 A s niion L dBln
whia Lok nld ot BT7-469- 2583.TTY:11
N&u quy vi, hay ngud1 m3 quy vl dang glap d, cin trg
ghap, quy v sB ¢6 quyn du'qc gittp vA c6 thim théng tn
bing ngah nglk cda minh mién phi. BE ndi chuyén vil mgt
thiéng dich vién, :In goi 56 Dlch vy Xhich hang & m3t sail
the clla quy vi, hodc 877-469-2583, TTY: 711 ndu qujvi
chua phil 2 mgt thanh vién,
Nise ju, ose dikush qé&po ndihmon, ka nevojé pér
asistencd, kenf t8 drejté t& merrnl ndthme dhe Infarmacion
falas n& giuhén tuaj. Per té falur me njé pérlﬂ;hyes,
“telefononl numrin e Skiarbimit t& Klientit né angn e’ pasme
té kartés tua), ose 877-469-2383, TTY: 71} nése nuk Jen]
ende |8 anEtar, )

ot Fal E=-FE 05T = AEOI TRl
HOECIM, Fsh= =20 2 Hetel sojz g
met olg] 984 ge WeDt AR BoiAe
Ll 3l o3l SIS E ol el A HHI*
WaE2 8oL, 010151 0] ot A

877-469-2583, TFY: 71 12 Hatsiy AIE.

% ST, TS SRS SO AT,
AT S ST A (FEAT 379 (TSI WY
T S, T FIEH (TR (FOT SRS SATST T,
T T A1 877-462-2583, TTY 711 1 @rmet sl
AT A1 A 4T

ledli Ty lub osoba, Ktérej ppmagasz, potrzebujecle pomoty,
masz prawo do uzyskariia bezpiatnef informacjl 1 pomocy
we whasnym jezyku. Aby porozmawiaé z tlumaczem,
zadzwoti pod numer dzialu obslugi klienta, wskazanym na
odwrocie Twojej karty lub pod numer 877-469-2583,

TTY: 711, jetell jeszcze nle masz czlonkostwa.

Falls Sle oder Jemand; dem Sie helfan, Unterstatzung
benbtigt; haben Ste das Recht, kostenlese Hitfe und
Informationen In Threr Sprache zu erhalten. Um mit ginemn’
Ddlmetscher zu sgrechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Rdckseite Ihrer Xarte an oder
877-463:2583, TTY: 711, wenn Sie noch kéin Mitglied sind.
Se tu o qualcuno che stal ajutandc avete Gisogno di
asslistenza, hal il dirltta d| ottenere aluto e informazionl
nella tua lingea gratultamente. Per parlare con un
Interprete, rivolgitl al Servizio Assistenza al aumero
Indigato sul retro delfa tua scheda o chiama i
B877-463-2583, TTY: 711 se non sef ancora membro,

CHEAE, EERBEROSOEY OHEUHELE
LENDHCIHEAMTENELLS. CHEORE

Tt L ERTEY, MEEAFELLYTIEN

TEET HERANYESA. ARESEIAEE
BEBHLOI—FORECEBRERIcARET—Y
—EADTEERS (4 L/ —THLAE

877-469:2583, TTY: M) B THMIEC 125 LY,

Ec pax WIE TNy, $OTOPOMY EL HOMOTIETE, BYXAHA
TIOMOUT,, TO BEt fa1éeTe Tpasa Ha GeCILIaTROE nnnchmxc
nounnm ] :mdmpmmm B3 pame)s S3eske. g paaToBopa
€ IEPCIOTTHECA HOIBOHNTE N0 HOMEPY Teredona 0TI
oomannx KIESHTOR. YK2IAHHOMY Ha oopamoi’:
CTOPORE BAMC KAPTEL HIH IO HOMEPY

877-469-2583, TTY: 711, eci ¥ Bac HET LI€HCTRA,

Ukoliko. Varna Il nekome kome VI pomaZete treba pomet,
Imate pravo da besplatno dobljete pomod | informaclje na
svom jeziku. Da biste razgovarali s2 prevodiccerm, ppmv]t‘e‘
braj korisnitke sluibe sa zadnje strane kartice ili
877-469:2583, TTY: 711 ako veé niste dan.

Kung tkaw; 0 ang Tyang llnutulungan, ay. nangangan‘angan
ng tajong, may karapatan ka na miakakuha hg tulong : at
impormasyon sa iyohg wika ng wa}ang gastos. Upang
makatsap ang [sang tagasalin, timawag sa pumero N
Customer Service sa likod'ng iyong tarheta,

0 877-469-2583, TTY: 711 kung ikaw ay hindl pa lsang
miyembro.

Important disclosure:

Blug Cross-Blue Shield of Michigan and Blve Care Network
comply with Federal civil rights [aws and do'not
discriminate on the basis of race; color, national ozigin,
age, disabliity, or sex. Blue Cross Blue Shield of Michlgan
and Blue Care Network provide free auxijary alds and
services to people with disabilities to communicate
eﬁectively with us; such a5 qualified s3ign language
[nterpreters and Inforination In ather formats. i you need’
these services, call the Custamer Service number on the
back of your card, or B77-469-2583, TT¥: 711 if you are not
already a membér. If you believe that Blue Cross Blue
Shield of Michigan or Blue Care Netwerk has falfed to
provide senvices or discriminated In another way on the
basis of race, color, national acigin, age, disability, or sex,
you can file d grlevance n persan, by mail, fax, or ermall
with: Office of Qlvil Rights Coordinater,

600 E, Lafayette Blvd:, MC 1302, Detroit, MI 48226,

pherie: 338—605-5461, TTV: 71, fax: 855—559—0575

.emall; Chnmlghts@b:bsm com. If you need help fillnga

grievance, the Ofﬂ:e of Civil Rights Coordinator Is’ aual]ab!e
1o Kelp you:

You can‘also file a civil rights complaint with the U.5:
Departrnent of Health & Humnan Services Office for Cwll
Rights electronically through the Office for Civil Rights
Complaint Partal avallable-at

bitps://acrpoital hbis.diw/ocr/portdifiobby jsf, or by mall,
phore, or emall at: U.S. Department of Health & Human
Services, 200 Independence Ave; 5.W., Washingtan, D. c.

. 20201, phoned 800- 368—1015, TID: 80Q-537- 7697, emaTl

ocac&mglaint@hhs go Compialm. forins sre avallable gt
lacr/o e JI ndex.htm.
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Blue Cross Blue Shield

Community Blue PPO ASC




As a self-funded group, you are solely responsible for compliance with the federal Summary of Benefil and Coverage (SBC) rules, including SBC creation and
distribution. BCBSM doss not assume any responsibility for SBC rule compliange relating to your greup 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 responsibifity fo work with
your legal counsel to ensure proper compliance with the federal SBC rules. This SBC template document does not conslifute legal, tax, actuarial, aceounting, 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, incuding but not limited to account type arrangements such as flexible spending accounts (FSA),
health reimbursement arrangements {HRA), and health savings accounts, (HSA), or for example, wellness programs, reference based pricing or benefits, or
coverage not administered by BCBSM, or whether the coverage provides minimum essential coverage. If you have an ASC Plan Modification, it may be defined here
in only a limited way.



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

MACOMEB COUNTY EMPLOYEES

Community Blue PPOSH ASC

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

Note te ASC groups: Before completing this temptate,
please referenca the disclaimer on the atiached cover page.

Coverage for: IndividuabiFamily | Plan Type: PPO

ik,

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: Infoermation about the cost of this plan {called the premium) will be provided separately.

This is only a summary. For more information aboul your coverage, or to gel a copy of the complete terms of coverage, visit www.bchsm.com or call the number cn the back

of your BCBSM ID card. For general definitions of common terms, such as allowed amoun, balance billing,
terms see the Glossary. You can view the Glossary al hitps:/fwww healthcare govisbc-glossary or call the number on the back of your BCBSM 1D card fo request a copy.

Important Questions

What is the overall deductible?

coinsurance, copayment, deductible, provider, or ather underlined

Answers
{ Out-of-NetWw

$1,500 Individual/
$3,000 Family

$3,000 Individualf
$6,000 Family

Why this Matters; _

LT

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

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 youhaven't yel met the deductible amount.
Bul 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 al hitos:/fwww.healthcare.govicoverage/preventive-care-benefits/,

Are there other deductibles for
specific services?

No.

You don'l have lo mest 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 limif 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 cut-of-pocket limit has been met.

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

Premiums, balance-bifling charges, any
pharmacy penalty and health care this
plan deesn't cover,

Even fhough you pay these expenses, hey don't count loward the qut-of-pocket limif.

Will you pay less if you use a
network provider?

Yes. See www.bchsm.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 put-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 senvices (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

$BCO00018329021 2of9




Common Médical Event! , {Services:Yol

- What YouWill Pay -

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

i shtt e ﬁi_"im't‘a"tions, Exceptions, & Othe simpottant

w.  Information g

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

is available at
www.bchsm.com/druglists

deductible does not apply

apply

Preferred brand-name
drugs

$35 copay/preseriplion 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

Nenprefetred brand-name
drugs

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

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

apply

Primary care visit to treal | 340 cogylofﬂce isit; o
an injury or iliness deductible does not apply 40% coinsurance None
If you visit a health care Specafis visi 3?)250 go?agl;; ettt 40% golnsurance None
iprovider's office or clinic Preventive care/ You may have lo pay for services thal aren't
ST I No Charge; deduciible does preventive. Ask your provider if the services
screening/ t appl Not covered ded are preventive. Then check what your plan
T mmunization not apply needed are preventive. Then check what your plan
will pay for,
gfogt::;ﬁ;em (eray, 20% coinsurance 40% coinsurance None
If you have a test — o
h:‘n;lgs')ng (CTIPET scans, 1oq0r soinsurance 40% coinsurance May require preauthorization
$7 copaviprescription for retail 4
Generic or select 30-day supply; $14 g]dgliﬁxg:g%%}l%% t?]lgsaanmv ed
prescribed over-the- copay/prescription for retail or amount: ded uoclibl e do eip not
counter drugs mail order 90-day supply; e

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.

deductible does not apply
Facility fee (e.g.,
If you have outpatient ambulatory surgery 20% coinsurance 40% coinsurance Nane
surgery center}
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What,You Will P.

3
a
’L..—s—;eﬂi ua g5 A

-[ " Bubof Limitatichs, Exceptions, & Other Important

information

Common Medical Event

Physician/surgeon fees None

20% coinsurance

40% coinsurance

$250 copay/visit; deductible does|Copay waived if admitted or for an accidental
not apply injury,

$250 copayhvisit; deduclible

Emergency room care
: does not apply

If you need immadiate
medical attention

Emergency medical

- 20% coinsurance
{ransportation =

20% coinsurance

$40 copayhvisit; deductible

Mileage limits apply

Postnatal: No Charge;

o
Urgent care does not apply 40% coinsurance None
Facility fee (e.g., hospital 20% coinsurance 40% coinsurance Preaythorization is required
If you have a hospital stay {/00m) = _
Physician/surgeonfee  |20% coinsurance 40% coinsurance Nane
. | you need behavioral 20% coinsurance for mental . .
hg;"h services (mental Quipatient services 20% coinsurance health; 40% coinsurance for Your cost share may be drfferent for services
n performed in an office setting
health and substance use substance use disorder
disorder) Inpatient services 20% coinsurance 40% coinsurance Preauthorization is required.
Maternity care may include tests and services
Prenatal: No Charge; . . -
. deductible does ngt apply Prenatal: 40% coinsurance desaribed e[s ewhere in the SBC ('Ie' ullrasound)
Ctfice visits Fyr— ; T — and depending on the type of services cost share

Postnatal: 40% coinsurance

may apply. Cost sharing does not apply for

deductible does not apply ¢ >
I you are pregnant preventive services.
Chlldblr_thidehvery 20% coinsurance 40% coinsurance None
professicnal services = e
Childbirth/delivery facilly 20% coinsurance 40% coinsurance None

services

{Home health care 20% coinsurance 20% coinsurance

Physician certification required.

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

Rehabilitation services  j20% coinsurance 4% coinsurance

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

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

and Qccupational Therapy Qccupational Therapy

Habilitation services None
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 Exceptions, &'C
‘fﬁ%’- Information

L A

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

Excludes bath, exercise and deluxe equipment

Skilled nursing care 20% coinsurance 20% coinsurance

Durable medical

- 20% coinsurance 20% coinsurance and comforl and convenience items. Prescription
equipment _ - .
required.
. . No Charge; deductible does  |No Charge; deductible does not - I . N
- . .
. Hospice services not apply apply Physician certification required. Visit limits apply
If your child needs dental or|Children's eye exam Not covered Not covered None
eye care PP '
For more information-on Children's glasses Not covered Not covered None
pediatric viston or dental, .
con!‘acft your plan Children's dental check- Not covered Not covered None
administrator up
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Excluded Services & Other Covered Services:

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

» Acupunclure freatment + Inferiiliy treatment + Routine feot care
+ Cosmetic surgery + Longtermcare + Weight loss pregrams
» Dental care {Adult) + Routine eye care {Adull)

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

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

» Chiropractic care See htip:/fprovider bcbs.com » Private-duty nursing

+ Hearing aids

6of?



Your Rights to Continue Coverage: There are agencies that can help if you want fo conlinue 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.goviebsafealthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Infarmation and Insurance Oversighl, at 1-877-267-2323 x61565 or www.ccfio.cms.qov 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 fhrough the
Health Insurance Marketptace. For more information abeul the Marketplace, visit www.HealthCare.qov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies thal can help if you have a complaint againsi 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 fo submit a claim, appeal, or a grievance for any reasen to your plan. For more information about your rights, this notice, or assistance, contact Blue Cross®and
Blue Shield®of Michigan by calling the number on the back of your BCBSM ID card.

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) Depariment of
Insurance and Financial Services, P. 0. Box 30220, Lansing, M1 48509-7720 or hitp:/fwww.michigan.qgov/difs or difs-HICAP@michigan.gov

Does this plan provide Minimum Essential Coverage? Yes

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

Does this plan meet Minimum Value Standards? Yes

If your plan doesn't meel the Minimumn Value Standards, you may be efigible for a premium tax credit to hetp you pay for 2 plan through the Marketplace,

{IMPCRTANT: Blus Cross Blue Shield of Michigan is assuming that your coverage provides for all Esséntial Health Benefit (EHB) calegories 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 spacific EHB categories, for example prescriptien drugs, through another carrier.)

Language Access Services: See Addendum

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

3

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

B The plan’s overall deductible $1,500

W Specialist copayment $40
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

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

Diagnostic lests {ulfrascunds and blood work)
Specialist visit (anesthesia)

W The plan’s overall deductible $1,500

N Specialist copayment $40
X Hospital {facility) coinsurance 20%
M Other coinsurance 20%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glicose meter)

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

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

Diagnostic tests (x-ray)

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

Total Example Cost | $12,700 Total Example Cost 1 5,600 Total Example Cost L $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
_ ~ Cost Sharing Cost Sharing CostSharing
_Deductibles $1,500 Deductibles $900 _Deductible $1,500
Copayments $10 _Copayments $800 Copayments $90
_Coinsurance $1,700 _Coinsurance $0 _Coinsurance $70
What isn't covered What isn't covered What isn't covered
Limils or exclusicns $60 Limits or exclusions $20 Limils or exclusions $0
The total Peg:would pay Is_ $3,270 The total Joe would pay is . $1,720 The total. Miawould payis | . $1,660

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

The plan would be respansible for the other costs of these EXAMPLE covered services. 8 of9



ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

Wae speak your language
i you, or soméeane you're helping, needs assistance, you
have the right to get help and information fn your
language at no cost. To talk to an Interpreter, call the
Customer, Service ismber on the back of your card, or
877-469-2583, TTY: 711 If you are not already a inember.
Sl usted; o algulen a qufen usted estd ayudando, necesita
asistencia, tlene derecho a obtener ayuda e informacién
en su idioma sin costo a'guno, Para hablar con un
intérprete, ame al nGmero telefdnico de Servicio al
‘dliente, que aparese en la parte trasera de su tarjéta, o
877-469-2583, TTY: 711 sl usted todavia no es un
miembra.
TN P CUE D2 0L EEUNEPV NS Alpad s jeal gy
AL sl &y psthetite addiytasbdd) L (jeanlt
# ot sl e -*.-ar“ elaallLasi e o e sl
ey 18 e 255, 13 .877-469-2583 TTY: 711 o v

foE, ESEEREHE, BEGLE SREN
®RUENTENTNITNAR. B0 HEA,
BRECHEEENTFRERE  oREEFEER
. IRIEEE §77-965:2583, TTY: 711,
srt B o plu popts 1 L dBateey rEa 4B b G SR
il ace n’i\w abbulngs Ehond .__M«L}»,x P
Lo gta s, (Fom adh i eomindd s ey __s\;mi&:
\" e gvhalga e i Lo oy FTon L Badd
ool -(877 4692583 TTY:711
NEu quy v|, hay nguﬁi ma quy v[ dang glap A8, can triy
gHip, quy vi's& c6 quyEn durge gitp va o thém thing tin
bing ngdn gl clia minh miZn phi. BE ndl cheiyén vl mdt
théng dich vién, xin gol s§ Dich vy Khich hing & mit sau
thé clia quy vl, hokc 877-469-2583, TTY: 711 nét quy vl
chua phi l'mét thanh vién.
Nése ju, ose dikush q& po ndihmonl, ka nevojé pér
asistencd, kenl té drejta t@ meren ndihma dhe Informacion
falas né gjuh&n tuay Per te folur me njé pirktyes,
telefononl numrin e Sherbimit té Kllentit né anén e pasme
té kartés tua), ose 877-469-2583, TTY: 711 nise nuk jen!
ende njB anditar.

grol g B P80 B0 = AR ARO|
gasith, Fsl= 23 ava #ie o2 b
et el0] EE g gl HEITESLICE BAS
CHEHaleip H8tel JE Vool Y= DA MYl
sz JatofLl, ol0] ol oY IS
877—469-”583 TIY: 7112 UGS,

T ST, T SEI TR R 5 PTEL N
TS T, BT ST BTN R R & &9
TIAT WIEFT T4 HIE| (R TSR (FST8A w0y
TR, THTE FRGH (TR (0T ST TS| T
] S B §77-469-2583, TTY: 711 3% EEPiss f
SR Y T R

Jeili Ty lub osdaba, ktére| pomagast, potrzebujecie pomocy,
masz prawo do uzyskania bezptatne] Informacil | pomocy
we whasnym jezyku. Aby porozmawiad z thumsczem,
zadzwort pod numer dziatu obsiugl kilents, wskazanym na
odwracte Twojej karty.tub pod numer 877-46%.2883,

TT¥: 711, Jetel eszeze nie masz czfonkostwa,

Falls Sie oder jemand, dem Sie helfen, Unterstitzung
bendtigt, haken Sie das Recht, kostenlose Hilfe und
Informationen in Ihrer Sprache zu erhalten, Um miteinam
Dolmetscher xu sprechen, rufen Ste bitte die Nummer des
Kundendianstes auf der Rilckseite Ihrer Karte an'oder
877-469-2583, TTV: 711, wenn Sie noch kein Miglied sind.
Se tu o qualcuno che stal alutando avete bisogne di
assistenza, hal i diritto di ottenere aluto e informaziens
nella tualingua gratultamente. Per parlare con un®
Interprete, rvalgiti al Servizla Assistenza al numero
Indicato sul retro dell tua schada o chiama Il
B77-469-2583, TTY: 711 se non sel ancora membro,

CEAR. TREEFROSJOAVOS TR ERRE:

EEhIFOIHMMAZELELES, CHRHEOEE:
THl— FER Y, RUEAELEY FHoEM
TEET. HEEMYELL, BEREBESH LS
FAHHLON—-FOEECREShHAS T
—EAOTELRR (A 2 i—TRLER

877-469-2583, TTIY: 71N ETHTE( 2& Ly,

ECmT RN WTH MY, KOTOPOMY BEI TOMOTALTE, HYBHI.
TOMOWE, To BLI InjeeTe RPASo Ha GecnIaTiioe NOMyNCHIE
BOMOIDE B HRGOPMAIII BA BameN miuke. Ak paronopa
€ TEPEBOTTIKCNM HOIOHITE 110 HoMepY Tenedora OTReIa
oGCTyEMBARIE IOENTOS, YEAIAHESMY HA 06paTHON
CTOPCHE BAICEH KXPTH, BT IO HoMepY

877-169-2583, TTY: 711, ecTH ¥.Bac HET WICHCTRA.

Ukollke Vama 1li nekome kome Vi pamatete treba pomod,
Imate pravo da besplatno dobijete pomoé [ nformacife.na
svom Jezlku, Da biste razgovarali sa prevediocem, pozoulte
brof kerlsnicke slufbe sa zadnje steane kartice il
877-469-2583, TTY: 711 ako veé niste Elan.

Kung lkaw, e ang lyang tinutilungan, ay nangar}gaiiangan
ng tulong, may karagatan ka na makakuha ng tulong at
[mpormasyon sa IyEng Mka ng walang gastos. Upang
makalisdp angisang tagasalln, tumawvag sa humero ng-
Customer Service 53 liKod ng Iyong tarheta,

0 877-469-2583, TTY: 711 kung ikaw sy hindl pa isang
miyembro.

Important disclosure
Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civll rights laws and do not
discriminate on the basis of race, colar, natienal erigin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxillary alds and
services to peopie with disabilitfes to communicate
effectively with us, such as qualified sign language
preters and Informatien In other formats. f you need
these services, call the Customer Service number on the
back of your card, or 877-469-2583, TT¥: 711 if you are not
already a memiber, if you belleve that Blue Cross Blue
Shield of Michifan or Blue Care Network has falled to
provide seevices or discriminated In another way on the
basis of race, color, national orlgin, age, disability; or sex,
you cab file a grievance in persan, by matl, fax, or emall
vith: Office of Civil Rights Caardinator,
600 E. Lafayeatte alvd., MC 1302, Detroit, MI 48226,
phone: 889-505-6461, T 711, fax: 866-559-0578,
emall: ClvilRightsEbebsar.cam. i you need help filing & .
grievance, the Office of Civit Rights Coordinater.Is svatlable
to help you!
You can also file a cjvil rights complaint with the U.S,
Department of Health & Human Services Office for Civil
‘Rights electrontcally through the Office for.Civil Rights
Complaint Portal avallable at ;
httes:fecroditol bhagev/ocr/portal/lobbijsf, of by.matl,
phong, or emall at: 1.5, Department of Health & Human
Sarvices, 200 Independence Ave, S.W., Washingten, D.C.
20201, phone: 800-368—1019 TTD: BOD-537-7697, émalk;
CRComg!alnt@hhs.g . Complalit forms are avallable at
eto/hvww s govsber/affice sfile/index htmi
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Blue Cross Blue Shield

Simply Blue PPO HSA ASC with Rx

(High Deductible Health Plan)




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



Note to ASC groups: Before complefing this template, please
reference the disclaimer on the attached caver page.
Coverage for: Individual/Family | Plan Type: PPO

MACOMB COUNTY EMPLOYEES
Simply Blue PPO HSASM ASG with Rx

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

A,

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

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

Important Questions

What is the overall deductible?

Are there services covered before
you meet your deductible?

Are there other deductibles for
specific services?

of your BCBSM 1D card. For general definitions of common terms, such as allowed amount, balance billing,

coinsurance, copayment, deductible, provider, or other underined

terms see the Glossary. You can view the Glossary at https:/iwww.healthcare.govisbe-glassary or call the number on the back of your BCBSM |D.card 1o request a copy.

Answers

$2,000 Individual/
$4,000 Family

$4,000 Individual/
$8,000 Family

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

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

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

No.

prevenive services af hifpsiwww healthcare. govicoverage/preventive -care-benefitsl.

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

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

(May include a coinsurance
maximurn)

$3,000 Individualf
$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 out-of-pocket limit must be met.

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

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

Even thcugh you pay these expenses, they den'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 put-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
(batance billing). Be aware, your network provider might use an out-of-network provider for
some services {such as lab work). Check with your provider before you get services.

Do you need a referral to seea
specialist?

No.

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

Group Number 007000448-0047
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ﬁ All copayment and coinsurance costs shown in this chart are after your deductible has beenmet, if a deductible applies.

fk Provider |

Liniifations, Exceptions, & Other Iniportant
= lnformation

Primary care or Online

ill:pdy.the most)

1f you.need drugs to treat
your iliness or condition
More information about
prescription drug coverage
is available at
www.bcbsm.com/druglists

Generic or select
prescribed over-the-
counter drugs

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

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

visit to treat an injury or  {No Charge 20% coinsurance Nene
ifness
If you visit a health care  Specialist visit No Charge 20% coinsurance None
provider's office or clinic Preventive caral You may have lo pay for services that aren't
T preventive, Ask your provider if the services you
-Mg{ No Charge Not covered need are preventive. Then check what your plan
immunization .
will pay for,
Diagnostic test (x-r2y. No Charge 20% coinsurance None
blood work)
If you have a test li-m'hiCT}PWE‘f — - T
h;’n;g)ng { S6aNS, Ino Charge 20% coinsurance May require preauthorization
$10 copay/prescription for

Preferred brand-name
drugs

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

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

|Preauthorization, step therapy and quantity limits

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

Non preferred brand-
name grugs

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

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

Facility fee (e.g.,

If you have.outpatient ambulatory surgery No Charge 20% coinsurance None
sUrgery cenler)
Physician/surgeon fees  |No Charge 20% coinsurance None
Emergency room care  {No Charge No Charge Nane
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-
Gommon Medicd| Event-

|Services You May Need .

il et 1y s A

in-Network Proy

e d

: Work

L 3

Provider

jons, Exceptions, & Ofher |

Information

Emergency medical

§  (You will pay the least)

(You will pay the most)

If you need immediate ‘\ransnortation No Charge No Charge Mileage limits apply
medical aftention -
: Urgent care No Charge 20% coinsurance None
) Facility fee (e.g., hospital No Charge 20% coinsurance Preauthorizatiop is required
If you have a hospital stay  [109M)
- Physician/surgeon fee  |No Charge 20% coinsurance None
if you need mental health, [Qutpatient services No Charge No Charge None
behavioral health, or
substance usedisorder  inpatient services No Charge 20% coinsurance Preauthorization is required.
Services
. Maternity care may include services described
Prenatal: No Charge; T : .
Office visits deductible does nat apply Prenatal: 20% coinsurance elsewhere in the SBC (i.e. tests) and cost share

If you are pregnant

Postnatal; No Charge

Postnatal: 20% coinsurance

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

Childbirth/delivery

o
orofessional services No Charge 20% cainsurance None
Chllqunhldelwery facilty No Charge 20% coinsurance None
services
Home health care No Charge No Charge Preauthorization is required.
Physical, Speech and Occupational Therapy is
Rehabilitation services  tNo Charge 20% coinsurance limited to a combined maximum of 30 visits per
member, per calendar year.
If you need help recovering [Habilitation services Not covered Not covered None
or have other special health| . Preauthorization is required. Limited to 90 days
needs Skilled nursing care No Charge No Charge per member per calendar year
) Excludes balh, exercise and deluxe equipment
Durable medical No Charge No Charge and comfort and convenience items. Prescription
equipmenl .
required.
Hospice services No Charge No Charge Preauthcrization is required. Visit limits apply.
If your child needs dental or{Children’s eye exam Not covered Not covered None
eye care Children’s glasses Not covered Mot covered None
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-hat You Will Pay ins, Excep’!i_ons‘.__&.Oih'e;:]mpo_rfant
Information

Common Madical Event.  {Services Yoti ¥ T ineNet _ T Outsof-Net

For mere information on
pedialric vision or dental,
contact your plan
administrator

Children's dental check-
up

Not covered Not covered None
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Excluded Services & Qther Covered Services:

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

e Acupunciure treatment » Infertility treatmant * Rouline foot care
+ Cosmelic surgery * longterm care ¢ Weight loss programs
+ Dental care (Adult) » Routine eye care (Adult)

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

+ Bariatric surgery » Hearing aids »  Private-duty nursing

« Chiropractic care + [f you are also covered by an account-type plan
such as an integrated heallh 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, co-
payments, or co-insurance, or benefits not
otherwise covered

+ Coverage provided outside the United States.
See http:/fprovider.bchs.com

= Non-emergency care when traveling outside the
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Your Rights to Continue Coverage: There are agencies that can help if you want o 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 goviebsathealthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Informaticn and Insurance Oversight, at 1-877-267-2323 x61585 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 foo, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2536.

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 grigvance
or appeal. For mare information about your rights, look at the explanation of benefits you will receive for that medical ¢laim, Your plan documents also provide complete
information {o submit a claim, appeal, or a grievance for any reasen lo your plan. For more information about your rights, this notice, or assistance, contact Blue Cross®and
Blue Shield® of Michigan by calling the number on the back of your BCBSM ID card.

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) Depariment of
Insurance and Financial Services, P. O. Box 30220, Lansing, M 48809-7720 or hitp:/fwww.michigan .gov/difs or difs-HICAP@michigan.qov

" Does this plan provide Minimum Essential Coverage? Yes

If you don't have Minimum Essential Coverage for a month, you'il 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'l meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Markefplace.

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

Language Access Services: See Addendum

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

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

> This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
A copaymenis and coinsurance) and excluded services under the plan, Use this information to compare the portion of costs you right pay under different

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

e

Peg is'Having a Baby'

(9 months of in-network pre-natal cace.
4nd-a hospital delivery)
M The plan’s overall deductible $2,000
B Specialist coinsurance 0%
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

Diagnostic lests (uitrasounds and blood work)
Specialist visil (anesthesia)

———r

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

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

Diagnostic tests (blood work)

Presciription drugs

Durable medica! equipment {glucose meter)

Mia's Simple.Fractiife

{in-helwork emergency room visit and
follow-up care}

B The plan's overall deductible $2,000
=W Specialist coinsurance 0%
W Hospital (facility) coinsurance 0%
| Other coinsurance 0%

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

Diagnostic tests (x-ray)

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

"Total Example Cost | $12,700 " Total Example Cost | $7,400 . Total Example Cost | $1,300
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay.
Cost Sharing Cost Sharing Cost Shanng

Deductibles $2,000 Deductibles _ $2,000 Deductibles $1,900
_Copayments $30 Copayments $700 Copayments $0

Coinsurance $0 _Coinsurance 50 Coinsurance 80

What isn'f covered What isn't covered What isn't covered
Limits or exclusions $60 Limils or exclusions $60 Limits or exclusions %0
The total Peg would pay is $2,000 The total Joe would pay is $2,760 _The total Mia would pay is $1,900

The plan would be responsible for the ather costs of these EXAMPLE covered services.
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ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language
W 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 10 an Interpreter, call the
Custamer Service number an the back of your card, or
BI7-469-2583, TTY: 711 if you are not already a member,
51 usted, o algulen.a quien usted estd syudande, necesita
aslstencla, tlene derecho a obtener ayuda e Informacién
en su idlema sin costo algune, Para hatlarconun
Intérprete, [lame al numero telefénico de Serviclo al
cliente, que aparece en la parte trasera de su tarfets, o
877-469-2583, TTY: 711 sl usted todavia no es un
miembrg.
QYT RUNH LR ESCAPRRATE R UIPUER R I8 LR )
RS 0 Sl ol ot il y o e
oty i o g gt e sl A 0 LD o ianil
iy 1S ime S5 A 1Y (BT7-469-2583 TTV: 711 S
IR AREEEOHMNNE. RVIRE), HEHEH
SRUSMBISBHNENIRE, Bah—ai¥a,
MAEENFREOEFEERLE  RGEATLeR
. IREXREE 8774692583, TTY. 711,
et L AW papase ¢ L ahotasds rihd o th i Gt g L
hrulacdie v i o shlod hacd o faalbher | dhudr
L dte i, B ad g Bl iy, ey Lfoalils
¥ mpanakia ot o Lo oyt dilon _pailh
i _ohal oSS Loy B77-469- 2583 TTY:T14
N&u quy v|, hay ngudi ma quy vi dang gidp d¥, can trg
gitrp, quy vl s& cé quyen dirgc gilp vA e6 thém thdng tin
bing ngén nglt ciia minh mi&n phi. ©€ nél chuyan virl mat
théng dich vign, ain gol s§ Dichwy Khich hdng & mit say
thé clia quy vi, hojc 877-269-2583, TTY: 711 néu quy v|
chura phil 13 mét tharh vién.
Nése ju, ose dikush & po ndihmonl, ka nevoj& pér
asistencé, kenl 18 drefté 18 mermi ndthmd dhe informacion
falas n& gjuh&n tual. PEr 1 folur me n)& perkthyes,
telefonon! numrin e Shirkimit té Kilentit né anén e pasme
t& kartds tua), ose 877-263-2583, TTY: 711 nése nuk Jenl
ende n)& anétar.

Qie} HELEL HEI0 8D Um0l IR
Hosico, Aot =20 ANE Fle Aol 2HB
wet 0] 218 4 Sl FEIT YaLIC BEAR
CHBIatRi ™ A kel FIS SOf0) 2= D2 KHIS
Haz "@zaisL, ool FIo| ofu He
877-469:2583, TTY: 7112 HEGIHA 2.

T SRR, TSN SR TR 27 T, W
ST T5, SR SR SPIH AR e @
TR NPT WHATE TR (T 23S (ST ol
P TA, WEH FEA CTRE (FOT] IR HOEE] T4
T PR 91 877-469-2583, TTY: 711 3 RrSnie] aaix
oL AT S A

Jedli Ty lub osoba, dre] pamagasz, potrzebujecle pomocy,
masz prawo do utyskanla bezplatne] informatji | pomocy
we wlasnym Jezyku. Aby porotmawlad z ttumaczem,
radrwori pod numer dzfatu obstugl klienta, wskazanym na
odwrocie Twoje] karty lub pod numer 877-469-2583,

TTY: 713, Jetell feszcze nie masz czlonkostwa,

Falls Sle oder Jemand, dem Sie helfen, Unterstitzung
bendugt, haben Sie das Recht, kostenlose Hilfe und
informationen In threr Sprache zu erhilten. Umi mit einém
Dolmetscher zu sprechen, rufen Sie bitte die Numnier des
Xundendlenstes suf der Rickselte Ihrer Karte an eder
877-269-2583, TTY: 711, wenn Sie noch keln Mitglied sind.
Se tu o qualcuno che stal aiutando avete bisogno di
assistenza, hal [l diritto di ottenere aiulo e informazion!
nella tya Ingua gratultamaente, Per parlare con un
Interprete, rivolgitl a1 Servirio Assistenza al numero
Indicato sul setro della tua scheda o chlama
877-265-2583, TTY: 711 se non sel ancofta membro.

TEAR, FREEFROSOEY 0L TRIBEHE
EERSZHFUTIHMMITENEL-S, CREDFIE
Tifi— R ERLY, RHREAFELEYT SO EN
TEET. ARizhryTed, SRESESHhIN
BREFSON—FORGIRBREINEAR ST —Y
—~EAORERS (A L/ A—THLHEX
877-169-2583, TTY: M) ECHBEE (2 &1,

Eems pay W BTy, KOTOPOMY 85 MOMOTIeTE, Hy2Ha
TIOMOME, TO B5 RNECCTE MPABO HA BECILIATHOC HOTyIeHIe
OO B HEGOPMALIM Ha pameN mEEe, 2L pairosopa
€ NEPEROTINEOM HQIBOMATE IO Roxepy Tenedona oTaets
QOCTYAHRAENS SOICHTOR, YRaIAHOMY Ha oopaTaoil
cTopoie Banteil KAPTEL IR RO HONEPY

B77-169.2583, TTY: 711, eCnt y B3t ReT TILHCTBA.

Ukélike Vama 1l nekome kome Vi pomalete treba pﬁrﬁnﬂ.
Imate pravo da besplatno dobljete pomod I informaclje na
svom Jeziku. Da biste razgovarall sa prevediocem, pom\rfte
bro] korisnitke siulbe sa zadnje strane kartice Il
877-469-2583, TTY: 711 ako vef niste &an.

Kung lkaw, o ang lyeng tinutufungan, sy nangangallangan
ng tulong, may kerapatan ka na makakuha ng tulong at
Impormasyon sa iyeng wika ng walang gastos. Upang
makausap ang fsang tagasalin, tumawag sa numero ng
Customer Service sa likod ng iyong tarheta,

0 877-469-2583, TTY; 711 kung [kaw sy hindl pa isang
miyembro.

Important disclosure

Blue Cross Blue Shleld of Michigan and Blue Care Network
comply with Federal ¢ivil rights laws and do not
discriminate on the basls of race, color, national origin,
age, disability, or 5ex, Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary aids and
services to peaple with disabilittes to communlcate
effectively with us, such as qualified sign language
Interpreters and Informatien in other farmats. i you need
these services, call the Cuitomer Service number on the
back of your card, or 877-463-2583, TTY: 711 f'you are not
alréady a member. If you believe that Blue Cross Blue
Shield of Michigan or Blug Care Network has falled to
provide services or discriminated In another way an the
basls of race, color, matlonal origin, age, disabllity, or sex,
you can filé a grievance in person, by mall, fax, or email
with; Office of Civil Rights Coardinator,

600 E. Lafayette Blvd., MC 1302, Detroit, VI 48226,
phone: 888-605-6461, TTY: 711, fax: B66-553-0578,

emall: CiviiRIghtshcbsm.com. H you need help fillng a
grievance, the Oifice of Civil Rights Coordinator is avallable
to help you.

You can alse file a civil rights complatnt with the U.S.
Department of Health & Human Services Ofice for Civil
Rights electranically through the Office for Civil Rights
Complaint Portal avallable at
bttos:Mocrpartot s gov/ocr/portolfiobby isf, or by mall,
phone, or emall at: U.S. Department of Health & Human
Services, 200 Independence Ave, 5.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, emall:
OCRComplaint@hhs.gov, Complalnt forms are avallable at
httor/fenve hbs.gov/ocefolfice/fite/inder himf,
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Health Alliance Plan




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

Alliznce Health

oy

and Life &2y

mewe  AS000098 [ XRO02358 | XW000713

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

Caverage for: Individual + Family | Plan Type: ASQ HMO
AS000098 XR002358 XW000713

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

Glossary. You can view the Glossary at hittps:/www.healthcare.gov/she-glossary/ or call 1-800-422-4641 to request a copy.

What is the overall

“Whnswers,

-, " Why This Matters:

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

deductible? $0
Are there services
covered before you meet | No. You will have to meet the deductibles before the plan pays for any-services.
your deductible?
Are there other
deductibles for specific | No. You don't have to meet deductibles for specific services.
services?
: .. The gut-of-pocket Timit is the most you could pay in a year for covered services. If you have
mtf::’ tﬁ:ﬁ;nocket g; Eg;-;?j?vﬁgzélj’r;:é,'zno family, other family members in.this plan, they have to meet their own out-of-pocket limits until the

overall family oul-of-pocket limil has been met.

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

Premiums, balance-billing charges,
and heallh care this plan deesn't
cover. All other cost share
accumulates unless othenwise
specified in Plan Documents,

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

Will you pay less if you
use a network provider?

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

praviders.

This plan uses a provider network. You will pay less if you use a provider in the plans network,
You will pay the most if you use an gul-cf-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 gef services.

Do you need a referral to
see a specialist?

Yes.

Written referrals are not required for specialist visits within the member's assigned network for
selected services. Referrals or oral approvals are required in other instances. Further
information on the referral process can be found at www,hap.org.
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| ﬁ * All.copayment and coinsurance costs shown in this chart aré after your deductible has been.met, if a deductible applies.

| Primary care vsit to treat an

$25 Copay

' Limitations, Excetions, & Other Importarit

Information

Linjury or illness Not Covered
. 1 Specialist visit $40 Copay Not Covered
: B N ;glseié%algh Visit Telehealth: Through our contracted telehealth
fyou visita heaith Other practitioner office visit Ch'lro_upractic Visit: Not Not Covered services provider.
care provider's office Covered
or clinic Coverage information available at
. www.hap.org. You may have to pay for
| Prevenlive : services that aren'l preventive services. Ask
;| carefscreening/immunization No Charge Not Covered your provider if the services needed are
' preventive services, Then check what your
plan will pay for.
B Ef rk;lOSTlC test (x-ray, blood No Charge Not Covered Some services require preauthorization
Ifyou have'atest ' j Imaging (CT/PET < - - - =
: I\ranilgsl)ng scans, No Charge Not Covered Services require preauthorization
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~ Common
Medical Event

Services Yoi May-Neéd

_ What You Will Pay _

:N_t_aiiifprk‘_Prq\iider '
{You will pay the.
least) .

Limitations, Exceptions, & Other Imporfant
Information

Costs shown appl to a 30-day supply of
drugs. A 90-day supply of non-maintenance

. $20 Copay / drugs must be filled at our designated mail
Preferred Generic drugs prescription {retail) Not Govered order pharmacy. Other exclusions &
limitations may apply. Applies to ail Generic
. 7 o . and Brand type drugs.
" | Non-preferred: Generic drugs ﬁrzgs'cgﬁ%%)!nl(retail) Not Covered
If you need drugsto ' y
treat your iliness or Preferred Brand drugs grgsg_n?;%nf(retail) Not Covered
condition.
More information about | Non-preferred Brand drugs ﬁ?é]s{%’%n’ et Not Covered
prescripticn drug
coverage'is available at - All specialty drugs are limited to a 30-day
www.hap.org supply at a specialty pharmacy only. Certain
specially drugs may be approved for 60 or 90
. $60 Copay f days. In this case, if a Copay or max is
| Preferred Specialty drugs preseription (retail) Not Covered shown, You will pay 2 times that amount for a
supply up to 60 days, and 3 limes that amount
! for a supply of up to 90 days. Other
| exclusions & limitations may apply.
I Non-preferred Specialty $60 Copay /
drugs prescription (retail) Not Covered
If you have outpatient z:%he[yce:rféﬁﬁga?u'am No Charge Not Covered Some services require preauthorization.
Surgery | Physicianfsurgeon fees No Charge Not Covered
.| Emergency room care $200 Copay $200 Copay Copay will be waived if admitted
If you need immediate | Emeraency medical ' ) '
medical attention | tiznsportation No Charge No Charge Emergency transpori only
" Urgent care $50Copay $50 Copay_ 7 |
If you have a hospital, ;?ﬂ;y fee (e.g., hospital No Charge Not Covered Some services require preauthorization.
stay Physician/surgeon fees No Charge Not Covered
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A ~ What You Will Pay__
Nefwork ProVvider s
{You wili pay the
| - loast).

Limitations, Exceptions, & Other Important
Information

Common

Medical Event teof-Nefwork Provider

{You:wiil pay the most) |

Services Yoii May Need

e o ; ] Sorme Services require preauthorizafion,
youneedmental — h o,natient services $25 Copay Not Covered Services can be accessad by caliing.1-800-
health, behavioral : 4445755
health, or substance Services r'equire preauthorization. Services
abuse services | Inpatient services No Charge Not Covered can be accessed by callng 1-800-444.5755.
Office visits $40 Capay Not Covered Prenatal covered under Preventive Services.
. i Childbirth/delivery
If you are pregnant . professicnal services No Charge Not Covered 7
ch_rl‘[’?;);r;hfdelwery facilty No Charge Not Covered Some services require preauthorization
| Home health care No Charge Mot Covered Doqs n ot include Rehabilitation Services;
: Unlimited.
' S . May be randered at home; Up'to 60 combined
{ Rehabilitation services , No Charge Not Covered visits per benefit period.
Limited to Applied Behavior Analysis (ABA)
and Physical, Speech, and Occupational
If you need:help : Therapy semvices associated with the
recovering-orhave | Habilitation services No Charge Not Covered treatment of Autism Spectrum Disorders
other special health. - through age 18. Covered for authorized
needs services only. See Quipalient Menlal Health
. o , for ABA cost sharing amount.
' Covered for authorized services; Up o 730
.| Skilled nursing care No Charge Not Covered days. Maximum benefit renews after 60:days
! of nonconfinement.
Durable medical equipment | No Charge Not Covered Covered for approved eguipment only
Hospice services | No Charge Not Covered Up to 210 days per lifetime.
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Common
Medical Ex

If your child needs
dental.or eye care

Services Your May Need

“What You Will Pay

Limitations; Exceptions, & Other Impottant -
Information

One exam per benefit period. For nan-routine |

| Children’s eye exam Not Govered visits see Specialist Office Visil.
- Glasses or conitacts for adults and children

are covered once during each 12-month

1 it gt -consecutive period. Detéiled information:

Children's glasses No Charge Not Covered regarding coSe_rage of lenses and Collection
frames can be found in your policy or plan

. documents.

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

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

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

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

+ Bariatric Surgery » Hearing Aids » Infertility Trealment
» Routine Eye Care (Adult} » Weight Loss Programs

Your Rights to Continue Coverage: There are agencies that can help if you want to confinue your coverage after it ends. The contact information for those agencies is: contact
the plan at 1-800-422-4641 you may also contact your state insurance department, the U.S. Depariment of Lakor, Employee Benefils Security Administration at 1-866-444-3272
or www.dol.goviebsafhealthrefarm, or the U.S. Depariment of Health and Human Services, Center for Consumer Information and Insurance Qversight, at 1-877-267-2323 x61565 or
http:fwww.cciio.cms.qov.Other coverage oplions may be avallable to you, too, including buying individual insurance coverage through the Health Insurance Markeiplace. For more
information about the Marketplace, visit www. HealthCare aov or call 1-800-318- 2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
arievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete infermation fo submit a claim, appeal, or 2 grievance for any reasan to your plan. For more information about your rights, this notice or assistance,
contact the plan at 1-800-422-4641; you may also contact the Depariment of Insurance and Financial Services, Healthcare Appeals Section, Office of General
Counsel, 611 Otiawa, 3rd Floor, P.0.Box 30220, Lansing, Ml 489097720, http:fimichigan qov/difs; call 1-877-999-56442 or the Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA {3272} or hitp:#www.dol.goviebsalhealthreform. Additianally, a consumer assistance program can help you file
your appeal, Contact Michigan Health insurance Consumer Assistance Program (HICAP), Michigan Department of Financial and Insurance Regulation, P.0.Box
30220, Lansing, M! 48908, phone 1-877-999-6442, websile: htlp:#michigan aov/difs or e-mail difs-HICAP@michigan.gov.

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

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

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

To see examples of how this plan might cover costs for a sample medical situalion, see the next seclion.
PRA Disclosura Statement: According 10 the Paperwork Reduction Act of 1995, no persons are required to respond 10 a collection of information unless it displays a valid OMB conlral number. The valid OMB coniral
numbar for this infarmation collection is 0938-1146. The time required to complate this information callection is estimated %o average 0.08 hours per response, including the time t review instructicns, search existing data
fesources, galher the data needed, and compieta and review the information collection. [f you have comments conceming the accuracy of the time estimata(s) or suggestions for impeoving this form, please wiite to: CMS,
7500 Securty Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop CA-26-05, Baltimore, Maryland 21244-1850.
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About these Coverage Examples:

This is not a cost estimator, Treatments shown are just examples of how this plan might

health glan Please nofe these coverage examples are based on self- only coverage

$0 EThe nlan overalldeduchble

cover medical care. Your actual costs will be différent

depending on the actual care yol receive, the prices your providers charge, and many cther 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

| | The plan overall deductlble

N The pIL overall deductlhle $0 $0
M Specialist copayment $40 H Specialist copayment $40 W Specialist copayment $40
B Hospital {facifity) $0 W Hospital (facility) $0 W Hospital (facility) $0
W Other coinsurance 0% W™ Other coinsurance 0% M Other coinsurance 0%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenafal care} Primary care physician office visits (including Emergency room care {including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirih/Delivery Facility Services Diagnostic lesis (blood work) Diagnostic tests {x-ray)
Diggnostic tests {uifrascunds and biood work) Prescription drugs Durable medical equipment (crufches)
Specialist visit (anesthesia) Durable medical equipment (glucose mefer) Rehabilitalion services (physical therapy)
Total Example Cost { $12,700  Total Example Cost I $5600 Total Example Cost | $2,800 -
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
" Cost Sharing Cost Sharing Cost Sharing
Deductibles $0  Deduclibles $0  Deduclibles $0
Copayments $10  Copayments $944  Copayments $325
Coinsurance §0  Coinsurance $0  Coinsurance $0
What isn't covered What isn't covered What isn't covered .
Limits or exclusions $61  Limits or exclusions $22  Limits or exclusions $0
* The total Peg'would pay is $71 . Thetotal Joe would pay is ~ $966" ! The total Mia-would payis .$325 !

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Language Assistance
We want you to easily get the information you need. To request assistance in a language other than English. call (800) 422-4641 (TTY: 711).
VINI RE: Nése flisni shqip. ju ofrohen shésbime ndihme gjuhsore falas. Telefononi munrin (800) 422-4641 ose TTY: 7H].
T gl iR B2l (800) 422-4641 o oy Jot Mg gl Saa il Sabad ol g3 U Wy gl A Cada S 13) 14t
R [5: ST T ST ST T, ST TUISTH TR (A0TSR Tt ©7% | (800) 422-4641 IATTY: 711 AGE F FAI
TR ¢ SORSUEA RIS + AT LU B A S RIIARES - SHELTE (800) 4224641 B TTY HA* 5K 711 o
HINWEIS: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos Sprachassistenzdienste zur Verfilgung. Rufnummer: (800) 422-4641 oder TTY: 711.

ATTENZIONE: In caso 1a lingua parlata sia I'italiano, sono disponibili servizi di assistenza lingnistica gramiti,
Chiamare il numero (800) 422-4641 (TTY: 711).

EUEIE: BABEEIALES. RAOBERERE CHRWW-HITET. (800)422-4641 £T, BEEBITIEMB (HEELY,

TTY 2—H—Id 711 ETCTERCETL,

Fo: BRAE ALEHAE A S, T8 Aol AW A28 ol 5Hd £ A1tk 800-422-4641 W FE TTY: 711 B 2.2 2] FHMN L
UWAGA: jezeli méwisz po polsku, moZesz skorzystaé z bezplamej pomocy jezykowej. Zadzwoii pod numer (800) 422-4641 b TTY: 711,

BHHMAHHE! Ecan sanr poxnoii Asex pycckmit, BaM MOTYT GBITh NpeIOCTARICHB HECIAATHES HEPEBOIHECKRAe YeayTH, QOpamaiiTecs N0 HoMepy
(800} 422-4641 {teaetaitm 711),

NAPOMENA: Ako govorite lrvatski‘srpski, dostupna Vam je besplatna podrika na Vaem jeziku. Kontaktirajie (800) 422-4641 ili tekstualni telefon
za osobe ofteéena shuha: 711.

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

(B0O) 422-riten Ji eFulnn mifla Raissh rehisg L adulng Lok o rlahiidiiian® il mb L adympean o L dhei L Teinm
TITY: 711 A oi 4641

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo, may makukuha kang mga serbisyong twlong sa wika na walang bayad.
Tumawag sa (300) 422-464]1 o TTY: 711.

CHU Y: Néu quy vi néi tiéng Viét. chimg t5i c6 ede djeh vu hé trg ngén ngir midn phi danh cho quy vi. Hay goi (800) 422-4641 hoje TTY: 711.
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Appendix C

Post November 1, 2013 Retiree Benefits




Blue Care Network

(Post November 1, 2013 Retirees)




Blue Care
Network
of Michigan

CLSSLG

Aroremit comonton s osoperdentiosnsee. Macomb Co Employees - Hard Cap-Retired
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

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

Coverage for: All Plan Types Plan Type: TPA

The Summary of Banefits and Coverage (SBC) document will help you choose a health plan, The SBC shows you how ycu and the plan.would share
the cost for covered health care services. NOTE: Information about the cost of this plan {called the premium) wil{ be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bcbsm.com or call 800-662-6667 .
For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underined terms see the
Glossary. You can view the Glossary at hitps:/iwww.healthcare govisbe-glossary or call 800-662-6667 to request a copy.

Important Questlons

Answers: 1'|.fleml:nar:r Family

for this plan?

What is the overall deductible? 130 See the Common 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.
. I The gut-of-pocket limit is the most you could pay in a year for covered services. If you have
= " » 1 » 1} - o]
What is the out-of-pocket limit $6,350/$12,700 other family members in this plan, they have to meet their own out-of-pocket limits until the

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

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

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

The out-of-pocked 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 mat.

Will you pay less if you use a
network provider?

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

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

Do you need a referralto see a
Is@r:ialist‘?

Yes

This plan will pay scme or all of the costs to see a specialist for covered services but only if

you have a referral before you see the specialist.

10f8



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

Primary care or Online visit to treat an injury

w 8%
$20 capay for online visits.

or fllness o $20 cogay.f\flsil ) Not covered
Requires referral. No charge for allergy
‘ injections, allergy office visit and testing /30
. e 1Specialist visit $30 copay/visit Not covered combined visits for spinal manipulations
If you visit a health care speciais st :
rovider's office or clinic perfo_nped by a chiropractor or osteapathic
PIOVICErS physician
You may have to pay for senvices that arent
. - - preventive, Ask your provider if the services
_ Preventive care/screening/immunization No charge Not covered you rieed are preventive, Then check what
your plan will pay for,
; . May require preauthorization / No charge for
. Diagnostic test (x-ray, blood work No charge Not covered )
If you have a test feray ) i |ab services
Imaging (CT/PET scans, MRIs) No charge Not covered Requires preauthorization
Tier 1 - Mostly Generics $10 copay/30 days Not covered Preauthorization & step-therapy apply to select]
If you need-drugs:totreat|T:.. o . drugs.
your finess or condition Tier 2 - Preferred Brand $25 copay/30 days Not covered 50% coinsurance for sexual dysfuncion drugs.
More information abalit Effective 1/1/2013 Tier 1 contraceptives are
prescription drug ier 3 - Non- covered in full
coverage IS avallable at Tier 3 - Non-Preferred Brand $50 copay/30 days Not covered 90 day mail order and retall copays are 2x the
www.bcbsm.com/customdr standard retall copays.
uglist ' i i
Specialty drigs ;’;%rgd copays listed above Not covered Limited to a 30 day supply
May require preauthorization/50% coinsurance
If you have-outpatient Facility fee (e.g., ambulatory surgery center) {No charge Not covered for ThMJ, orthognathic surgery, reduction
surgery mammoplasty, male mastectomy
Physician/surgeon feés No charae Not covered See "Qutpatient surgery facility fee”
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, Exceptions, &Other !ﬁfpor'taqt;

Informatioh,

Emergency foom carg $100 copayivisit $100 copay/visit Copay waived i admitted
If you need immediate . - Non-emergent transport is covered when
medical attention - Emergency medical transporation No charge No charge preauthorized
Urgent care $30 copayhvisit $30 copaylvisit None
. Preauthorization is required. 50% coinsurance
If you have:a hospital * - |Facility fee {e.g., hospital reom) No charge Not covered for T, orthognathic surgery, reduction
stay. mammoplasty, male mastectomy
) Physician/surgeon fee Mo charge Not covered See "Hospital Stay facility fee"
if you-need mental Outpatient services No Charge Not covered Preauthorization is required
health, behavioral health,
or substance: use Inpatient services No Charge Not covered Preauthorizaticn is required
disorder services !
’ . Postnatal and non-foutine prenatal office
| Office visits No charge Mot covered visits-$20 copa
Ifyou are pregnant Childbirth/delivery professional services No charge Not covered None
Childbirth/delivery facility services No charge Not covered None
‘tHome health care $30 copayhvisit Not covered E;?eur? preauthorization. Custodial care not
Requires preauthorization/ Cne period of
treatment for any combination of herapies
IFyou needhelp Rehabilitation services $30 copayfvisit Not covered within 60 consecutive days per medical
recovering o have other. episode. Subject to meaningful inprovement
special health needs within 60 days.
ABA - $20 copay per visit PT/OT/ST for autism s j
T ) ‘! pectrum disorler has
Habilitation services gf_il_? (§$IQ§T! per vistt for Not covered unlimited visits, Requires preauthorization.
Skilled nursing care No charge Not covered Requires preauthorization/Limited t0730 days
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s

Uhof-Notwork Limitations, Exceptions, & Otfier Important

Services Yau May Need 1 Network Provider 1 = Provider Information

, (Yqu Wil pay lhﬂ,leasq (You'will pay the most) { )
Requires preauthorization and must be
) . obtained from a BCN supplier. Convenience
Durable medical equipment No charge Not covered and comfart items not covered. Diabetic
supplies covered in full
_ . ) Inpatient care requires preauthorization.
Hospice services No charge Not covered Housekeeping and custodial care not covered.
Children’s eye exam Not covered Not covered Contact benefit administrator for coverage,
It your child needs Children's g} Not covered Not covered Contact benefit administrator f
dental.or eye care ildren’s glasses ot cove ot covere ontact benefit administrator for coverage.
Children's dental check-up Not covered Not covered Contact benefit admimistrator for coverage.
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Excluded Services & Other Covered Services:

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

e Acupuncture {if prescribed for rehabilitation e |long-term care s Routine foot care
purposes) « Non-emergency care when traveling outside the e Weight loss programs

« Cosmetic Surgery u.s, » Hearing Aids

o Dental Care {Adult) s  Private-duty nursing

+ Elective Abortion » Routine eye care (Adult)

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

« Barialric surgery ¢ Inferifity treatment
» Chiropractic care

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

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

You do not need prior authorization from Blue Care Network Plan or from any other person (including a primary care provider) in order to obtain
access Lo 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 1o comply with cerlain procedures, including obtaining prior authorization for certain services, following
a pre-approved treatment plan, or procedures for making referrals. For a list of participating health care professionals who specialize in obstetrics or
gynecology, contact the Macomb County HRLR Department at {586) 469-5280.
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Your Rights to Continue Coverage:

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

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim, This complaint is called a arievance cr 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 ora
arievance for any reason to your plan. For more information about your rights, this nofice, or assistance, contact : Blue Care Network, Appeals and Grievance Unit, MC C248,
P.0. Box 284, Southfield, Ml 48086 or fax. 1-866-522-7.345. 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, hitp:/ww.michigan.qovidifs; call 1-877-999-6442 or fax: 517-284-
8838.

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

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

Does this Plan Provide Minimum Essential Coverage? Yes .
If you don't have Minimum Essential Coverage for a month, you'll have fo 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.

Dogs this Plan Meet the Minimum Value Standard? Yes

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

Translation available
To get help reading in your language call the customer service number on the back of your ID card
To see examples of how this plan might cover costs for a sample niedival situation, see the nexd page.
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About these Coverage Examples:

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

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

Mia's Simple Fracture*

ergency room visit and

and'a s ) follow up care)

W The plan’s overall deductible $0 B The plan's overall deductible $0 M The plan's overall deductible $0
M Specialist copayment $30 B Specialist copayment $30 W Specialist copayment $30
M Hospital {facility) coinsurance 0% K Hospital {facility) coinsurance 0% M Hospital (facility) coinsurance 0%
M Other coinsurance 0% B Cther colnsurance 0% M QOther coinsurance 0%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenalal care) Primary care physician office visits (including Emergency roam care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnastic tests (blood work) Diagnostic tests {x-ray)
Diagnostic tests {ultrasounds and blood work) Prescription drugs Durable medical equipment (criches)
Specialist visit (anesthesia) Durable medical equipment {glicose mefer) Rehabilitation services (physical therapy)

Total Example Cost I $12,700 Total Example Cost | $7400 Total Example Cost | §1900°
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing _____ _ CostShaing = Cosl Sharing

_Deductibes $0 Deductibles $0 Deductibles $0

Copayments i _Copayments %800 Copayments $200

Coinsurance $0 Coinsurance b %0 Coinsurance $0

What isn't covered What isn't covered What isn't covered
Limits or exclusions $60 Limits or exclusions $60 Limits or exclusions $0
The total Peg would pay is _$130 The total Joe would pay is- $860 The total Mia would pay is $200
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ADDENDUM — LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We spoak your language
1f you, or someone you're helping, needs assistance, you
have the right to get help and information in your
language at no cost. Ta talk to an interpreter, cailthe
Customer Service number on the back of your card; or
877-469-2583, TTYV: 711 [f you are not already a mamber,
Si usted, o alguien a quien usted estd ayudando, necesita
asistencia, tiene derechn a obtener ayuda e informacién
en su idioma sin costo alguno. Para hablar con un
Intérprete, llame al nirmero telefénico de Servicio al
cliente, que aparece enla parte trasera de su tarjeta, o
§77-469-2583, TTY: 711 si usted todavia no esun
miembra,
PRI RUR SIWAE UREIF- S IR LR V35
A ol g palt e ey i lendll e s
ER- RSP JE PRI WER 0 BT JRC
Jual 18 i 8 01 97 7-469-2583 TTV: 714 S0
WRE SLCEEGMOHE. TEVA: S3HEH
RREUEARIRED N ENIAA. BAR—-LHITA,
MREEMNEWNENESBRRE - MREETFRER
. IRYITBEE 877-469-2583, TTY: 1.
sreRiph L Bk ponm ¢ L ahoteudhs rBE AR v g e iy L
Rl sasho wBiiih o Shlagy rfaqm:- welbgrd gl
A Lo o rR 40 1 ;i meRped sty o L dnnis)
‘.._c\amhauc_,.ul..nﬁ.-ﬁ-&q. salh
A n}u\ & e B77-469-2583 TTYVT 11
K&y quy vi, hay ngudrl mé guy vi dang giup 41, can trg
glap, quy vi s& ¢6 quyEn dugc glap vi ¢ thém thing tin
bing ngdn ngl clia minh mikn phi, &4 nél chuyén vél mjt
thdng dich vién, xIn g¢i 58 Dich vy Khich hang & mit sau
thé clia quy v|, hoic 877-469-2583, TTY: 711 néu quy vj
chera phal 13 mt thanh vién,
Nése Ju, ose dikush gé po ndihmond, ka nevojé pér
aslstence, ken! té drelté t& mermi ndihmé dhe informacion
falas n& gJuh&n tua). PEr 1 folur me nj2 pérkthyes,
tetefononi numrin e ShErbimit t& Kllentit ne an&n e pasme
té kartds tua), ose B77-465-2583, TTY: 711 nése nuk fenl
ende nj& anétar.

gho} Pi3k Ei= FAHO £ 2= AR IO
pesicty M= 20 AT E Moo 202 UIB
Ret 20l @5 4 o= HED ASLICL BE M
CHatated ™ Aatel 7l S0l 2l= 12 AHlL
Bl&2 H3siHL), o0] 3ol o S
877-469.2583, TTY: 7112 BHSIA AL,

§{% ST, W] ST STRT SRR AN FTET, SR
TR T, BT ST SIS T P SEwss 3 O
TIIAR TP WITTR T | (TR 5357 (TS THI TN
T TS, JTAR FHER (T (I3 TRE FAAST 96
T T A1 877-469-2583, TTV: 741 %f5 Ramey el
HRY A T NG|

Je£l Ty lub osaba, ktdre] pomagasz, potrzebufecle pomocy,
mast prawo do uzyskania bezplatnej informacji | pomocy
we wlasnym jezyku, Aby porozmawiaé 7 umaczem,
zadzwod pod numer dziatu obstugi kifenta, wwskazanym na
odwroce Twole] karty lub pod numer 877-469-2583,

TTY: 711, Jeteli jeszcre nie masz czionkostwa.

Falls Sfe oder jemand, dem Ste helfen, UnterstOtzung
bentitigy, haben Sie das Recht, kostenlose Hilfe und
Informationen in Ihrer Sprache zu erhalten, Um mit éinem
Dolmetscher 2u sprechen, rufen Ste bitte die Nummer des
Kundendienstes suf der Rackselte threr Xarte an oder
BF7-469-2583, TTY: 711, wenn Sie noch kein Miltglled sind.
Se tu o qualcuno che stai aiutando avete bisogno di
assistenza, hat il diritto di ottenere aluto e Informazion!
nella tua lingua gratultamente. Per parlare con un
Interprete, rivolgiti al Servitio Assistenza al numere:
indicato sul retro della tua scheda a chiama il
877-363-2583, TTY: 711 se non sel ancara membra,

CEAR, FERETROSORVOSTENESE
LERSATIRMMTENELES. THEORIE
THH— FERHIY . RREAF LY T &N
TEEY. HEidph U ELA. BREEEIA N
ERENLOH— FORMICBRIWEZHRS T Y
—EAQTRETY (X LA—TLVER
877-469-2583, TIYV: M) FTCHETIEL 31,
Ecom ban 37H My, KOTOResy DK ZoMOraeTe, HyAH1
NOMOMIIE, TO BEl MMeeTe NPARBO K SSCIITATHOS NOTyeHTe
MOMODNT I MHGEPMALL HA BAMes fiirme. JEng pasrescpa
€ OepeBOYRKON TOIBOHNTE 0 ROMepy Tenedord oTacTa
OSCIVKIUBIHIR ENHEHTOR; YEIIAEHOMY B 00paTEoeil

He Bamel KIPTHL, LTI 0 HOMEPY
877-469-2583, TTY: 711, ecamr ¥ 5aC HET WICHLTBA.

Ukaliko Vama I nekorne kome Vi pomafete treba pomot,
Imate pravo da besplatno dobijete pemod 1 informacije na

svom Jezlku, Da biste razgovarall sa prevediocem, porovite

bro) korisni{ke slulbe sa zadnje strane kartice Il
877-463-2583, TTY: 711 ako veé niste &an.

Kung Tkaw, o ang fyong tnutilungan, ay nangangafiangan.
ng tulong, may karapatan ka na makakuha ng tulong at
impormasyon sa 1yoné wika ng walang gastes. Upang
rakausap ang Isang tagasalin, tumawag sa numero ng
Customer Service sa likod ng lyong tarheta,

0 877-463-2583, TTY; 711 kung ikaw ay hindl pa Isang
miyembro.

important disclosure
Plue Cross Blue Shleld af Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate on the basls of race, colar, national erigin,
age, disability, or sex, Blue Cross Blug Shigld of Michigan
and Blue Care Network previde free auxillary alds and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
(nterpreters and Informatlon In other formats, if you ned,
these services, call the Customer Service number onthe
back of your card, or 877-469-2583, TT¥: 711 Hyou are not
already a member. if you belleve that Blue Cross 8lue
shield of Michigan or Blue Care Network has falled to
provide services or discriminated In another vray on the
basls of race, color, naﬂorllal orlgin, 2ge, disabllity, or sex,
you can file a grievance In persen, by mall, fax, or email
viith: Office of Civil Rights Coordinatar,
600 E. Lafayetie Blvd., MC 1302, Detroit, M1 48226,
phone; 388-6056461, TTY: 711, fax: 866-559-0578,
email: Civllnghts@bcbsm com. if you need help filing a
grievance, the Office of Civll Rights Coordinator ks avallable
tohelpyou,
You can also file a civil rights complaint with the U.S,
Department of Health & Human Services Office for Civil
Rights electronically through the Offica for Civil Rights
Complaint Portal avallable at
httos;Foerportal hhs.govfoor/portal/labby.fsf, or by mail,
phone, or emall at: U.5, Department of Health & Human
Services, 200 Independence Ave, S.W., Washington, D.C,
20201, phone: 800-368-1019, TTD: 804-537-7657, email:
O<RComplaint@hhs.gov. Complalnt forms are avaltable at
np /i .Ahs.go 1 Auls
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As a seif-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 counsef to ensure proper compliance with the federal SBC rules. This SBC template document does not constitute legal, tax, actuarial, accounting, benefit
design, compliance or other advice. BCBSM disclaims any liability or responsibility for any non-compliance by your group health plan with SBC rules and regulations
relating to creation, disclosure or other requirements. You should also note that there may be additional special circumstances which may be applicable to your
specific group health plan situation which may affect SBC content, including but not limited to account type arrangements such as flexible spending accounts (FSA),
health reimbursement arrangements (HRA), and health savings accounts, {HSA), or for example, wellness programs, reference based pricing or benefits, or

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



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

MACOMB COUNTY EMPLOYEES

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

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

Community Blue PPOS¥ ASC

Coverage for: Individual/Family | Plan Type: PPO

713

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

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

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

Iinportant Questions

What is the overall deductible?

Answers
In-Network

$1,500 Individualf
$3,000 Family

$3,000 Individuall
$6,000 Family

| Out-of-Network '

Why this Matters:

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

Are there services covered before
you meet your deductible?

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

This plan covers some items and services even if you haven't yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare .govicoverage/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
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 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 1D
card for a list of network providers.

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

Do you need a referral to see a
'specialist?

No.

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

You can see the specialist you choose without a referral.

Group Number 007000448-0056

SBC000017925282 20f9



: ﬁ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if 2 deductible applies.

Common Medical Event.

If you visita health care
provider’s office or clinic

"

Services You May Need

=

Primary care visit to treat

" What.You Will Pay

In-Network Provider.
(You will pay, the-least)

Out-of-Network Provider

(You will pay the most)

Limitations, Exceptions, & Other Important
Information

. ; $4Q co__@ylofﬂce visit 40% coinsurance None
an injury or iliness deductible does not apply
Specialist visit $40 copay/visit; deductible |, oo None

does not apply

Preventive care/

{screening/
Jimmunization

No Charge; deductible does
not apply

Not covered

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

Diagnostic test {(x-ray,

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

|prescribed over-the-

counter drugs

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

additional 25% of the approved
amount; deductible does not

apply

is available at
www.bchsm.com/druglists

Preferred brand-name
drugs

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

Nonpreferred brand-name
drugs

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

apply

0, H Q 1
blood work) 20% coinsurance 40% coinsurance None
If you have a test macing (CTIPET
hTF?IQS')ng ( SCaNS, 190% coinsurance 40% coinsurance May require preauthorization
$7 copay/prescription for retail
Generic or select 30-day supply; $14 In-Network copay plus an

$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 you have outpatient
surgery

Facility fee (e.g.,

* [ambulatory surgery

center)

20% coinsurance

40% coinsurance

None
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Common Medical Event.

|Services You May Need

Physician/surgeon fees

" What You Will Pay

“In-Network R_fov’i;jer
(You will paythe.least),

20% coinsurance

Out-of-Network Provider:
(Youl will pay:tlie most)

40% coinsurance

Limitations, Exceptions, & Other Important
Information

a
v W
A, CLakR

B.mb e o

None

If you need immediate
medical attention.

Emergency room care

$250 copayfvisit; deductible
does not apply

not apply

$250 copay/visit; deductible does

Copay waived if admitted or for an accidental
injury.

Emergency medical

transportation

20% coinsurance

20% goinsurance

Mileage limits apply

Urgent care

$40 copay/visit; deductible
does not apply

40% coinsurance

None

If you have a hospital stay

Facility fee (e.g., hospital
room)

20% coinsurance

40% coinsurance

Preauthorization is required

Physician/surgeon fee

20% coinsurance

40% coinsurance

None

If you néed behavioral

20% coinsurance for mental

Your cost share may be different for services

- |services

health services {mental Outpatient services 20% coinsurance health; 40% coinsurance for erformed in an office settin
health and substance use substance use disorder P |
disorder) Inpatient services 20% coinsurance 40% coinsurance Preauthorization is required.
Prenatal: No Charae: Maternity care may include tests and services
o ge; AN described elsewhere in the SBC (i.e. ultrasound)
- deductible does not apply Prenatal: 40% coinsurance ) ;
Office visits : , AN and depending on the type of services cost share
Postnatal: No Charge; Postnatal: 40% coinsurance v, Cost shari Cor
. deductible does not apply may apply. os.t sharing does not apply for
If you are pregnant —_—— preventive services.
Chlldbn:thldelwery 20% coinsurance 40% coinsurance None
+ |professional services
~,{Childbirthidelivery facilty 20% ceinsurance 40% coinsurance None

If you need help recovering
or have other special health
needs

Home health care

20% coinsurance

20% coinsurance

Physician certification required.

Rehabilitation services

20% coinsurance

40% coinsurance

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

Habilitation services

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

and Occupational Therapy

Analysis; Not covered for
Physical, Speech and
Occupational Therapy

Not covered for Applied Behavior

None
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Common Medical Ev.er!!

:

Services You May Need

A
. af'f

Skilled nursing care

What You Wil Pay

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

20% coinsurance

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

20% coinsurance

Limitations, Exceptions, & Other Important
Information s

Preauthorization is required. Limited to 1 days

per member per calendar year

Durable medical
equipment

20% coinsurance

20% coinsurance

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

Hospice services

No Charge; deductible does
not apply

No Charge; deductible does not
apply

Physician certification required. Visit limits apply.

If your child needs dental or
eye care

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

up

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

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

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

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

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

« Chiropractic care See hitp:/iprovider.bchs.com

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

6 of 9



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

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

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

Does this plan provide Minimum Essential Coverage? Yes

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

Does this plan meet Minimum Value Standards? Yes

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
(IMPORTANT: Blue Cross Blue Shield of Michigan is assuming that your coverage provides for all Essential Health Benefit (EHB) categories as defined by the State of

Michigan. The minimum value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage
of specific EHB categories, for example prescription drugs, through another carrier.)

Language Access Services: See Addendum

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

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

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

M The plan’s overall deductible $1,500

B Specialist copayment $40
m Hospital (facility) coinsurance 20%
A Other coinsurance 20%

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

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

Mana ‘lng Joe S Type 2 Diabetes

M The plan’s overall deductible $1,500

H Specialist copayment $40
® Hospital (facility) coinsurance 20%
W Other coinsurance 20%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mla s Slmple Fracture
Stwork:

@ The plan’s overall deductible $1,500

® Specialist copayment $40
M Hospital (facility) coinsurance 20%
W Other coinsurance 20%

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

supplies)

Diagnostic tests (x-ray)

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

‘Jotal Example Cost = | $12,700 Totdl ExampleCost .~ | $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 $800
Coinsurance $1,700 Coinsurance - $0
What isn’t covered Whatisn't covered
Limits or exclusions $60 Limits or exclusions $20
The'total Peg would pay is $3,270 . The total Joe would payis $1,720°

‘Total ExampleCost™ -~~~ " | $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $1,500

Copayments $90

Coinsurance $70

What isn’t covered

Limits or exclusions $0

' The total Mia would pay is $1,660

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

The plan would be responsible for the other costs of these EXAMPLE covered services. 8of9



ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your [anguage

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

Si usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacién
en su idioma sin costo alguno. Para hablar con un
intérprete, lame al mimero telefénico de Servicio al
cliente, que aparece en la parte trasera de su tarjets, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro. .
oA ol il Sactd Llayaeld 1Y et s S ed ek i)
A gy dlindidsy, pealteile el ysonbiall Jo () pas
 JRE A FURPTL J PPV P DVA L DYERPC REPS O NGO TSN
Ll 1S Fana €4 T 1Y .877-469-2583 TTY:T11 i
R, RPEREERMOHER. RELRR. EHERH
RELENBIEEINEBNNE. AR —MEEEH.
FREENEEENETFRBTE  WREETERR
. EFiREEREE 877469-2583, TTY: 711,
e Riph o o¥u pans ¢ o Shoicads rdla _id ai g e ghar ¢
~HRoui aotha R o shulam asd | Gaeliurd _dhai
AL ais ety i ab mi. eelooiadd iy, i anaiila
B A S L
adaics _adul oA oe 877-469-2583 TTY:711
NEu quy vi, hay nguiti ma quy vi dang gip d&, can tro
gilip, quy vi s& co quy&n dwyc gilip va cd thém thing tin
biing ngén ngi¥ cda minh mién phi. & ndi chuyén vai mgt
théng dich vién, xin goi s6 Dich vu Khich hang & m3t sau
thé cda quy vi, hodc §77-469-2583, TTY: 711 néu quy vi
chua phat la mét thanh vién.
Nése ju, ose dikush gé po ndihmoni, ka nevojé pér
asistencé, keni té drejté t& merrni ndihmé dhe informacion
falas né gjuhé&n tuaj. Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit né anén e pasme
1é kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.

aber P8t E= A6 10 U AFEO0l XIR0]
st Adot= S5 Y28 76t A2 HIE
e ol 92 4 A= A ASLICH SEAG
CHatsteds 7okl ot Relo] A= D AHl &
HS 2 MatstHLE, 010] & 0] Ofed B
877-469-2583, TTY: 7112 HSIGHA A L.

IS ST, 1A TR SR A% PIET, A
HTSH TF, ST AT ST ARy SRR 3 S
TR W A TR | (A IS TSR T
T (0, IAPEE PG (T CroT] STES RSl 99E
T SR A1 877-465-2583, TTY: 711 Ity Z(STHRY AR
ROy A7 5 NS L

Jesli Ty lub osoba, ktérej pornagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatne] infermacji 1 pomocy
we wiasnym jezyku. Aby porozmawiac z tlumaczem,
zadrworn pod numer dziatu obstugi klienta, wskazanym na
odwrocie Twojej karty lub pod numer 877-469-2583,

TTY: 711, jezeli jeszcze nie masz czlonkostwa.

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

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

CEAK, FEEBBEOGOBY OB TERELE
EEAAATCREAMZEVELESL, CHEDER
TYHR— 22V, BREAFLEYTHIESR
TEET. JARESINY ERA, AREBEThSE
HFBHb0N—FoE@ICEREhEARZ T4
—EXDTWEERE (A 2 —TRVAR

877-469-2583, TTY: T11) FTHBEEC £ LN,

Ecam ray WIE THIY, EOTOPOY BB HOMOracTe, Hy/KHA
TOMOIIE, TO Bb! HMECTE MPABo Ea OeCIIATHOE MOMYHIEHHE
ToMOmE B HdOpMAIE Ea Batne x3uike. Jlng pasrosopa
€ NepeBOAIHEON MOZBEOHATE IO HOMEpY Teiied)OHa OTACTA
o0cyAHBAHEY FIMEHTOR, YEA3aHHOMY Ha ofparmoit
cTOpoEE BameH KapTEl, ETH 00 HOMEPY

877-469-2583, TTY: 711, cCciB y BAC HET WIEHCTBA.

Ukolike Vama lli nekome kome VI pomaZete treba pomot,
imate pravo da besplatno dobijete pomoc | informacije na
svom jeziku. Da biste razgovarali sa prevediocem, pozovite
broj korisnicke sluZbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako veé niste élan.

Kung ikaw, o ang iyong tinutulungan, ay nangangailangan
ng tulong, may karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos. Upang
makausap ang 1sang tagasalin, tumawsag sa numero ng
Customer Service sa likod ng iyong tarheta,

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

important disclosure

Blue Crass Blue Shield of Michigan and Blue Care Netwaork
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary aids and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
interpraters 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: 866-553-0578,

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

You can also file a civil rights complaint with the U.5.
Departmerit of Health & Human Services Cffice for Civil
Rights electrenically through the Office for Civil Rights
Complaint Portal available at
https://ocrportal.hhs.gov/ocr/portalflobby.jsf, or by mail,
phone, or emall at: U.5. Department of Health & Human
Services, 200 Independence Ave, 5.W., Washington, D.C.
20201, phone: 800-368-1019, TID: 800-537-7697, email:
OCRComplaint@hhs.gov. Complaint forms ara available at

http:/fwww.hhs.gov/ocr/office/file/index.htm.
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Health Alliance Plan

(Post November 1, 2013 Retirees)




HAP Same As Active Retiree SBC

Summary of Benefits and Coverage; Whatthis Plan Covers & What You Pay For Covered Services

ghap;

Admatustoned by Acyse Heail
andd Life Basurance Campany

Coverage Period: As f01/01/2020
Coveragefor: Individual+Family | Plan Type: ASOHMO

A

general definitions of common terms, such as

The Summary of Benefits and vaé’rag'e {SBC) document will help you choose a health plani; The SBC shows you how you and the plan would share the
costfor covered health'care services, NOTE: Information aboutthe cost of this plan {called! the premium) will be provided separately, This s onlya
summary. For more information abouit your coverage, or to get a copy of the complele terms of coverage, call 1-866-766-4709 or visit www.hap.om. For.
allowed amaunt, balance billing, cansuranceé, copayment, deductible, provider, or other underlined ferms see

Whatis the
overall
deductible?

the Glossary. You canview the Glossary at hﬁp Shewwedol. gowebsafpdffSBCUnrformG[ossary pdf orcall 1-856-766-4709 to request a copy.

Important Quesflons,

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

Arethere setvices
covered: before you
meetyour deductible?

Arethereother
ideductibles lor specific
services?

{Whatls the sut-of-
pocket limit for this
plan?

186,600 person /13,200 famlly

Whatis notincludedin
the out-of-pocket limit?

Willyoupaylessifyou
use a network provider?

!

Care this plan does not cover.

You wil have to'meet the deductible before the.plan pays for any semvices.

Youdon't have to meet deductibles for specific services, but see the charf starting an
page 2 for other costs for services your plan covers.

| The aut of packel limit isthe mast you could payn a yearfor covered services, If
[you have ather family members in this plan, they have to meet their own out of pocket
{Ilmsl until the overall family aut of pockelTimit has been met.

Premiumihégnabimg-ﬁéﬁgs,_aﬁaﬁe;aft};

IEven though you pay these expenses, they don't count toward the cut of packet limit.

—— et — —m -—

Yes, Seewww.hap;orgorcall1-866-766-4709
for a Iist of network providers,

This pl_a_ n uses a-provider network, You wil payiless:fyou use'a provider In'the
plan's netwerk, You will pay the.most if you use an out of ietwork provider, and.you
might-recelve a bil from a provider for the difference between'the provider's chame
and what your plan pays {balance billing). Be aware your network provider might use
an gut of network provider for some services {such as labwork). Check with your
provider before you get services.

Doyouneedareferral
to seeaspecialist?

Written referrals are not required forspemalsl visits within the member's assrgned
network for selecled services, Referrals or oral approva's are required in other
instances. Further information on lhe referral process can be found at www.hap. org

AS000096 XR002356
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A “All copayment and coinsurance costs shown in this chait are diter your

deductble has beii me, fa deductible apples,

; ’F’rlniry care visit todreat an

1520 capay pervist

Not Coversd

VlSltS are facé-to- face telephonlc orthrough

S injury ar iliness o secure electronic poital
{ Specialist \Ell . 180c ogay perwslt Not Covered ! Nore
. ; $20 PCP- Othergraclmoner
T . " .n  icopay per visit! $30 Specialist Chiropractic Care and Acupuncture Not
IFyoui ws?da ?Pa : e ," Other practitioner office visit aﬁ#gm clifioner co 2 per Not Covered Covegad ¢
careprovider'so ceo visit
cm"ic A o " "|Coverage nformation avalableat
EP e carel : www.hap: tlr?rg thu may h:ve to-pay forA ¢
. Prevenlive care ‘ 18ervices that aren't preventive services: As
< screeningimmunization No Charge {Not Covered your provider i the services needed are
E preventive services. Then chieck what your
T o _|_ R plan will pay for.
{ Diagnostic test (x-ray, bicod
lyouhe wor __N° Charge w ! Not Covered Some services fequire preauthorization.
. mn;g)ng (CTIPET-scans, No Charge [Not Covered Services require preaulhorization,
y T i ' " IRetall' 30 day supply for nor-maintenance
y Eefered $15 i
- _ copayfprescription (etall) | drugs at 1 copay; S0 day supply for eligible
. iGeneric drugs _uunn:ErerErred $15 iNot Covered maintenance drugs at 2 copays; Mall Onder,
[fyou.need dfi copayfprescription (retall) 90 day supply for both eligible maintenance
treatyourillness <008 | and:non-maintenance drugs at 2 copays.
&%?g?r:g:mallon aﬁoul Preferred brand drugs $30 copay/prescription {retall) |Not Covered: i T
preseriptiondrig < _fllg_n—;_)refened brand dmgs $50 copay/prescription (retail) |Not Covered |
coveragellsavaliable. Prefered$60. ) '
ab wwwhap. org copayfprescription (retail) et
...... . ' e Speciafly drug s'not avallable-at 90 day or
. §9-@9§1Wﬁ'l‘9§ Non-Preferred $50 Not Covered mail order.
e N ___ copayfprescription(retall  : o
|fy°u have outpaﬁent :Sggfg:n(feg - ambuatory Charge Not Covered Some services require greaumortzatlo
surgery . Physlcuanfsurgebﬁ_féeé  [NoChage Not Covered T None——
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{

- 1Ememgency room carg

$150 . copa yperws

_ogay il be wiaved i admitted

i e iy b

]

cepilons, & Other Ifnfiort

$150 mgay perwsnt
”‘*u s oo oo e ——
T 4 Ument came $30 copay per visit $30 copay per visit —None
. Ifycu b ] hospltal R 1?0";']? fee.(e:g: hospital {5 Charge NotCoversd Somie services require greaumorn_aﬂon -
shay- .~ iPhysician/surgecn fees No Cha;ge Not Covered None-
Tfouineed’mgng - ‘ ik - __ * Services can'bie accessed by calling 1:600-
hggﬁ » beha stance s O_L_I_.tm‘{_ie?_t. Sf?fic?i $20.copay pervisit Not Covered 4445755 i
abuse ser\rices : 3 * Services canbe accessed by callng 1= |
‘ .. i Irfa‘ti'eElservices - No Chargcim - iNot Covered 800-44 4_53?§ - i gt
o rjOffeviis (0gmagpervit_ ~ RoiCowred Mo Chage forPrenaalcare —
: %, | Childbirth/delivery No Charge i Not Covered ¢ None
Fyousre pregriant © | professional services o & R
A A i
T P ggm’gﬂdewem%“w No Charge [NotCovered l"*Some sewices require greauthorizatio
T ST " lHomehealhcare  [NoChage Noi tCovered | None
. iRehabiliation services No Charge lNot Covered: ﬂ’;fbgorgﬁ;"emegtvnﬁewbenempemd )
P O Lo o i —————_— - et e —
TR Limited to Apphed Behavior Analysis (ABA)
| and Physical, Speech and Occupational
| ; ‘Therapy services associaled with the
|fy°u need heip P Habllitation services INo Chamge i Not Covered treatment of Autism Spectrum Disorders
recoveringorhave. . 5 - through age 18. Services require
otherspecial hea!th I preauthorization, *See outpatient Mental
needs fa. ; Health for ABA cost sharing amount.
SUFTPCIN P BT e et e Covered for authorized services-Upito730
Skulled nursing care !No Charge Not quer_ed Gays, renewable afer60days -+ -
E ' Coverage provided for approved equment
-i Durable medical equipment  iNo Chage Not Covered based on HAP's guidelines. Some services
] _ _ ; * require preauthorization.
| {Hospice services - |No.Charge Not Covered 1Up o210 days perlifetine
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b n bty Fede T W o et e v e

Comimon ‘ ) . i, | i - . L}mi(allons;-E;ceplions,-§Qihe[ [mportant
"Medlcai'Ev'inl ; _ 1 Outo k i Informaticin,

{Children’s eye exam " it K o Charg foon routine eye exam

" -IChildren'sglasses©  Nol Covered ~ [NotCovered _ |&———nNone—

) |Children's dental check-up )

el

Not Qeve red Not Covered

Excluded Services & Other Covered Services:

{Services Your Plan Generally Does NOT Cover (Check your policy or plan document for mare information and a fist of any other excluded senvices.)

Dental Care (Adult)

: Acupunclure *  Hearing Aids * Private-Duty Nursing

i Chiropractic Care - Long-Tem Care < Routine Foot Care (Only when meets plan
i guidelines)

+ Cosmetic Surgery J gonUEénergency Care When Traveling Quiside - Vision Hardware (Unless additional rider

| e U.S. purchased)

in

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

«  Bariatric Surgery + Routine Eye Care (Adult) - WeightLoss Programs
[ Ikt Tratment (Only when meets plen

Your Rights to Continue Coverage: There are agencies that can help if you want fo continue coverage after it ends. For more information onyou rights to continue
coverage, contact the plan at 1-866-766-4708; you may also contact your state insurance department, the-U.S, Department of Labor, Employee Benefits Security
Administration at 1-866-444-3272 orwww.dol.goviebsahealthreform, or the U.S, Department of Health and Human Services, Center for Consumer Information ang
Insurance Oversight, at 1-877-267-2323 x61565 or www.cclio.cms.gov. Other coverage optlons may be avaifable to you foo, including buying individual coverage
through the Health Insurance Marketplace, For more information about the Marketplace, visit www.Healthcare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights:There are agencles that can help if you have & complaint against your plan for a denlal of a claim. This complaintis 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 docurnents also
provide complete information lo submit a claim, appeal or a grievance for any reason-to your plan. Far more information about your rights, this notice or assistance,
contact the plan at 1-800-422-4641; you may also contact the Depatiment of Insurance and Financial Services, Healthcare Appeals Section, Office of General
Counsel, 611 Ottawa, 3rd Floor, P.O. Box 30220, Lansing, M1 48909-7720, http://michigan.govidifs; call 1-877-899-6442 or the Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.goviebsa/healthreform. Additionally, a consumer assistance program can help you file your
appeal. Contact Michigan Health Insurance Consumer Assistance Program (HICAP), Michigan Depariment of Financial and Insurance Regutation, P.O.Box 30220,
tansing, Ml 48309, phone 1-877-398-6442, website: hitp:/michigan.gov/difs or e-mail difs-HICAP@michigan.gov.
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Does this plan provitle Minimum Essential Coverage? Yes
fyou don't have Minimum essential coverage for a month, you'll have to pay when you fite your tax retum unless you qualty for an exemption from the requirement
that you have health coverage for that month.

Does this plan meet Minimum Vaiue Standards? Yes
If your plan doesn't meet the Minimurn value standards, you may be eligible for premium. tax credits io-help you pay for a plan through the Marketnlace,

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

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

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

Yo do not need prior authorization from Health Alliance Plan Plan or lrom any other person (including a primayy care provider) in order to
obtain access to obstelrical or gynecological care from a health care professional in our network who specializes in obstetrics or gynecology.
The health care prolessional, 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 muking referrals. For a list of participating health care professionals who
specialize i obstetrics or gynecology, contact the Macomb County HRLR Departiment at (586) 469-5280.
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Aboutthese Coverage Examples:

A

dependmg on the attual caré.you receive; the prices your: provi
(deduclibles, copayments and. comsurance) and-excluiéd serv

Thils is not a cost estimator. Treatments shown are justexamptes ofhowthls p_lg:lmight covermedscal care: Youractual cnsts willbe differént _
viders charge, and many.other factors. Focus ondhe cost sharing amounts . -

pay Under difierent healthiplans, Please note these: coverage examples are based on self-oniy coverage,

ices tinderthe plan;Use this information to' cqmpare the portion of cosls you maght

*:Mig's SimpleFractare

andy momvisitand follavas
-, Care) i

™ The plan S overall deduct:ble i B Theplan 3 overalldeduchble a The plan’ sovera!ldeducub[e $0
W Specialistcopayment $30 E Specialistcopayment B Specialist copayment $30
B Hospital (facility) copayment $0 R Hospital {facllity) copayment 8 Hospital {facility) copayment $0
@ Other coinsurance 0% @ Other coinsurance B Other colnsurance 0%
This EXAMPLE eventincludes services [ike: This EXAMPLE event includes services like: This EXAMPLE eventincludes services |ike:

Specialist office visits (prenatal care) Primary care physician office visits (including Ememency room care (hcluding medical
Childbirth/Delivery Professional Services disease education) supplies)

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

Diagnostic tests (uitrasounds and blood work) Prescription drugs Durable medical equipment (crufches)

Specialist visit (anesthesia) Durable medical equipment (glucose mefer) Rehabilitation setvices (physical therapy)

“Total Example Cost T $12,800.- ‘Total Example Cost 00 :TotalExampleCost 81800
Inthisexample, Pegwouldpay: ~~ Inthisexample, Joe would pay: . Inthis example, Mia would pay:

‘Cost Sharing Cost Sharing _ ‘Cost'Sharing-

Deductlbles B - ; . 30 Deductibles _ {30 Deductbles $0

Copayments. L 810 Copayments _ 1. $1,075  Copayments 890
Coinsurance ] $0  Coinsurance $0  Coinsurance $0

Whatlsnteovered _ Whatisn'l covered What isn't covered

Limits or exclusions $60  Limils orexclusions j' $55  Limils orexclusions | 50

The total Pegwouldpayls - < ;. 8670} ;Thetotal Joewould pays - 781,130} LThetotal Miawouldpayls - - i -, §%0]

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

VINI RE: Nése flisni shqip, ju oftohen shérbime ndihme gjuh&sore falas. Telefononi numrin (800) 422-4641
ose TTY: 711.

Sl axg 5 (800) 422-4641 Al dail 160kaa U Saeledl s o i B g ol Bl Concs 8 1] b

T el

TG fort: SO el SrFoly ST E(0H, O NRoTTOTd FTaEd! foIm(cel; W0l Gy u @b |
(800) 422-4641 91
TTY: 711 ImCod B F A |

R R R R, ST DR O AR R AR TS . FEEE (800) 422-4641 BL TTY A P aHEK
®/ 711,

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

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

EEHIE AREFESKDIES. BHOSEZEE SRR EY, (800)422-464) £ T,
BEEICTHER SN, TTY 2—H—I1L 711 ETITHEBLEIL,

FO|: T2 E AFRSIA = EBL, 25 A0 X[ MH[AE 0|85 4= /Y& LICH 800-422-4641 ¥ EE=
TTY: 711 BIO 2 GBS T AL,

UWAGA: jezeli méwisz po polsku, mozesz skorzysta¢ z bezplainej pomocy j¢zykowe). Zadzwoil pod numer
(800) 422-4641 lub TTY: 711.

BHUMAHUE! Ecnu Bamt poanoil $361K pyccKkHii, Bam MoryT Ob1Th. Ipe/ocTaBlenkl OecnnaTHble
nepesogeckre yeiryry. Obpautatitecs mo HoMepy (800) 422-464] (veneraiim: 711).

NAPOMENA: Ako govorite hrvatski/srpski, dostupna Vam je besplatna podrika na Vadem jeziku.
Kontaktirajte (800) 422-4641 ili tekstualni telefon za osobe oSteéena 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 [lamar al 711.

- I

O

6 & & & : . » : . 0
2% Jo h, .\C 0 wo” (ghgsiehduan 1 N iaot 27 el _ohimvans ...g.kmfo I @
<hyias ‘eh frg” beg® '<D <Y

o

Mo o o )800(4641-422 < ©
N JTTY: 711 .Lgp

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

CHU Y: Néu quy vi néi tiéng Viét, chiing i c6 cdc dich vu hd trg ngdn ngir mién phi danh cho quy vi. Hay goi
(800) 422-4641 hodic TTY: 711.
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Delta Dental of Michigan
Dental Benefit Highlights for

Macomb County Active and Retiree Dental Plan

: . Delta Dental Non-

Delta Dental PPO (Point-of-Service) E;léanl);hr:::: Premier participating
Dentist Dentist
' Plan Pays Plan Pays Plan Pays*
Diatnostic & Preventive

Dlagl_iostlc am;l Preventive Serv_lce.s - exams, 100% 100% 100%
cleanings, fluoride, and space maintainers
Emergency Pailiative Treatment - to 100% 100% 100%

temporarily relieve pain

~ 100%
Basic Services

Radiographs - X-rays 100% 100%

Egi:;rr Restorative Services - filings and crown 80% 5% 75%
Endodontic Services - root canals 80% 75% 75%
Periodontic Services - to treat gum disease 80% 75% 75%
g]rgesr;rgery Services - extractions and dental 80% 75% 75%
Major Restorative Services - crowns 80% 5% 75%
Other Basic Services - misc. services ’ 80% 15% 75%
Relines and Repairs - to bridges, implants, and 80% 75% 75%
denlures

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 Denlist Fee that will be paid for those services. The
Nenparticipating Dentist Fee may be less than what the dentist charges and you are respansibla for that
difference.

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

[ Deduetible - None. ]

Note - This document is only intended fo provide a brief description of your benefits. Ploase refer lo your
Certificate and summary for a complele description of benefils, exclusions, and imitations.

O DELTA DENTAL

Welcome to Michigan’s largest dental
henefits familyl

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

» It's easy to find a dentist! Four out of five
dentists nationwide participate in ournetwork.

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

e Qur dentists cannot balance bill you, which
means more money in your pockel!

o No troublesome paperworkl  Network
denfists will fll out and file your claims.

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

* You can still visit nonparticipating denfists,
but you may be billed the full amount at the
time of service and then have to wait fo be
reimbursed.

Quality Dental Program

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

Online Access

Qur cnline Consumer Toalkit lefs you access
your dental plan securely over the Intemet. You
can find a denfist, check benefits, select
paperless notices, review claims and amounts
used toward maximums, print ID cards, and
more - all at your own convenience.

A Healthy Smile

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

Questions?

if you have questions, please call our
Customer Service team at 800-524-0149
(TTY users call 711) or look online at
www.DeltaDentalMi.com.
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0 Dl Blas
Certificate of Coverage

Macomb County
OFFICE VISIT CO-PAY $5.00
CLASS 1
Diagnostic and Preventive:
Exams, Radiographs, Prophylaxis, Fluoride Treatment (up to age 19), 100%

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

CLASS II

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

CLASS III
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) $1,800
Annual Maximum (per member per year): Unlimited
Annual Renewal: ' 01/01
Membership Card Reads: MACOMB

Dependents are covered up to the age of 26 for CLASS I -1V only.

29377 Hoover Road — Warren, M1 48093

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

website: www.goldendentalplans.com




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

l. General Exclusions, Limitations, and Exceptions

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

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 haspital-fee.

Treatment of cleft palate, anodontia and mandibular prognathism.

[Fo0 =N T S

Cases in which, in the professional judgment of the attending Dentist, a satisfactory 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 illness or injury occurring after the effective date of the Policy and caused by
atomic explosion or exposure, whether or not the result of war.

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 denta! coverage due to trauma. However, dental care
coverage under this Policy may not cover the Covered Person for certain traumatic events that
may accur if those procedures are specifically excluded in this Policy. A Covered Person who
requires dental care due to a serious trauma will not be covered for dental care in those areas
that are specifically described as excluded.

12

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

13

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

14

Prescription drugs.

15

Nitrous oxide analgesia.

16

Preventative control programs, including home care items.

17

Services started after termination of coverage.

18

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

19

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

or flippers).

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 (baby) teeth.

23

Cysts and malignancies.

24

Removal of impacted teeth that exhibit no symptoms or pathology.

25

Consuitations or examinations/evaluations for non-covered services.

26

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

27

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

28

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

29

Restorative work caused by orthodontic treatment.

30

Composite resin restorations on occlusal surfaces of bicuspids and molars.

31

Biopsy or Brush Biopsy to detect cancer.

32

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

33

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

34

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

35

Treatment of fractures and dislocations.

36

Any service that is not specifically listed.

37

Congenital malformation.

38

Dispensing of drugs not normally supplied in a dental office.

39

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

40

Prophylactic removal of impactions (asymptomatic nonpathological).

41

Specialist consultations for noncovered benefits.

42

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

43

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

44

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

45

Charges for duplication of radiographs.

46

Charges for temporary appliances.

47

Charges for experimental or investigational services or supplies.
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48

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

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

49

Instructions in dental hygiene, dietary planning or plaque control.

50

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

11, Orthodontic Exclusions, Limitations, and Exceptions

1

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

Patients with severe disabilities that may prevent satisfactory Orthodontic results

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

Interceptive Orthodontic Treatment is not a covered benefit

Surgical procedures incidental to orthodontic treatment

Myofunctional therapy

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

0| N || &

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

Treatment started before the Covered Person became eligible under this policy

10

Transfer to another Dentist after banding has been initiated

11

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

12

Orthodontic Benefit is once in a lifetime benefit per member,
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BCBSM Vision Benefits




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

This is intended as an easy-to-read summary and provides only a general overview of your benefits. [t is not a contract. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay. For a complete
description of benefits please see the applicable BCBSM certilicates and riders, if your group is underwritten, If your group is self-funded, please see
any olher plan documents your group uses. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.

Blue Vision benefits are provided by Vision Service Plan (VSP), the largest provider of vision care in the nation. VSP is an independent company
providing vision benefit services for Blues members. To find a VSP doctor, call 1-800-877-7195 or log on to the YSP Web site at vsp.com.

Note: Members may choose between prescription glasses {lenses and frame) or contact lenses, but not both

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

Benefits VSP network doctor 'INOH'VSP provider
Eye exam None None
Prescription glasses (lenses and/or frames) None None (member responsible for

difference between approved
amount and provider's charge)

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

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

: Benefits - VSP nétwork doctor Non-VSP provider i
Completa eye exam by an ophthalmologlsl or optomelnsl The exam 100% of approved amounl Rermbursemenl up to $58 less $5
includes refraction, glaucoma testing and other tests necessary to copay (member responsible for
determine the overall visual health of the patienl, any difference)

One eye exam in any period of 12 consecutive months

; Benefits. w V8P network doctor

]Non-VSP provider
Standard lenses {must not exceed 60 mm in dlamaler) prescrlbed and 100% of approved amaunt Relmbursement up to approved
dispensed by an ophthalmologist or optometrist. Lenses may be molded or amount based on lens type
ground, glass or plastic. Also covers prism, slab-off prism and special base {member responsible for any
curve lenses when medically necessary. difference)
* Standard Progressive Lenses - Covered when rendered by a VSP One pair of lenses, with or without frames, in any period of 12 consecutive
network doctor months

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

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
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Benef’ ts

Standard frames

Note: All VSP network doclor Jocations are required to stock at least 100
different frames within the frame allowance.

' Benef’ ts

Medlcally necessary contact Ienses (requures prior authorization approval
from VSP and must meet criteria of medically necessary)

Contact lens suitability examination (fitling and evaluation)

Elective contact lenses that improve vision (prescribed, but do not meat
criteria of medically necessary)

VSP network doctor . Non:VSP provider

VSP network 'docto;'- Non-VSP prowder i

$100 allowance that is applied toward ) Re:mbursement up to $65 Iess
frames (member respaonsible for any cost $10 copay (member responsible

exceeding the allowance) less for any difference)
One frame in any period of 12 consecutive months

100% of approved amounl“ Reimbursemen-t cp to $2‘i0 )
(member responsible for any
difference}

Contact lenses up fo the a[lowance in any perlod of 12 consecutlve months

$120 allowance that is applied toward $105 allowance that is appl:ed
contact lens exam (fitting and materials) toward contact lens exam (fitting

and the contact lenses (member and materials) and the contact

responsible for any cost exceeding the  lenses (member responsible for

allowance) -any cost exceeding the
allowance)

Contact lenses up to the allowance In any perlod of 12 consecutive months

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

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
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LETTER OF UNDERSTANDING
between
TPOAM - ASSISTANT PUBLIC DEFENDERS
and

COUNTY OF MACOMB

RE: City of Detroit Income Taxes

The County agrees to allow members who reside in the City of Detroit to opt to have their city income taxes
withheld by a payroll deduction.

FOR THE UNION: FOR THE EMPLOYER:
m i 4& %AL%(LO[ 1)
Michael Gerald, Blsiness Agent, TPOAM Karlyn Semlow;-Director
i - . Human Resources and Labor Relations
/

Marissa Kulscar, President, TPOAM

f’;’/’ pn CXor—
Elisha Oakes, Vice-President, TPOAM

Dated: 10-1|-2:0433




MEMORANDUM OF UNDERSTANDING
REGARDING CERTAIN HEALTH BENEFITS

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

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

NOW BE IT RESOLVED THAT, the County of Macomb and the TPOAM (Assistant Public Defenders) hereby agree
to remove elective abortion coverage from the health insurance offered through their collective bargaining
agreement and substitute prescription drug coverage for contraceptives and coverage for voluntary sterilization.
Provided, however, nothing in this Memorandum of Understanding shall deny medically necessary care to a
covered female, or apply in cases where pregnancy is the result of criminal sexual assault.

FOR THE UNION: FOR THE EMPLOYER:
/ 0 C\io.,\p.m Q@m /)
Michae)/ Gerald, BE;sjnWt, TPOAM Karlyn Semlow,\D}ector
24 g e Human Resources and Labor Relations

Marissa Kulscar, President, TPOAM

Elisha Oakes, Vice-President, TPOAM

Dated: \O-1\- ;033




