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AGREEMENT

This Agreement is entered into on the first day of January, 2023, between the 16th Judicial Circuit Court,
hereinafter referred to as the Employer, and the Teamsters Local 214, hereinafter referred to as the Union.

ARTICLE 1
PURPOSE AND INTENT
A. The general purpose of this Agreement Is to set forth terms and conditions of employment, and to
promote orderly and peaceful labor relations for the mutual interest of the Employer and employees

and the Union.

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

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

ARTICLE 2
NON-DISCRIMINATION
The Parties agree that the provisions of this Agreement shall apply equally to all employees regardless of
religion, race, color, national origin, age, height, weight, familial status, marital status, sex, sexual
orientation, gender identity or union affiliation.

ARTICLE 3

RECOGNITION

16TH JUDICIAL CIRCUIT COURT

Pursuant to and in accordance with all applicable provisions of Act 379 of the Public Acts of 1965, as
amended, the Employer does hereby recognize the Union as the exclusive representative for the purpose
of collective bargaining in respect to wages, hours, and conditions of employment for the term of this
Agreement for all employees described in MERC case No. R90 E-157.

ARTICLE 4

NO STRIKE
The Parties hereto also recognize that it is essential for the health, safety and public welfare of the County
that services to the public be without interruption, that the right to strike is forbidden by the Statutes of
the State of Michigan. Any employee guilty of engaging in a slowdown, work stoppage, or strike, shall be
subject to disciplinary action up to and including discharge.

ARTICLE S

DEDUCTION OF DUES

Employees who are represented by the bargaining unit may authorize the Employer to pay their service fees
ar dues to the Union and to deduct the amount of the dues or service fees from the second pay of each



month. Upon receipt of written authorization, the Employer shall make the deduction at the next pay period
designated for this purpose. Dues and service fees shall be collected in advance for the following month and
the total amount deducted each month shall be forwarded to the Union Treasurer in one payment.

ARTICLE 6
REPRESENTATION

A. The Union shall notify the Employer in writing of the names of the officers and stewards of the
local.

B. Stewards and Alternate Stewards: Employees in the bargaining unit may be represented by one
steward on each shift. In the absence of the steward, an alternate may be appointed by the local
President.

C. Stewards shall be permitted a maximum of one (1) hour per day during their working hours, without

loss of time or pay, for the purpose of investigating and presenting grievances to the Employer,
provided a greater period of time may be permitted by authorization from his/her immediate
department head or designee. Prior notice must be given to the immediate supervisor before
leaving his/her work station.

D. The Employer agrees to recognize union stewards based on the following:
L Friend of the Court: two (2) stewards
2. Circuit Court: one (1) steward
E. Bargaining Committee: The Bargaining Committee shall be comprised of the Union President or

designee and no mare than three (3) employee representatives, as follows:
1. Friend of the Court: two (2) employee representatives
2. Circuit Court: one (1) employee representative

The Parties agree that they will review the number of employee representatives if the number of
represented employees significantly changes.

ARTICLE 7

GRIEVANCE PROCEDURE

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

B. Any employee having a grievance in connection with their employment MUST present it to the
Employer within twenty (20) days after occurrence of alleged grievance. The Union may submit a
class-action grievance provided it alleges the violation of a specific article or section which results
would be the same for each employee involved in the grievance. Grievances must be presented as
follows:



STEP 1: VERBAL - IMMEDIATE SUPERVISOR: The employee shall first discuss a grievance
with their immediate supervisor or designee. A steward may be present at this meeting.
The immediate supervisor shall give a verbal answer within five (5) days of such discussion.

STEP 2: WRITTEN - DEPARTMENT HEAD: If the grievance is not settled at the verbal
step, the Union, through its authorized representatives, shall reduce the grievance to
writing and present it to the Department Head, within ten (10) days after the receipt of
the verbal answer. A meeting shall be held between the Parties unless mutually waived in
writing. Within ten (10) days after the completion of the meeting, or the waiver thereof,
the Department Head shall give a written answer.

STEP 3: DIRECTOR, HUMAN RESOURCES AND LABOR RELATIONS: If the grievance is
not settled at STEP 2, the Union, through its authorized representatives, shall present the
written grievance to the Director, Human Resources and Labor Relations, or the designee,
with a courtesy copy for the Department Head, within ten (10) days after receipt of the
STEP 2 answer.

a. The Director shall arrange a meeting between the local Union representative, the
Grievant and the Employer, within twenty (20) days after receipt of said grievance.

b. The decision of the Director or designee shall be given in writing on the grievance
within ten (10} days after said meeting.

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

STEP 4: ARBITRATION: If the grievance is not satisfactorily resolved at Step 3, or through
grievance mediation, the Union has thirty (30) days from the date of the Step 3 answer or
the date of the decision issued by the mediator in the event of grievance mediation, to
submit a written Notice of Intent to Arbitrate by sending a letter to the Director, Human
Resources and Labor Relations. If the Union fails to submit a Notice of Intent to arbitrate
within this time limit, the grievance shall be deemed not eligible to go to arbitration.

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

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

¢. The Party seeking arbitration shall notify the arbitrator within 10 days of his/her
selection and begin to arrange the scheduling of the arbitral hearing.



Authority Of The Arbitrator:

1.

All arbitration hearings shall be governed by the rules of the Michigan Employment
Relations Commission (MERC).

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
laws or rules or regulations having the force and effect of law. The arbitrator shall be
without power to modify or vary in any way the terms of this Agreement.

The arbitrator shall have no power to establish or modify job classifications, to establish
wage rates, or to change any existing wage rate, work schedule, or assignment, except
for grievances arising out of Article 16, B, Procedure for Reclassification.

In the event a grievance is submitted to an arbitrator and the arbitrator finds that they
have no jurisdiction to rule on such grievance, it shall be referred back to the Parties
without an award 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 membets, the employee or
employees involved, and the Employer and the County, and that there shall be no appeal
from any such decision unless such decision shall extend beyond the limits of the powers
and jurisdiction herein conferred upon such arbitrator.

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

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

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

The fees and approved expenses of an arbitrator will be paid by the losing Party. The
arbitrator in his/her award shall designate the losing Party. In cases where there is no
clear loser, the arbitrator shall so designate and the fees and expenses of the arbitrator
shall be paid equally by the Parties.

General Conditions:

1

The Parties, in recognition of the cost of arbitration and the principle that like facts should
produce like results, hereby agree that once an employee has elected to pursue a remedy
by State or Federal Statute or Ordinance for alleged conduct which may also be a violation
of this Agreement, such employee shall not have simultaneous resort to the grievance
procedure and any grievance then being processed shall be deemed withdrawn by the

party filing.

Withdrawal Of Grievances: A grievance may be withdrawn and, if so withdrawn, all
financial lfability shall be cancelled. If the grievance is reinstated, the financial
responsibility shall date only from the date of reinstatement. If the grievance 1s 'not




reinstated within twenty (20) days from the date of withdrawal, the grievance shali not be
reinstated.

3. Computation Of Back Wages: All claims for back wages shall be limited to the amount of
straight time wages less any unemployment compensation, and/or wages earned from any
other source during the period in question.

4, Time Of Appeals: Any grievance not appealed within the time specified in the particular
step of the grievance procedure, shall be considered settled and not subject to further
review. In the event that the Employer shall fail to supply the Union with its answer in
writing to the particular step within the specified time limits, the grievance shall be deemed
automatically positioned at the next step with the time limit for exercising said appeal,
commencing with the expiration date of the Employer’s period for answering.

5. Nothing contained herein shall be intended to abrogate an employee's right to discuss
normal, customary administrative situations with his/her immediate supervisor. However,
if the employee deems a situation sufficiently worthy as a basis of complaint, the procedure
hereinbefore set forth shall be followed.

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

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

8. All references to days as they pertain to the grievance procedure shall mean working days,
i.e., Monday through Friday. They do not include Saturdays, Sundays and designated
holidays.

9, 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,

ARTICLE 8

SPECIAL CONFERENCES

Special Conferences mutually agreed upon, will be arranged between the Steward or designee, and
the Director, Human Resources and Labor Relations or designated representative, for purposes of
discussion of important matters, for example, Health and Safety issues. Such meetings shall be
between at least two (2) but no more than four (4) representatives of the Employer and at least
two (2) but no more than four (4) representatives of the Union. Written arrangements for such
Special Conferences shall be made in advance and an agenda of 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. The members
of the Union shall not lose time or pay for time spent in such Special Conferences.

Special Conferences called to discuss disciplinary actions or measures shall freeze any and all time
limits in the grievance procedure.



ARTICLE 9
UNION BULLETIN BOARDS

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

1. Notices of recreational, educational and social events.
2. Notices of Union Elections and results of said Union Elections.
3. Notices of Union Meetings.

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

ARTICLE 10

DISCIPLINE AND DISCHARGE

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

actions or measures may include, but are not restricted to, the following: oral reprimand,
written reprimand, suspension or discharge. The Employer subscribes to the general
philosophy that the primary purpose of disciplinary action is to correct the employee's
behavior or conduct, and that the disciplinary action procedure should be progressive in
nature. However, the severity of any incident could result in loss of time and/or discharge.

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

3. Disciplinary action may be imposed upon an employee for failing to fulfill his/her
responsibilities as an employee. Employees may be subject to disciplinary action for off
duty conduct which has a nexus to their employment. 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 provision as provided for in this Agreement.

4, If the Employer has reason to reprimand an employee, it shall be done in a manner that
will not embarrass the employee before other employees or the public.

Suspension And Discharge:

1. If the Employer feels there is just cause for suspension or discharge, the employee and
his/her steward will be notified in writing that the employee has been so disciplined. Such
notification shall contain the charge(s) against the employee. If an employee is suspended
without pay for more than ten (10) days, or discharged, whenever possible the employee
shall be allowed to meet with a steward before leaving the premises.



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

Records in Personnel Files:

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

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

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

4, If a record of discipline is not subject to paragraph 3 above and is older than two (2) years,
it will not be relied upon for the purposes of progressive discipline.

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

ARTICLE 11

PROBATIONARY PERIOD

Probationary Period For New Full-time Employees: A full-time employee, newly hired into this
bargaining unit, shall be considered a probationary employee for the first six (6) months of

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

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

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



Probationary Period For Promoted Employees Who Have Had A Change In Classification:

1,

An employee who has had a change in classification (promotion, demotion, lateral transfer,
bump or recall) shall have a probationary period of four (4) months from the date of change
in classification to prove that he/she has the ability to handle the requirements of the
position. If he/she is not capable of fulfilling the requirements, he/she may be demoted
to his/her previous classification without prejudice. Such employee will have the option of
returning to his/her previous classification without prejudice, within one (1) month from
the date of change in classification.

Upon a change in classification, an employee will receive periodic evaluations, at
reasonable intervals, during the probationary period. Probationary employees wilt be
notified of these evaluations.

ARTICLE 12

SENIORITY

Seniority Is Defined As Follows:

1.

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

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

b. Department shall be defined as follows:

Friend of the Court = one (1) Department
Circuit Court Administration = one (1) Department

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

Any employees with the same seniority date requiring the need of determination by seniority, shall
be decided by the fiip of a coin while both employees are present.

Seniority Lists: The Employer will furnish to the Union and shall post a seniority list once each year,

during the month of July. This list will show the employee's name, department, classification,
departmental seniority and entry into employment date.



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
lists are distributed.

Loss Of Seniority: An employee shall forfeit seniority rights for the following reasons:

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

2. They are dismissed and not subsequently reinstated in accordance: with appropriate
provisions of the Agreement between the Parties.

3. They are absent without leave for a period of three {3) consecutive working days without
notifying the Employer. After such absence, the Employer will send written notification to
the employee at their last known address that they have lost their seniority and their
employment has been terminated. In proper cases exceptions shall be made by the
Employer. If the disposition made of any such case is not satisfactory, the matter may be
referred to the grievance procedure,

4, They retire,

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

6. If they do not return to work when recalled from layoff. The recall rights are as spelled
out in this Agreement between the Parties.

7. Failure to return from Sick Leave and leaves of absence will be treated the same as E.3
above.

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

ARTICLE 13
REGULAR WORK SCHEDULE

The regularly scheduled work day shall consist of seven and one-haif (7.5) hours per day, five (5)
days per week. There shall be a one-hour unpaid meal period.

For all employees.of the bargaining unit, there shall be two (2) paid fifteen (15) minute rest periods,
one during the first half of the shift and one during the second half of the shift.

ARTICLE 14

EMPLOYEE DEFINED

Reqular Full-time Employee: A regular full-time employee is an individual employed in a fuil-time
budgeted position and regularly scheduled to work thirty (30) hours or more per week for six (6)
consecutive months. Regular full-time employees are entitled to benefits as specifically outlined in
this Labor Agreement.

Reqular Part-time Employee: A regular part-time employee is an individual employed in a part-time
budgeted position and regularly scheduled to work less than thirty (30) hours per week for six (6)



consecutive months. Regular part-time employees shall not be entitled to any benefits pursuant to
this Labor Agreement.

ARTICLE 15
OVERTIME

Full-time employees shall receive compensation at the rate of 1 ¥ times their regular hourly rate
for all hours scheduled and authorized over and above their regular work week. Compensation as
used in this Article shall mean either cash payment or compensatory time. The Employer has the
right to offer overtime compensation either in the form of cash payment or compensatoty time. An
employee has the right to refuse overtime if it is offered as compensatory time; however, the
Employer may then offer the overtime, in the form of compensatory time, to other employees.

There will be no accrual of compensatory time in excess of 40 hours. The use of compensatory
time must be pre-approved by the Department Head or Designee and must not disrupt the
operations of the Department. Employees may request to be paid for unused compensatory time
and the County shall, within thirty (30) days of such request, pay the employee for unused
compensatory time.

ARTICLE 16
PROCEDURE FOR RECLASSIFICATION

If in the opinion of an employee, he/she is regularly working out of his/her classification and/or,
the duties and responsibilities have evolved to a state that the classification that the employee
currently holds is not reflective of the current job duties, then the employee may apply for a
reclassification as follows:

1. The employee shall make a request for reclassification, in writing to the Chief Judge or
his/her designee with copies to the Union and to the Human Resources and Labor Relations
Department. Contained in the written request must be the following:

The current classification that the employee holds, and the classification to which the
employee feels hefshe is entitled. All supporting documents and reasons as to why the
employee feels that the new classification is warranted.

2. Upon receipt of the request and subsequent investigation by the Human Resources and
Labor Relations Department, a meeting shall be scheduled within forty-five {(45) working
days. Present at this meeting shall be representatives from the Union, the employee
requesting the reclassification, the Chief Judge and/or his/her designee, and representative
from Human Resources and Labor Relations. Within forty-five (45) working days of the
aforementioned meeting, the Director, Human Resources and Labor Relations will state in
conjunction with the Chief Judge or his/her designee, the recommendation in writing to
the employee and to the Union. There shall be no appeal to the Grievance Procedure.

When a new job is created in a unit and cannot be properly placed in an existing classification, the
Employer will establish a classification and rate structure to apply. In the event the Union does not
agree with the rate structure established by the Employer, the Union shall have the right to submit
the matter to the Grievance Procedure at the Second Step.

10



ARTICLE 17
PROMOTIONS

Promotion: A “promotion” is defined as the movement of an employee to a regular job opening
in a classification assigned to a higher pay grade and for which the employee is qualified.
Promotions to a higher classification shall be based on qualifications, as determined by the
Employer. If qualifications are determined to be equal, seniority shall then be given first
consideration.

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

Postings shall be made for ten (10) working days for all openings. Posting periods may be altered
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.

Any employee interested in a position must apply through the Human Resources and Labor
Refations established application process with the posting pericd. 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, but without
prejudice to employees seeking the position.

Upon promotion, an employee will be placed at the minimum step of the new classification's Pay
Grade or the closest increment step of the new classification's Pay Grade that will reflect a pay
increase, whichever is greater.

Eligibility for the next increment adjustment, if any, will be six months after the promotion takes
effect.

ARTICLE 18
LAYOFF
Layoff means a reduction in the work force,

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

1. Layoffs, as required, shall be made within the affected classifications in the affected
department.
2. Such reduction will be made in the first instance, by terminating probationary employees

in the affected classification.
3. If a further reduction in the force is required, such reduction, in the case of seniority

employees, will be made in inverse order of seniority within the affected classification in
the affected departments, i.e., last hired, first person laid off.

11



4. When an employee is faid off, due to a reduction in the work force, he or she shall be
permitted to exercise his/her seniority rights to "bump" or replace an employee with less
seniority in an equal or lower job classification in the affected department only. Any such
bumping in this provision shall be done under the following conditions:

a. Hefshe shall have seniority as required and as defined in the paragraph "Department
Seniority Defined", of this Agreement.

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

c.  Anemployee who qualifies for rights as set forth above, shall have the right to exercise
such right or to accept layoff.

d. Failure of the affected employee to exercise such "bumping rights” at the time of
layoff, will result in forfeiture of "bumping right" during the term of such layoff.

5. After an employee has exhausted all other bumping rights as outlined in this Article, he or
she will be offered one opportunity to bump the employee with the lowest bargaining unit
seniority, provided said employee has worked in the department for which the bump may
occur for a minimum of one year and meets the provisions of Article 18 B.4. or accept layoff.
The employee bumped under this provision shall be laid off.

Employees in classifications covered by this Agreement who are laid off from their regular
employment as a result of a reduction in force, will be given opportunity for interview for hire into
a like classification only, for which they qualify, when opportunity for such hire occurs in
departments as listed in the Agreement between the Parties. Like classification is hereby defined
as a classification in which the employee was employed at time of [ayoff.

Employees so selected will then have seniority in the new department: in accordance with provisions
of "Seniority Defined", as outlined in the Agreement between the Parties. Such employees shall
serve a thirty (30) day trial period, during which time the Employer may terminate the employee.
Such termination by the Employer will not affect the former layoff or seniority status of the
employee.

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

ARTICLE 19
RECALL

When the working force is increased after a layoff, employees will be recalled according to seniority
as listed under "Seniority Defined" herein. Notice of recall shall be sent to the employee at his/her
last known address, as listed in his/her Personnel File located in the Human Resources and Labor
Relations Department, by Certified Mail. If the affected employee fails to report for work within
(10) days from the date of mailing of notice of recall, it shall be considered that he/she has
voluntarily quit. Extension will be granted solely by the Employer, in proper cases.

Recall rights for laid off employees will be limited to a period of one year or length of departmental

seniority, as described in "Seniority Defined" whichever is longer and except far employees hired
on or after January 1, 1983, who upon layoff shall have recall rights limited to length of seniority,
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but in no event to exceed a period of eighteen months following date of such fayoff, Upon expiration
of either period, whichever is applicable, the Employer shall be under no further obligation to recall
the laid off employee and such employee shall forfeit his/her seniority.

C. Recall rights of affected employees covered by this Section will be limited to the following:
1, Employees who are selected for employment in a new department will, should subsequent

layoff occur in that department, have an option of retaining recall rights within their
previous classification in accordance with Recall Procedure as outlined in the Agreement

between the Parties.

2 If the employee does not exercise the option outlined in 1 above, such employee shall be
deemed to have chosen to retain recall rights in the department from which they were last
laid of.

3. Exercise of either option, 1 or 2, shall be chosen in writing at the time of subsequent layoff

in the new department and will become a part of the employee's Personnel File. A copy
of such written option will be given to the Local Union President.

ARTICLE 20

TEMPORARY ASSIGNMENT TO A HIGHER CLASSIFICATION

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 classification for a period
in excess of five (5) continuous working days will receive the minimum rate of the higher classification or
one (1) increment added to their current salary, whichever is greater.

The employee temporarily assigned must have the current ability to do the available work and meet the
minimum qualifications of the higher classification. The employee temporarily assigned shall be eligible for
increments until the maximum salary for the temporary assignment is reached. Payment for such temporary
assignment must be authorized in writing by the Department Head and approved by the Director, Human
Resources and Labor Relations before the salary adjustment is made.

The procedure set forth in Article 30, New Employees - Salary Increments, shall be utilized to approve or
disapprove increments pursuant to this provision.

ARTICLE 21
SICK LEAVE

A, Participants in the Deferred Retirement Option Plan are not subject to Article 21, Sick Leave, but shall
receive Sick Leave in the manner described in Article 33, Deferred Retirement Option Plan.

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

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

C. For Sick Leave usage only, the unused Sick Leave accumulation maximum that an employee can earn
will be one hundred eighty (180) work days.
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For accumulated Sick Leave payoff purposes the maximum Sick Leave accumulation will retain its cap
of one hundred twenty-five (125) work days.

An employee may utilize available Sick Leave for absences:

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

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

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

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

Any employee absent for one of the 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 dental of Sick Leave with pay for the period of absence.

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

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

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

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

2. Retirement: A regular employee, as defined in Article 14, Employee Defined, who leaves
employment because of retirement and is eligible for and receives a pension under Macomb
County Employees' Retirement Ordinance, shall be paid for fifty percent (50%) of their
accumulated and unused Sick Leave at employee's then current rate of pay.

3. In case of death of a regular employee, as defined in Article 14, 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 estateftrust.
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J.

4. Excess sick leave, up to a maximum of 440 hours, will be paid at the time of

’ separation from the County to either those eligible to receive benefits under Macomb
County Employees’ Retirement Ordinance or to those who have participated in the
DROP. The cash payment will be made in the payoff check with normal deductions. This
payment will not be included in the Final Average Calculation (FAC).

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

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

Continuous years of Full Time Service Percentage Payoff Amount
After 5 years 25% of a maximum of 125 work days
After 10 years 50% of a maximum of 125 work days

The cash payment will be made in the final payoff check with all normal payroll deductions.
ARTICLE 22

BEREAVEMENT LEAVE

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

A

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

The Employee may elect to take up to three (3) bereavement [eave 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. and C. of this article are subject to prior
approval by the Employer and shall not be unreasonably withheld or denied.

ARTICLE 23

PAID TIME OFF

Participants in the Deferred Retirement Option Plan are not subject to Article 23, Paid Time Off, but
shall receive Paid Time Off in the manner described in Article 33, Deferred Retirement Option Plan.
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The purpose of Paid Time Off (PTO) is to provide employees with flexible paid time off from work
that shall be used for such employee needs as vacation, personal business and other activities,
without disrupting the operations of the department. Paid Time Off (PTO) shall also be used for
employee absences incurred from inclement weather.

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

The paid leave provisions in this contract apply only to full time employees working 37.5 hours or
more, All 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

Paid Time Off days may be accumulated to a maximum of thirty (30) work days.
Paid Time Off shall be available for use upon accrual.

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

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

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

16



A,

ARTICLE 24

INSURANCE BENEFITS

Life Insurance:

1.

Full-time Employees (including DROP Participants):

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

The Employer will provide a payroll deduction option for employees wishing to purchase
additional $25,000 increments of life insurance to a maximum of $375,000. Rates and
conditions shall be those established by the insurance carrier.

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

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

Insurance Benefits:

1,

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

Dependent Eligibility:

Full-time employees (including DROP participants) may elect to cover their current spouse on
Macomb County’s medical, prescription drug, dental and 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 regufar 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 deducticns, the Employer will meet and confer an design, plan, or carrier
changes to comply with PA 152.

1.

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

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

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

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

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

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

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

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

All employees who retire or DROP after November 1, 2013, will have the medical and prescription
drug plan as outlined in Appendix 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.

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

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

Employees who retire under the provisions of the Macomb County Employees’ Retirement
Ordinance who subsequently are employed on a full-time basis where the subsequent employer
offers a medical and prescription drug plan, shall not be eligible for Employer provided medical
and prescription drug benefits during such period of full-time employment.
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7.  Employees who retire under the provisions of the Macomb County Employees' Retirement
Ordinance and eligible spouse as defined in D.1.a., shall, if eligible apply for and participate in
ANY National Health Insurance program offered by the U.S. Government. Failure to participate,
if eligible, shall be cause for termination of Employer paid hospital-medical benefits as outlined.

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

Vision Plan:

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

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

Long Term Disability: Full-time employees (including DROP Participants) covered by this Agreement
will be provided a Long Term Disability program with benefits as currently provided by the present
provider, or its substantial equivalence.

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

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

ARTICLE 25

WORKER'S COMPENSATION DISABILITY

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

A.

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

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

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

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

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

The Employer shall have the right to fill the position vacated by the employee receiving Worker's
Compensation, through temporary appointment or hire, for the entire period in which the position
is temporarily vacant, notwithstanding Article 14, Employee Defined. A current employee filling the
position on a temporary basis shall not accrue classification seniority. The position shall become a
regular vacancy at the time the active employment relationship is terminated with the employee
receiving Worker's Compensation.

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

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

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

2. If the employee's Sick Leave Reserve (and Paid Time Off if the employee so chooses) has
been depleted and the employee has been receiving Worker's Compensation payments for
less than 104 weeks, the Employer shall pay to such employee a sum of money, in addition
to Worker's Compensation payments, whereby the combination of Worker's Compensation
payments and such Employer supplement shall equal two-thirds (2/3) of the employee's
regular wage or salary. The Employer's 2/3rds pay supplemental shall be made for a period
not to exceed twenty-six (26) weeks; however, in no case shall the combination of the
supplement payments (H.1 and H.2) exceed 104 weeks.
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3. Upon the expiration of the 104 weeks an employee unable to return to duty shall be
terminated by the Employer. The Employer will have no further obligation to the former
employee, unless the employee qualifies for and receives retirement benefits as provided
in Article 32, Retirement System and the Macomb County Employees' Retirement

Ordinance.

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

L. The foregoing provisions shall neither restrict nor enlarge upon the provisions and benefits accorded

by the Macomb County Employee's Retirement Ordinance relative to total and permanent disability
provided for therein.

ARTICLE 26
MILEAGE
Mileage reimbursement will be made for employees required to use their personal vehicles while performing
assigned County business. The mileage reimbursement rate will be established in accordance with the
Internal Revenue Service mileage reimbursement formula. Mileage reimbursement will be paid based on

the rate in effect at the time the mileage was incurred.

Mileage reimbursement must be authorized in advance by the Department Head or designee and in
accordance with County and Department policy.

ARTICLE 27
LONGEVITY

A.  Participants in the Deferred Retirement Option Plan are not subject to Article 27, Longevity, but shalll
receive Longevity in the manner described in Article 33, 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 longevity compensation is as follows:

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

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

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

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

ON OR BEFORE OCTOBER 31S5T
STEP 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 regular payroll check, when due, for eligible employees.
It shall be considered a part of the regular compensation and, as such subject to Federal and State
withholding tax, social security, retirement deductions, regulations and ordinances of the County of
Macomb and other applicable statutes.

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

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

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

ARTICLE 28

HOLIDAY BENEFITS
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 Independence Day
Labor Day Columbus Day
November 11% (Veterans' Day) Thanksgiving Day
The day AFTER Thanksgiving December 24% (Christmas Eve)
December 25% (Christmas Day) December 31% (New Year's Eve)
June 19% (Juneteenth) General Election Day in the EVEN numbered years

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

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

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

3. Should the holiday fall on Sunday (except for December 24% and December 31%, which are
detailed in B.4 of this Article) the immediately succeeding Monday shall be observed as the
designated holiday for that year.
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4. December 24% and December 315t

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

b. Sheuld December 24" and December 31 fail 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 hefshe works the scheduled day
before and the scheduled day after the holiday and the holiday, if scheduled, or is excused
with pay for the entire day from work.

ARTICLE 29
SALARY SCHEDULE
The Salary Schedule is attached to and is a part of this Agreement.
ARTICLE 30
NEW EMPLOYEES - SALARY INCREMENTS

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

B, Salary Increments: After employment, each employee will be entitled to one normal increment
after each thirteen (13) continuous complete pay periods. Such increment will become effective
the first day of the fourteenth (14th) complete pay pericd. All increments to be approved by the
Department Head before becoming effective, providing any disapproval of an increment by a
Department Head shall be set forth in writing together with the reasons therefore, and a copy
thereof furnished to the employee and the Director, Human Resources and Labor Relations.

ARTICLE 31
JURY DUTY

In the event an employee is called for jury duty, the employee shall promptly provide a copy of the official
notice to hisfher immediate supervisor and the employee shall be released to serve. 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 workday.
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Should any employee be released from jury duty prior to the end of a workday, the employee shall, when
practicable, return to the department and work until the conclusion of that day’s shitt.

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

ARTICLE 32

RETIREMENT SYSTEM

A.  Retirement Benefits: The Employer shall continue the benefits as provided by the presently constituted

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

B.  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 July 24, 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 July 24, 2009, the County pension shall not exceed sixty-five percent (65%) of
annual average compensation.

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

Pension Multiplier: For any employee hired on or before December 31, 2001, or who is vested
as of July 24, 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 July 24, 2009, the formula for computing final average compensation, used
for calculating pension benefits for eligible bargaining unit members, shall be based on the
average of an employee’s one hundred and four (104) highest consecutive pay periods of
compensation out of the last two hundred and sixty (260) pay periods.

For employees hired on or after January 1, 2002, the formula for computing final average
compensation, used for calculating pension benefits for eligible bargaining unit members, shall
be based on the average of an employee’s one hundred and thirty (130) highest consecutive pay
periods of compensation out of the last two hundred and sixty (260) pay periods.
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Retroactive Effect: Notwithstanding the provisions of the Macomb County Employees’ Retirement
System Ordinance, when an employee’s Final Average Compensation is calculated, any
retroactive wages provided shall be counted as if the retroactive wages were paid to the employee
when the wages were paid, not when they were earned by the employee.

Pension Calculation: For any employee hired on or before December 31, 2001, or who is vested
as of July 24, 2009, the County pension, which when added to an employee pension, will provide
a straight life retirement allowance equal to the number of years, and fraction of a year, of an
employee’s credited service multiplied by the sum of 2.4% of the employee's final average
compensation for the first twenty-six (26) years of credited service and one percent (1%) for
each year of credited service thereafter.

For employees hired after January 1, 2002, the County pension, which when added to an
employee pension, will provide a straight life retirement allowance equal to the number of years,
and fraction of a year, of an employee's credited service multiplied by the sum of 2.2% of the
employee’s final average compensation for all years of credited service.

Effective January 1, 2023, in no case shall the Straight Life pension benefit for a bargaining unit
member under this contract exceed 100% of the employee’s base salary at the time of retirement.
Such limitation shall be applied to a bargaining unit member’s straight life benefit calculation
prior to an applicable actuarial adjustment, if any, for the member’s selection of an optional

form of benefit or the annuity withdrawal option and shall also apply to the member’s DROP
benefit.

Eligibility:

a. For employees hired on or before December 31, 2001, or who is vested as of July 24,
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 servica; or
2.  Attained the age of 50 with at least 8 years of credited service, if the employee’s
age, when added to the employee’s years of credited service, equal the sum of 70

or more.

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

1.  Attained age 60 years and has 8 or more years of credited service; or
2.  Attained the age of 55 with 25 years of credited service.

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

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

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

Upon the employee’s retirement, the employee shall receive a retirement allowance as
provided in the Retirement Ordinance.
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10,

11.

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

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

1.  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,

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

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

Deferred Retirement Allowance Option: In the event a vested bargaining unit member, leaves
the employ of the County prior to the date they have satisfied the age and service requirements
for retirement provided in the Macomb County Employees’ Retirement Ordinance, for any reason
except their disability retirement or death, they shall be entitled to retire at the normal retirement
age and be subject to the retirement formula in effect at the time they left County employment
and as provided for in the Macomb County Employee’s Retirement Ordinance, provided that they
did 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
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12,

13.

14,

15,

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 entitled to a pension. The
vested member’s beneficiary or estate/ftrust shall receive the contributions and interest earned
as of the date of the vested member’s death.

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

vested may at any time prior to the effective date of their retirement elect Option A provided in
the Macomb County Employees’ Retirement System Ordinance in the same manner as if they
were then retiring from county employment, and nominate a beneficiary whom the retirement
commission 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 Peath Retirement Allowance, Automatic Provisions: Any vested bargaining unit

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

Deferred Retirement Option Plan (DROP): The Memorandum of Understanding executed in 2007
regarding the Deferred Retirement Option Plan (DROP) is incorporated by reference herein as
Article 33, Deferred Retirement Option Plan. Vesting for the purposes of DROP excludes service
time under the 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

27



Section C.5 and after the completion of five (5) years of service.

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

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

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

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

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

Completion of 1 year of service 20%
Completion of 2 years of service 40%
Completion of 3 years of service 60%
Completion of 4 years of service 80%
Completion of 5 years of service 100%
ARTICLE 33

DEFERRED RETIREMENT OPTION PLAN

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

A.

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

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

DROP Payment: Upon termination of employment, the retiree shall receive the monthly pension
previously credited to their DROP account. Failure to exit employment at the expiration of the
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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.

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

DROP Account: The employee’s DROP Account shall be the regular monthly pension 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 shail 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
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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.

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

1 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 the Employer, 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.

K. 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.

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

M. 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 plan, an employee’s Paid Time Off
and Sick Leave bank shall be “credited” and/or paid as provided for in this article or the Macomb
County Employees Retirement Ordinance.

N. Longevity, Paid Time Off and Sick L eave: 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. Atthe 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 in Section b, below.
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b. For DROP participants, the amount of longevity compensation paid in subsequent years shall
be determined by the step level achieved by the employee at the time they elected to DROP.
Step levels are listed below.

CONTINUOUS YEARS OF FULL-TIME SERVICE
ON OR BEFORE OCTOBER 31ST

STEP OF EACH YEAR AMOUNT
1 15 through 19 $600

2 20 through 24 $800

3 25 and thereafter $1,000

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

d.  Payments to-eligible DROP participants as of October 31st of any year shall be included in
the first regular payrell 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.

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

2. Paid Time Off for DROP Participants:

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

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

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

schedule:

YEARS OF ANNUAL

CONSECUTIVE FULL-TIME EQUIVALENT

SERVICE COMPLETED: OF:

less than 5 15 days
5 20 days
10 21 days
13 24 days
20 25 days
21 26 days
22 27 days

23 28 days
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24 29 days
25 30 days

c) 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.

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

e) 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.

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

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

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

3. Sick Leave for DROP Participants:

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

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

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

iii. After the exhaustion of the six (6) Sick Leave days provided for in paragraph i,
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.,

iv. DROP participants who are employed on December 31% of each year and have
nct exhausted the six (6) sick leave days provided for in paragraph i shall receive
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a pay out of up to three (3) of the unused sick leave days. Payment will be made
the following January.

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

b) DROP participants may utilize available Sick Leave for absences:

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

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

ii. Due to 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 @ member of the employee's household.

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

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

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

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

ARTICLE 34
LEAVE OF ABSENCE

A.  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
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B.

Provisions:

1,

Personal Leave:

a.

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

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

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

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

An approved Personal Leave shall not exceed 6 months.

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

While on an unpaid Personal Leave, benefits will be cancelled at the end of the month from
the point of unpaid status. Upon return from an unpaid Personal Leave of Absence, insurance
benefits will be reinstated in accordance with the waiting periods as outlined in Article 24,
Insurance Benefits.

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

An employee that fails to report for duty upon expiration of a Personal Leave shall be subject
to loss of seniority as outlined in Article 12, Seniority and termination of employment.

Medical | eave for Employee andfor Family:

d.

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

An eligible employee who is unable to work due to his/her 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. 1t 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
Rescurces and Labor Relations.

All foreseeable requests for a Medical Leave must be submitted in writing to the Department
Head or designee at least thirty (30) days prior to the effective date of the Medical Leave.
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An eligible employee must complete a request for Medical Leave of Absence and
Certification of Health Care Provider form provided by the U.S. Department of Labor.

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

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

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

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

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

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

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

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

o. 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
seniority as outlined in Article 12, Seniority and termination of employment.

Military:

a. The Employer complies with the Uniform Services Employment and Reemployment Right Act

C.

(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, shali notify the Elected Official/Department Head
or designee of the upcoming military service requirements.

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

Any employee on an approved USERRA Military Leave of Absence shall be eligible for the
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following benefits as a result of their Military Leave of Absence: differential pay, medical,
prescription drug, dental and vision benefits, life insurance, Retirement eligibitity or 401(a)
vesting, Sick Leave, Paid Time Off (PTO) 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 35

MANAGEMENT RIGHTS

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

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

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

The Employer retains and shall have the sole and exclusive right and authority to convert no more
than 9 full time vacant positions to part time during the term of this Agreement.

ARTICLE 36

EMERGENCY MANAGER

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

ARTICLE 37

REIMBURSEMENT ACCOUNT PROGRAM

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

ARTICLE 38
TERMINATION OR MODIFICATION
A. This Agreement shall be and continue in full force and effect until December 31, 2025.

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

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

D. Notice of Termination or Modification: Notice shall be in writing and shall be sufficient if sent by
Certified Mail addressed to Teamsters Local 214, 2825 Trumbull Avenue, Detroit, 48216, or, if to
the Employer, addressed to the Director, Human Resources and Labor Relations, 1 South Main
Street, 6™ Floor, Mt. Clemens, Michigan 48043, or to any such address as the Union or the Employer
may make available to each other.

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

F. 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 fuifilling or carrying out the Statutory
or Constitutional duties of his or her office.
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IN WITNESS WHEREOQF, the County of Macomb and the 16TH JUDICIAL CIRCUIT COURT, by its Director,
Human Resources and Labor Relations, and representatives of Teamsters Local 214, on behalf of its
represented employees, hereby cause this Agreement to be executed.

FOR THE UNION: FOR THE EMPLOYER:

Amy Roddy{Bdsthess Agent U Karlyn Sem[o)m: rEirector

/Tea\r_nsters Local 214 Human Resources and Labor Relations
/4 -

- Amy Hogan, Cirfult Court Steward

u Teamsters Local 214

Sarah Laing, Friend of the Court Steward
Teamsters Local 214

pated: AN\ onch S0, 033
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_ TEAMSTERS LOCAL 214 — CIRCUIT COURT/FRIEND OF THE COURT

Classification

PTA Grade

ADMINISTRATIVE COORDINATOR

COLLECTION SPECIALIST

ENFORCEMENT ASSISTANT

OFFICE ASSISTANT

OFFICE ASSISTANT SENIOR

OFFICE ASSISTANT SENIOR, PART TIME

OFFICE CLERK

OFFICE CLERK, PART TIME

RECORDER. SECRETARY

UEPEGWU‘HI‘H
@]




2023 PAY GRADES.

_Step1 Step2 | 'Step3 - | Step4’ | Step5_ ‘Step6 | Step7 | Step8 Step 9 Step10

A | $30,080.46 | $30,952.79 | $31,850.42 | $32,774.09 | $33,724.53 | $34,702.55| $35,708.92 | $36,744.48 | $37,810.07 | $38,906.56
B | $33,088.51'| $34,048.07| $35,035.47 | '$36,051.49 | $37,096.99| $38,172.80.| $39,279.81 | $40,418.93 | $41,591.08 | $42,797.22
C| $36397.36| $37452.88| $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 [ $42,392.9% | $43,622.31 |° $44,887.36| = $46,189:00 | $47,528.57 | $48,906.90 | $50,325.20°| $51,784.63
E| $44,040.80 | $45,317.98 | $46,632.21 | $47,984.54 | $49,376.09 | $50,808.00 | $52,281.43 | $53,797.59 | $55,357.72 | $56,963.10
F | $48,444.88' $49,849.78 | $51,295.43 | - $52,782.99 | $54,313:70 $55,888.80 | .$57,509.57 | $59,177.35| ' $60,893.49  $62,659.40"
G| $53,289.37 | $54,834.76 | $56,424.97 | $58,061.29 | $59,745.07 | $61,477.68 | $63,260.53 | $65,095.09 | $66,982.84 | $68,925.35
H| $58,618.311. $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
3| $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| 485823.06| $88,311.93| $90,872.98 | $93,508.29 | $96,220:037] $99,01041 | '$101,881.72 | $104,836.29'| $107,876.54 | $111,004.96"
M| $94405.37 | $97,143.12 | $99,960.27 | $102,859.12 | $105,842.04 | $108,911.46 | $112,069.89 | $115,319.91 | $118,664.19 | $122,105.45
N | $103,845.90 | $106,857.44 | $109,956.30 | $113,145:03 | $116;426:24 | $119,802.60 | . $123,276.88 | $126,851.91 | $130,530.61| $134,316.00'
O | $114,230.49 | $117,543.18 { $120,951.93 | $124,459.54 | $128,068.86 | $131,782.86 | $135,604.56 | $139,537.10 | $143,583.67 | $147,747.60
, PART TIME (1950) 2023 PAY. GRADES - , o .

_ Step 1 Step 2 Step 3 ‘Step 4  Step5 | Step6 | Step7 Step 8 Step 9 Step 10
A $15.42588 $15.87323 |  $16.33355 |  $16.80722 |  $17.20463 | _$17.79618 $18.31227 $18.84332 $19.38978 |  $19.95208
C $18:66531 |  $19.20660]  $19.76360 |  $20.33674 1  $20.92651 |  $21.53337 |  $22.15784 |  $22:80042 | . $23.46163 |  $24.14202




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 S_i:ép' 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 | $35073.82| $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 | $38581.20 | $39,700.05 | $40,851.35 | $42,036.04 | $43,255.09 | $44,509.48 | $45,800.26 | $47,128.47 | $48,495.19 | $49,901.56
D | $42439.32| $43,670:06 | $44,936:148] $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 | $55418.32 | $57,025.45| $58,679.18 | $60,380.89
F | $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 | $65,000.80 | $71,001.81 |  $73,060.87
H| $62,13541 | $63,937.33 $65791.52| $67,699.47 | $69,662.75 | $71,682.97 | $73,761.77 || $75,900:87 | '$78,102:.00}  $80,366.95
I $68,348.95 | $70,331.06 | $72,370.66 | $74,469.41 | $76,629.02 | $78,851.27 | $81,137.95| $83490.95| $85912.19 | $88,403.65
3 $75,183.84 | $77,364.17 | $79,607.73 | $81,916.35 [ $84,291.93 | $86,736.40 | $89,251.76 | $91,840.05 | $94,5034% |  $97,244.01
K| $82702.22 | ¢85,100.58 | $87,568.51 | $90,107.99 | $92,721.13 | $95410.04 | $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 | $115446.15 | $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 f_rom 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
H $63,999.47 | $65,855.45| $67,765.27 [ $69,730:45 | $71,752.63 | $73,833.46 | $75,974.62{ $78,177.90 $80,445.06 | $82,777.96
I] $70,399.42 $72,440.99 $74,541.78 $76,703.49 $78,927.89 $81,216.81 $83,572.09 $85,995.68 $88,489.56 $91,055.76
3| $77,439.36 $79,685.10.| $81,995.96 | $84,373.84 | $86,820:69 | $89,338.4% | $91,929.31 | $94,595.25| $97,338.51 | $100,161.33
K| $85183.29 $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 | $138,496.9% | $142,513.32 | $146,646.21
o| $124,716.85| $128,333.64 | $132,055.32 | $135,884.92 | $139,825.58 | $143,880.52 | $148,053.05 | $152,346.61 | $156,764.65 | $161,310.83
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Blue Care Network




BCN HMO Active Employees

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



CLSSLG
Macomb Co Employees - Hard Cap-Active/COBRA

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

BEN HMO Active Employees

Coverage for: All Plan Types Plan Type: TPA

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

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

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

Glossary. You can view the Glossary at https:/Avww.healthcare.gbvisbe-algssary or call 800-662-6667 to request a copy.

Important Questions

Answers: Member / Family

{Why This Matters:

for this plan?

What is the overall deductible? |$0 See the Common Medical Events chart below for your costs for services this plan covers.
Are there services covered . . .
before you meet your deductible? No You will have to meet the deductible before the plan pays for any services.
i No
2:: ::}gzg::i:—ggductlbles for You don't have to meet deductibles for specific services.
. e . |The out-of-Q- ocket limit is the most you could payina ye:'ar‘f-or covered services, If you have
What is the out-of-pocket limit 1$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
health care this plan does not cover

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

Will you pay less if you use a
network provider?

“Yes. Sée“wmfw.bcbsm.cdm'brv 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

This plﬂ.uses a provider ne_twork'. You will bay less if‘you use a Qfovidér 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

specialist?

|providers. {some services (such as lab work). Check with your provider before you get services.
Do you need a referral to see a Yes | This plan will pay some or all of the costs to see a specialist for covered services but only if

you have a referral before you see the specialist.




BCN HMO Active Employees

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

What You Will Pay

Out-of-Network
Provider

Limitations, Exceptions, & Other Important
Information

Common

Medical Event Network Provider

Services You May Need

|Primary care visit to treat an injury or illness

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

$20 copay/visit

Not covered

$20 copay for online visits.

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

Specialist visit $30 copayivisit Not covered combined visits for spinal manipulations
If you visit a health care performed by a chiropractor or osteopathic
provider’s office or clinic physician
| You may have to pay for services that aren't
. - - |preventive. Ask your provider if the services
Preventive care/screening/fmmunization No charge Not covered you need are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, biood work) No charge Not covered May req.uire preauthorization / No charge for
If you have a test ' lab services
|Imaging (CT/PET scans, MRIs) No charge Not covered Requires preauthorization
{Tier 1 - Mostly Generics $10 copay/30 days Not covered Preauthorization & step-therapy apply to select
If you need drugs to treat|r.. o _ drugs.
your illness or condition Tier 2 - Preferred Brand $25 copay/30 days Not covered 50% coinsurance for sexual dysfunction drugs.
More information about Effective 1/1/2013 Tier 1 contraceptives are
prescription drug |Tier 3 - Non-Preferred Brand $50 copay/30 days Not covered covered in full

coverageis available at
v Bcbsmcorh/customdr

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

uglist

Tiered copays listed above

|Specialty drugs 2pply Not covered Limited to a 30 day supply
May require preauthorization/50% coinsurance
If you have outpatient  [Facility fee (e.g., ambulatory surgery center) |No charge Not covered for TMJ, orthognathic surgery, reduction
surgery mammoplasty, male mastectomy
Physician/surgeon fees No charge Notcovered See "Outpatient surgery facility fee”




BCN HMO Active Employees

What You Will Pay

Common . s Limitations, Exceptions, & Other Important
Medical Event Services You May Need Network Provider Outp;:i‘l:ligt:_\rmrk Information
{You will pay the least) (You will pay the most) -
Emergency room care $100 copay/visit $100 copay/visit Copay waived if admitted
If you need immediate | . . Non-emergent fransport is covered when
medical attention 3 Emeraency medical transportation No charge No charge preauthorized
{Urgent care $30 copay/visit $30 copay/visit None
_ ) Preauthorization is required. 50% coinsurance
If you have a hospital  |Facility fee {e.g., hospital room) No charge Not covered for TMJ, orthognathic surgery, reduction
stay mammoplasty, male mastéctomy
' Physician/surgeon fee No charge Not covered See "Hospital Stay surgery facility fee"
If you need mental QOutpatient services No Charge Not covered Preauthorization is required
P g rreautnornization is reg
health, behavioral health,
or substance use Inpatient services No Charge Not covered Preauthorization is required
disorder services
- Postnatal and non-routine prenatal office
Office visits No charge Not covered visits-$20 copa
If you are pregnant Childbirth/delivery professional services No charge Not covered None
Childbirth/defivery facility services No charge Not covered None
. Requires preauthorization. Custodial care not
|Home health care $30 copay/visit Not covered covered.
Requires preauthorization/ One period of
treatment for any combination of therapies
Rehabilitation services $30 copay/visit Not covered within 60 consecutive days per medical
episode. Subject to meaningful improvement
If you need help $ within 60 days.
recovering or have other ABA - $20 copay per visit. PT/OT/ST for autism .
. - , =t pectrum disorder has
special health needs Habilfation services ﬁ??(%o%\[ per visit for Not covered unlimited visits. Requires preauthorization.
Skilled nursing care No charge Not covered Requires preauthorization/Limited to 730 days
Requires preauthorization and must be
: : obtained from a BCN supplier. Convenience
Durable medical equipment No charge Not covered and comfort items not covered. Diabetic
supplies covered in full




BCN HMO Active Employees

_ What You Will Pay
Common Services You May Need Out-of-Network Limitations, Exceptions, & Other Important

Medical Event Network Provider Provider Information
(You will pay the least) .
(You will pay the most)
i I .7 |inpatient care requires preauthorization.
Hospice services No charge ‘ N ot covered ~ |Housekeeping and custodial care not covered.
; Children’s eye exam Not covered Not covered Contact benefit administrator for coverage.
If your child needs Children’s gl . " |Not d " |Not covered Contact benefit administrator for coverage
dental or eye care ildren’s glasses ot covere ot covere ontact benefit administrator ge.
Children’s dental check-up Not covered Not covered Contact benefit administrator for coverage.




BCN HMO Active Employees

Excluded Services & Other Covered Services:

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

Acupuncture (if prescribed for rehabilitation » Long-term care * Routine eye care (Adulf)
purposes) « Non-emergency care when traveling outside the e  Routine foot care
Cosmetic surgery . US. ¢ 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 o Infertility treatment
Chiropractic care » Hearing Aid

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

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

You do not need prior authorization from Blue Care Network or from any other person (including a primary care provider) in order to obtain access to obstetrical or gynecological
care from a health care professional in our network who specializes in obstetrics 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 after it ends. The contact information for those agencies is: U.S. Department of Labor, Employee
Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsathealthreform., or the U.S. Department of Health and Human Services af 1-877-267-2323 x61565 or
www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health insurance Marketplace. For more
information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

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 ptan documents also provide complete information to submit a claim, appeal or a
grievance for any reason fo your plan. For more information about your rights, this notice, or assistance, contact : Blue Care Network, Appeals and Grievance Unit, MC C248,
P.0. Box 284,Southfield, MI 48086 or fax. 1-866-522-7345. For state of Michigan assistance contact the Department of Insurance and Financial Services, Office of General
Counsel-Appeals Section, 530 W. Allegan Street, 7t Floor, P. O. Box 30220, Lansing, MI 48909-7720, http://www.michigan.gov/difs; call 1-877-999-6442 or fax; 517-284-
8838,

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

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

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

Does this Plan Meet the Minimum Value Standard? Yes

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

Translation available
To get help reading in your language call the customer service number on the back of your ID card
Lo see excamples of how this plan might cover costs for a sample miedical sitnation, see the nexct page.




Al_Jout 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,

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

Peg is Having a Baby

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

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

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

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

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

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

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose mefer)

| Total Example Cost | $12,700] [ Total Example Cost | 7400
In this example, Peg would pay: In this example, Joe would pay:
- ~ Cost Sharing Cost Sharing _
Deductibles $0 Deductibles $0
Copayments $70 Copayments $800
Coinsurance $0 Coinsurance $0
What isn't covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $60
[ The total Peg would payis |  $130 | | The total Joe would pay is ~ $860 |

Mia's Simple Fracture

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

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

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

Diagnostic tests (x-ray)

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

| Total Example Cost | $1,900 |
In this example, Mia would pay:
Cost Sharing
Deducfibles $0
Copayments $200
Coinsurance $0
 What isn't covered
Limits or exclusions $0
| The total Miawould payis =~ |  $200{
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ADDENDUM — LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We:speak your-language
If you, or'someonié you rechelping, needs:assistance, you
have the right to get help and iriferration inyour
language at.no cost. To talk to-an interpreter, call the
Custdmer Service number an the back of your card, ar
B77-469-2583; TTY:: 711 if you are not already'a-member.
Si usted, o alguien a quien usted ast4 ayudando, necesita
aslistencia; tiene derecho'a: obtener: ayuda.e informacién
en-su idiema sin costo alguno. Para-hablar con un
intérprete, llame al nimero telefonico:de Sérvicio-al
cliente, que: aparet:e en la parte trasera de su: taneta,
877-469-2583, TTY: 711 si usted todavia no-esun
miembro;
Aol darlud datayaaclis 8T pais 5l v |3
A o p Ly )y gl itilagheally e Lidll e o pusadl
ke, ,,&LGL-.J,;,J,LJ it 8l o pall
nalls 18 5ite o3 1 1] B77-469-2583 TTY:7491 S
MR AREECEDNONR. BERE, EEEH
£RLEOJIEIGYUNHNNL. ETAN-GHBA,
HRESNFESUNEFBERTE BRGEFRER
. IBIRRIE 877469-2583, TTY: 711,
[ X n}\. pogate - oho\quqa ha ..19- MG nh\ln.‘ -
N’ﬁg\.\a—:\mo B .__._‘ah;x:n: whand moxk\.ur\’ n&\.ur(
At woin -rﬁ:n,\ﬁm i 'ps.r{k\:n}maﬂ rﬁmla Lt Mﬂ.l.l‘:
‘.__“th:n' _..u.!:..!dal{:réubﬂ c\Slll‘l
] <ol s 877-469- 2583 'ITY-?11
NEu quy v, hay ﬂgu'o'l maquy\n dang gidp, yd8, cin trg
giip, quy visé: cd. quy&n durgc gitip va o6 'thém thdng tin
bang ngdn nglt cda minh mién phi. D& ndi chuyen v mt
thing dich vién, xin goi.s& Dich vy, Ktidch hang & mét sau
thé clia.quy vi, hoic 877-469-2583, TTY: 711 ndu-quy vi
chua phaila mét thanh vién,

Nise ju, ose-dikush q& po ndihmaoni, ka nevojé pér

.asistencg, keni té drejté.té.mermi’ ndthe dhe’ informaciori:

fatas n& gjuhen.tuaj. Pér, te folur me njé perkthyes,
telefononi numrin e $hiérbimit t& Kiientit né.anén e pasme
t& kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk Jeni
ende nj& anstar.

Giot - E= A0 E1 Us A0 X0

= Q5HCHH, ?I o= =8 H2s A6l o2 HIE
2ok gl ¢S £:90= M USLICH SHAISEH
Chakatel o -"Hor_t NE M UE 1A HHIA
o 2 MEtstAL, 0l0r S0l ol He

§77-469-2583, TTY: 7112 WIHBIAAI 2.

T SIS, - TR SHRA 5T BRI, TR
TISTTH G AP TR | (P IFTT (ST ST
T TS, AP PRET CTRE (3 T TS G
T THA A 877-469-2583, TTY:=. 711 I BreTHEy S5
oy AT W ARFA

ledli Ty Tub‘osoba, ktéTej pomagasz, potfZebujecie pomocy,
masz prawo do.uzyskania bezplatnej informacji i pomocy
we wilasnym jezyku. Aby parozmawiaé z tlumaczem,
zadzwori pod numer dzlafu obstugl klienta, wskazanym na
odwrocle Twojej karty lub-pod numer 877-469-2583,
TTY:.711, jezel; jeszeze nie:masz-czionkostwa,

FallsSTe oder jernand, dem Sie-helfen, Unterstitzung
beniitigt, haben Sie das Recht, kostenlosa Hilfe p'nd )
infofmationen in |hfer Sprache 2u erhialten. Urn mit-éinem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Riickseite |hrer Karte an oder
877-2159-2583, TTY: 711, wenn Sie noch kein Mitgliad sind.
Setu'o:-qualcuno che stal aiutando avete bisogno di
assistenza, hat'il diritto.di otténere aluto einformazioni
nella tua lingua gratuitamente. Per-parlare con.un
interprete, nvolgntl al Servizio Assistenza‘al numero
indicato sul retro della tua scheda o chiama il
877-469-2583, TTY: 711_se non-sei ancora membro.,

CEAME FRESEHROBOEYDFT TEXEERE
LEREZATIHMNIEWELE L, CREOER

THR—FERHEY. HREAF LEYd a2 Lt
TEFET HEI,DUFEA, BREBEEZR DS

ERERLOI—FOEMICEREhEIRIT—H
—EROTEEE (X v A—THAHL

877:469-2583, TTY: 711) F THTEE 12 &1,

Ecmi Bant MTH THIYY. EOTOPOMY BEI TIOMOT3ETe, HYKHA
TOMOIIE, TO BE EMEETe. Npako Ha GecilaTHoe HonyeHne
TOMOTIA X "aEhOpNATIR A3 BameM Fasike. JIA paroeopa
€ IlepeBogIHROM IO3ROHUIE [0 HoMepy TereoHa OTRema

OGCTYEHRAHHA KIHEHTOR, YKazaHHoMY Ha ofparHol
CTopoHe Bamell KADTH, KiH IO HOMEDY
‘B77-469-2583, TTY: 711, eci ¥ BaC HET-LIEHCTEA.,

Ukoliko Vama ili nekome kome Vi poma‘iete treba.pomad,
imate pravo‘da besplatno dobijete pemoc { informacijena
svom jeziku. Da histe razgovarali sa prevadiogen,. pozovite
brqj koristiicke slufbe sa zadnje strane kartice ili
877-469-2583, TTY: 711.ako ved niste &an.

Kung ikaw, o:ang iyong tinutulungan, ay nangangailangan
ng tulong; may.karapatan ka nd makakuha ng tulang at
impormasyon sa’lyong wika ng walang gastas. Upang.
makausap ang Isang tagasalin, tumawag sa numero ng
Custemer Service sa likod ngiyong tarheta,

0 877-459:2583, TTY: 711 kung ikaw ay hindi pa Isarig
miyembro,

Important disclosure
BluE Cross Bllie Shield;of Michigan and Blue'Care Network
comply with Federal civil rights laws and do not
discriminate on the basis-of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue CareMetwork provide free auxiliary aids-and
services to-people with disabilities to cammunicate
effectively with.us, such.aé qualified sign language
interpreters and. informatlan in other formats. 1 you need
these services, callthe Gustomer Service numberon the
back of your card, or-877-469-2583, TTY: 711 if you are not
already a membér. !f you believe that Blue Cross.8iue
Shield of Michigan or Blue Care Network has falled.to
provide services or discriminated in another way'on the
basis of race; ‘color, national ofigin, age, disability, or sex,
you can file a grievance ini-person, by mail, fax, or email
with: Office of Civil Rights Coordinator,
600 E. Lafayette Bivd., MC:1302, Datroit, MI- 48226,
phorie: B88:605-6461, TTV: 711, fax: 866-559-0578,
email: CivilRights@bchsm.com. if you need help filing a
grievance, the Office of Civil Rights Coordinator is available
to help you.
You can:also file a- civil-rights complaint with the U.5.
Departinent.of Healtfi'& Human Services Office for Civil
Rights.electronically through the Bffice for Civil Rights
CQmp!alnt Portal availgbleat

s:/focrportal.hihs. gov/oer/portalflohby jsf,.or by mail,
phone; or email at: U.S, Department of Health & Human
Services, 200 Independence Ave; S.W., Washington, D.C.
20201, phone: 800-368:1019, TTD: 800-537-7697, emall:
OCRComplaint@hhs.gov. Complaint forms.are availakile at
htip:/fwww.hhs.gov/ocr/office/file/findex;html.
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Blue Cross Blue Shield

Community Blue PPO ASC




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

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



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

MACOMB COUNTY EMPLOYEES
Community Blue PPOSM ASC

Coverage for: Individual/Family | Plan Type: PPO

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
& «  The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
). 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.bchsm:com or cal! the number on the
back of your BCBSM ID card. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms see the Glossary. You can view the Glossary at https://www.healthcare.qov/sbe-glossary or call the number on the back of your BCBSM ID card to

request a copy.

Important Questions

Answers

Why this Matters:

What is the overall deductible?

In-Network | Out-of-Network

$1,500 Individual/
$3,000 Family

$3,000 Individual/
$6,000 Family

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 arid before you meet your deductible. See a list of covered
preventive services at https://www.healthicare.gov/coverage/preventive-care-benefits/.

Are there other deductibles for
specific services?

No.

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

this plan?
(May include a coinsurance
maximum)

What is the out-of-pocket limit for |

$6.350 Individual/
$12,700 Family

$12,700 Individualf
$25,400 Family

The out-of-pocket limit is the most you could pay in a year for coveréd sérvices. 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 ouf-of-
pocket limit?

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

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

Will you pay less if you use a
network provider?

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

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

Do you need a referral to see a
specialist?

No.

You can see the specialist you choose without a referral.

Group Number 007000448-0033
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& ' All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Event

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

| What You Will Pay |
Services You May Need In-Network Provider Out-of-Network Provider
(You will pay theleast) |  (You will pay the most)

Primary care visit to treat

$40 copay/office visit;

Limitations, Exceptions, & Other Important
Information

! o eni
an injury or illness deductible does not apply _ 40% coinsurance None
Specialist visit zggscﬁg?;g;:;:; deductible 40% coinsurance | None

You may have to pay for sérvices that aren't

Preventive care/ . . : ; Yy .
— No Charge; deductible does preventive, Ask your provider if the services you
screening/ M Not covered .
mmunization not apply nged are preventive. Then check what your plan
will pay for.
E[fog(\f;ﬁ()mt (xTay, o004 coinsurance 40% coinsurance None
If you have a test = - .
[\rdnsgl)ng (© SC8NS, 190% coinsurance 40% coinsurance May require preauthorization
$7 copay/prescription for retail
Generic or select 30-day supply; $14 ;"52:3;“;2?‘2% tﬂ:saanrove q
prescribed over-the- copay/prescription for retail or amount: d edugtible doepspnot
counter drugs mail order 90-day supply; HeE—

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

wwiv:bcbsm.com/druglists

deductible does not apply

apply

Preferred brand-name
drugs

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

In-Network copay plusan
additional 256% of the approved
amount; deductible does not

apply

Preauthorization, step therapy and quantity limits

Non preferred brand-
name drugs

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

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

apply

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

deductible does not apply
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Common Medical Event

Services You May Need

What You Will Pay

Limitations, Exceptions, & Other Important
Information

flf you have outpatient
surgery

Facility fee (e.g.,

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

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

If you need immediate
medical attention

Emergency room care

$250 copay/visit; deductible

does not apply

$250 copay/visit; deductible does

Copay waived if admitted or for an accidental

not apply

injury.

Emergency medical

transportation

20% coinsurance

20% coinsurance

Mileage limits apply

Urgent care

$40 copay/visit; deductible
does not apply

40% coinsurance

None

If you have a hospital stay

Facllity fee (e.g., hospital
room)

20% coinsurance

40% coinsurance

Preauthorization may be required

Physician/surgeon fee

20% coinsurance

40% coinsurance

None

If you need mental health,

Your cost share may be different for services

behavioral health, or Outpatient services 20% coinsurance 20% coinsurance performed in an office setting
substance use disorder . , . , . ,
services Inpatient services 20% coinsurance 40% coinsurance Preauthorization is required.
Prenatal: No Charge; Maternity care may include services described
Office visits deductible does not apply Prenatal: 40% coinsurance elsewhere in the SBC (i.e. tests) and cost share
Postnatal: No Charge; Postnatal: 40% coinsurance may apply. Cost sharing does not apply to certain
deductible does not apply maternity services considered to be preventive.

If you are pregnant

Childbirth/delivery
professional services

20% coinsurance

40% coinsurance

None

Childbirth/delivery facility
Services

20% coinsurance

40% coinsurance

None

If you need help recovering
or have other special health
needs

Home health care

20% coinsurance

20% coinsurance

Preauthorization is 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.
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Common Medical Event

Services You May Need |

What You Will Pay

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

Limitations, Exceptions, & Other Important
Information

|Habilitation services

Not covered for Applied

|Behavioral Analysis; Not
covered for Physical, Speech

and Occupational Therapy

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

None

Skilled nursing care

20% coinsurance

20% coinsurance

Preauthorization is required. Limited to 120 days

per member per calendar year

Durable medical

equipment

20% colnsurance

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

Preauthorization is required. Visit limits apply.

If your child needs dental or
eye care

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

Children’s eyeexam  {Not Covered Not Covered None
Children's glasses Not Covered Not Covered None
Children's dental check- Not Covered Not Covered None

up
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Excluded Services & Other Covered Services;

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

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

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

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

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

o Private-duty nursing
» |f you are also covered by an account-type plan

such as an integrated health flexible spending

arrangement (FSA), health reimbursement

arrangement (HRA), and/for a health savings

- account (HSA), then you may have access to

additional funds to help cover certain out-of-

pocket expenses - like the deductible, co-

payments, or co-insurance, or benefits not

otherwise covered
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
calling the number on the back of your BCBSM ID card. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.qov or call 1-800-318-25986.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete
information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this 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 48309-7720 or http://www.michigan.gov/difs or difs-HICAP@michigan.qov

Does this plan provide Minimum Essential Coverage? Yes

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

Does this plan meet Minimum Value Standards? Yes

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

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

Language Access Services: See Addendum

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

" This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,

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

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

Peg is Having a Baby

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

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

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

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

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

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

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

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

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

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

Diagnostic tests (x-ray)

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

 Total Example Cost | $12,700] | Total Example Cost | §7,400 |
In this example, Peg would pay: In this example, Joe would pay:
Cost Sharing i Cost Sharing.
Deductibles $1,500 Deductibles $1,500
Copayments $100 Copayments $900
Coinsurance $1,700 Coinsurance $70
What isn't.covered What isn’t covered. i
Limits or exclusions $60 Limits or exclusions $60
[ The total Peg would pay is $3,360]  [Thetotal Joewouldpayis | $2,530]

| Total Example Cost | $1,900 |
In this example, Mia would pay:
Cost Sharing
Deductibles $1,100
Copayments $100
Coinsurance $0
What isn’t covered
Limits or exclusions $0
[ The total Mia would pay is $1,200 |

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

We speak your language
Ifyou, or someone you're hélping. needs-assistance, you
have the right to get help and information In your
language.at.no:cost: To talk-to-an interpreter, call the
Customer Service number on the back of your card, or
877-469-2583, TTY; 711 If you are not alréady a member.
Si usted, o alguien a quien usted esta ayudando, necasita
asistencia, tiene derecho a obtener ayuda.e informacion
en su.idioma sin costo alguno. Para hablar con un
intérprete, llame-al nimero telefénico:de Servicio al
clianté, que aparece en la-parte trasera de $u tatjeta;.,
877-469-2583, TTY: 711 sl usted todavia ho es un
miembro,
YL IS JE RO A L ELERPO IV EL PP S fE L 4
AR o iyl 5y gerall il gleall g 5ac bl e (fpenanll
o0 b 35l el et 0 o i o T
(il 1€ i o851 15 L 8774692583 TTY:711 S0

MR, AREEEDDVHR. BERE, GHEH
RELEHBIEFARNTOME. FAl—UHEE.

BRECNEEENEFBRERSE | WREETREEA

. BRIRTREE 877-469-2583, TTY: 711,
<Rl o ahu poum s | Shadpedia a8 3 of ‘e SRl o
~Roalacho whticy o Shulngi whonds L analiyed | ahore
&5 L gt ey ¥en ad i e Boopoml sy melh L Gaelils
‘-.__n:m.nhﬁa I(_.,-Il-!%—l&p?f:!{fm QB.AB\
renicn okl fa | o B77-469-2583 TTY:711
NEu quy vi, hay ngu'é'i ma quy vidang gilp d8, cin trg-
giap, quy v['sé cé quyen du‘qc gitp-vacé:thém théng tin
blingngdn gl edia minh mién phi. B& néi chuyén véi mit
thang dijch vién, xin:gol sd Dich vu Khéch' hang o mat sau
tha cda quy vi, hojc 877-469-2583, TTY: 711 néu-quy vi
chua phaila mgt thanh vién,
Nése ju, ose dikush gé po ndihmoni, ka nevojé par
asistencé, keni té drejté t&:mermi ndihmé dhe informacion
falas né& gjuhén.tuaj. Pérta folur me njé parkthyes,
telefononi numrin e Sharbimit t& Klientit n& anén e pasme
té kartés tuaj, ose B77-469-2583, TTY: 711 nése nukieni
ende njé anétar,

ereb A5t Ei= S0 S A= AR TR
B8k, ?i She ZEN FEG Aote ANZ HIE
SE Q0 28 4+ U= Aeo ASLICE SSA
fHBl'o}E-‘iE-Tr‘{ol'-J FIE SO0 = D2 MHlA
&2 MtSoLL 00l B =0 ol E=
877-469-2583, TTY: TR BESI A2,
A ST, JTT TR PR JHT PUH1, ST,
ST X, SR SPETE ST [AFRE Ny 8 ©uy
TR AP AT T&E | (AL AT (TSN T
T} I, AT TR CTRET (O] TP TS TG
T PHA q[ 877-469-2583, TTY: 711 A R (SoT Srafer
ST ST 3 4T
ledli Ty lub-osoba, ktérej pomagasz, potrzebujetie pomocy,
masz prawo do uzyskania bezptatnej informacji i pomocy
we wiasnym jezyku. Aby porozmawiaé z ttumaczem,
zadzwon-pod numer dziatu obstugi klienta, wskazanym na
odwrocie Twaoje] karty lub-pod numer 877-469-2583,
TTY: 711, jezelf Jeszcze nie masz czionkostwa.
Falls-Sie oder jemand, dem Sie helfen, Unterstitzung
benétigt, haben Sle das Recht, kostenlose Hilfa und
Informationen in threr $prache zu.erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sié bitte die'Nummer des
Kundendfenstes auf der-Ruckseite lhrer Karte an oder
877-469-2583, TTY: 711, wenn.Sie noch keln Mitglied sind.
Se tu o qualcuno.che stai ajutando avete bisogno dl
assistenza, hal Il diritto.di otteriere aluto.e informationf
nella tua lingua gratuitamente. Per-parfare con un
interprete, rivolgitl al Servizio Assistenza al numero
indicato sul retro della tua-scheda o chiama if
B77-469-2583, TTY: 711 se non.sei ancora membro.
CHEAZ. FEESEREOSOEYDACKEELE
LERDATCHEAASTLNE LIS, CHYLORE
TY— R &R ,
TEET. HEFIMY FHAL, BREBESH B
BREFLON— FORBICRBEAEZHAREZT—
—EAQEEEE (A 2i—TRWAIZ
8774692583, TTY: 1) FTETIEL EELY,
Ecim pan s mnmy, KOTOpoMY BE HOMOTaeTe, HyAHA
TIOMOIING, TO EbI HMEETE OpaBQ Ha Gecrinatioe jomyTIeHHe
TIOMOIIH | nnqmpuaunn =3 BAMe\ F3REe. 19 pasrosopa
€ NEpeROTHEOM TI02B0MHTE IO HOMEDY 'renedaona OTREND

ODCIYEFEAHIA KIHEHTOB, YRA3AHHOMY Ha 00paTHoil
CTOpOHE Ballel KADTEL, HAH HO HOMEpY
877-469-2583, TTY: 711, ecxm y Bac HET 2AEHCTEA.

FERIEY. FREAFLEYTHIO LA

Ukoliko Vama'ili nekome kome Vi pomazete treba pomoé,
irnate pravo-da besplatno dobijete pomoc iinformaclje na
svom jeziku. Da biste razgovdrali sa prevodiocem, pozovite
broj korisnitke sluZbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako vet niste flan.

Kung tkaw, o,angfiyong tinutulungan, ay nangangailangan
ng tuloeng, may karapatan ka na makakuhang tulong at
impormasyon sa Iyohg wika ng walang gastos. Upang
makausap angisang tagasalin, tumawag.sa numero ng
Customer Service sa likod ng-lyongtarheta,

6 877-469-2583, TTY: 711 kung ikaw ay hindi pa isang
miyembro.

Important disclosure
BlueCross:Blue Shield of Michigan and-Blue Care Network
comply with Federal civil rights laws and.do not
discriminate.on the basis of race, coler, national origin,
age; disability, or sex. Blue Cross-Blue Shield of Michigan
and Blue CareNetwark provide free auxiliary aids and
services to people with disabilities to communicate
effectively with-us, such as qualified sign language
interpreters and information in other formats, If you need
these services, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 711 if you are not
dlready a member. If you believe that Blue Cross Blue
Shleld of Michigan or Blue Care Network-has falled to
provide services or discriminated in anotherway on the
basls of race, color, national origin, age, disability,.or sex,
you can file a grievance in person, by mall, fax, or emall
with: Office of Civi] Rights Coordinator,
600 E. Lafayette Blvd:, MC 1302, Detroit, Ml 48226,
phorie: 888-605-6461, TTY: 711, fax: B66-559-0578,
emait: CivilRights@bcbsm.com. If you need help filing a
grievance, the Office of Clvil Rights Coardinator is:available
to help you.
You can-also file-a civil rights complaint with the US.
Department.of Health & Human Services Office for-Civil
Rights electrenically through the Office forCivil Rights
Complaint Portal available at

/o o jov/ocr/partatfiob ‘or by mall,
phone,-or emafl at: U.S. Department, of Health & Human
Services, 200 independence Ave; §.W., Washingtan, D.C.
20201, phone: 80D-368:-1019, TTD: 800-537-7697, gman:
OCRComplaint@hhs.gov. Complaint forms.are avallable at

Lrﬂ,g;([www.hhs.govﬁogdaﬁigg[[ﬁle‘ﬁ'ﬂdg,ﬂ_t_ml.
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Blue Cross Blue Shield

Simply Blue PPO HSA ASC with Rx

(High Deductible Health Plan)




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



Note to ASC groups: Before completing this template, please

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

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

‘ ﬂ " The Summary of Benefits and 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 underiined

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

Answ
Important Questions mevers . Why this Matters:

In-Network Out-of-Network

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

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

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

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

Are there other deductibles for |No.

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

What is the out-of-pocket limit for

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

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

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

This plan uses a provider network, You will pay less if you use a provider in the plan S

Will you pay less if you use a Yes. See www.bcbsm.com or call the network. You will pay the most if you use an out-of-network provider, and you might receive a
network provider? 1number on the back of your BCBSM 1D |bill from a provider for the difference between the provider's charge and what your plan pays
Network provicer! card for a [ist of network providers. (balance billing). Be aware, your network provider might use an out-of-network provider for
some services (such as lab work). Check with your provider before you get services.

Do you need a referral to see a

specialist? No. You can see the specialist you choose without a referral.
Group Number 007000448-0047 SBC000006195971 2 of
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‘Common Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Limitations, Exceptions, & Other Important
Information

Primary care or Online

(You will pay the least)

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

MRIs)

visit to treat an injury or  [No Charge 20% coinsurance None
fliness

If you visit a health care ISpecialist visit No Charge 20% coinsurance None

provider’s office or clinic orevenfive care/ You may have to pay for services that aren't
screening/ No Charge Not covered (preventive, Ask your provider if the services you
rronization need are preventive. Then check what your plan

will pay for,
Diagnostic test (x-fay, No Charge 20% coinsurance None
_ blood work)

If you have a test \maging (CT/PET

maging ( SCANS, o Charge 20% coinsurance May require preauthorization

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

Generic or select
prescribed over-the-
counter drugs

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

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

Preferred brand-name
drugs

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

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

Preauthorization, step therapy and quantity limits

Non preferred brand-
name drugs

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

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

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

Facility fee (e.q.,

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

Services You May Need -

What You Will Pay

In-Network Provider
(You will pay the least)

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

Limitations, Exceptions, & Other Important
Information

|[Emergency medical

If you need |mmediate trans Ol‘tation No Charge NO Chal‘ge Mlleage |ImltS apply
medical attention ,

Urgent care No Charge 20% coinsurance None

i Facilty fee (e.., hospital No Charge 20% coinsurance Preauthorization is required

If you have a hospital stay [foom)

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

services

If you are pregnant

Office visits

Prenatal: No Charge;
deductible does not apply
Postnatal: No Charge

Prenatal: 20% coinsurance
Postnatal: 20% coinsurance

Maternity care may include services described
elsewhere in the SBC (i.e. tests) and cost share
may apply. Cost sharing does not apply to certain
maternity services considered to be preventive.

Childbirth/delivery

: v
orofessional services No Charge 20% coinsurance None
Chilgblrth/dehvery facility No Charge 20% coinsurance None
services
Home heaith care No Charge No Charge Preauthorization is required.
Physical, Speech and Occupational Therapy is
Rehabilitation services  |No Charge | 20% coinsurance limited to a combined maximum of 30 visits per
member, per calendar year.
If you need help recovering |Habilitation services Not covered Not covered None
or have other special health | . Preauthorization is required. Limited to 90 days
oKlled nursing care
needs Skilled nursing care No Charge No Charge per membsr per calendar year
Durable medical Excludes bath, exercise and deluxe equipment
squiment No Charge No Charge and t_:omfort and convenience items. Prescription
equipment required.
Hospice services No Charge No Charge Preauthorization is required, Visit limits apply.
If your child needs dental or|Children’s eye exam Not covered Not covered None
eye care Children’s glasses Not covered Not covered None
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l What Yoy__ V\_’iu_l?ai!“

Common Medical Event  [Services You May Need |~ In-Network Provider | Out-of-Network Provider Limitations, Exclﬁ?;lronr::t,is‘nOther Important

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

For more information on

pediatric vision or dental, I ) |
contact 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 list of any other excluded services.)

» Acupuncture treatment o [nfetility treatment « Routine foot care
e Cosmetic surgery e long term care e Weight loss programs
o Dental care (Adulf) o Routine eye care (Adult)

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

« Bariatric surgery e Hearing aids e Private-duty nursing

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

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

» Non-emergency care when traveling outside the
U.S.
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.goviebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.qov 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 1-800-318-2598.

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 recelve for that medical claim. Your plan documents also provide complete
information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact Blue Cross® and
Blue Shield® of Michigan by calling the number on the back of your BCBSM ID card,

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

Does this plan provide Minimum Essential Coverage? Yes

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

Does this plan meet Minimum Value Standards? Yes

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit 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 situafion, 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,

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

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

Peg is Having a Baby

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

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

Mia's Simple Fracture
(in-network emergency room visil and
follow up care)

W The plan’s overall deductible $2,000
M Specialist coinsurance 0%
M Hospital {facility} coinsurance 0%
W Other coinsurance 0%

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

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

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

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

[ Total Example Cost [ $12700] | Total Example Cost [ $7,400]
In this example, Peg would pay: In this example, Joe would pay:
Cost Sharing Cost Sharing ,
Deductibles $2,000 Deductibles $2,000
Copayments $30 Copayments $700
Coinsurance $0 Coinsurance $0
What isn't covered What isn't covered
Limits or exclusions $60 Limits or exclusions $60
| The total Peg would pay is $2,090 | | The total Joe would payis $2,760 |

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

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

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

Diagnostic tests (x-ray)

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

| Total Example Cost | $1,800 |
In this example, Mia would pay:
: Cost Sharing
Deductibles $1,900
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
| The total Mia would pay is $1,900 |
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ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

If you, or someone yot're helping, needs assistance, you
‘have the right to get help and information in your
language at nocost. 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 slready a:member.

Si usted, o algulen a quien.usted est3 ayudando, necesita
asistencia, tiene derecho a obtener ayuda e infarmacién
en su {dioma sin costo-alguno. Para hablar con un
intérprete, llame al ndmere telefénico de Servicio.al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
hoallahali daeluddalagamclid AT | paid yf vl ¢ 1)
,%Kiig{gp&il;ig_”).;;llah,ubiml‘dl -..r!“ Jyaall
_,i .éﬂﬁa;‘”.hu.h 2y gall ‘31..111.;:1‘5,:4._‘11&_,&.613@;511
LOnal 1S e S5 2113} . 877-469-2583 TTY:711 5.
NRE, RBLTERDHORE. FEDL. SHIEN
RELUEARIERIEBNAL. ERE—USEA.
BREBNFESENEFRERE . IRERFEYR
. IEIRTEEE 877-469-2583, TTY: 711,
Bl a S panme | ahaiqedn l'é&_..-t‘-} gt o L
rRoulaccha rehiie o Shulnin hgnd o daalhuee | dhue
A5 G0 srlRy 1om 3 ni- Heaiadl .y, oy Lfaaiila
. o eondaiay o 2 AL oty ndiion Aoyl
ranics o N e 877-469-2583 TTV:711
Néu quy vi, hay ngudi ma quy vi dang gitip &&, can trg
gidp, quy vi sé c6 quyén durge gitp va ¢d thém thdng tin
bang ngdn ngl¥ clia minh mi€n phi. € néi chuyén véi mot
théng dich vién, xin gei s§ Dich vu Khach hang & mit sau
thé clia quy vi, hojc 877-169-2583, TTY: 711 néu quy vi
chura phai 12 mt thanh vién,
Nése ju, ose dikush qé po ndihmoni, ka nevojé pér
asistencé, keni té drejté t& merrni ndihmé dhe informacion
falas né gjuhén tua]. Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit t& Klientit né anén e pasme
t& kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar,

gket 5l = AEoH 51 U= MBI TR0
EQ3ICH, Aol S 23 FEE FSIR U Z HIE
RE Q0 HE o+ U= A2 ASLICHL SHAIS)
Chstaiei ™ F5ie 1S ool = DX HylA
H3Z MSSLL 0iDl 220 ol B=
877-469-2583, TTY: 7112 EEIoIA Al 2.

T ST, TR ST S A5 FIET, A=A
HEG 28, WWWWWG L i
T AT AT TER] (P IFOH (TSI T
T TS, TTTH FROS (T (T SRF TS TqH
] PP QT 877-469-2583, TTY: 711 0 RESTAS 0=
oSy 9T 4NFE|

Jedli Ty lub oscba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatnej informacji 1 pomacy
we wlasnym Jezyku. Aby porozmawia¢ z tHumaczem,
zadzwon pod.numer dziatu obstugl klienta, wskazanym na
odwrocle Twojej karty lub pod numer 877-469-2583,

TTY: 711, Jeieli jeszcze nie masz czlonkostwa.

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

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

CEAGR, FHEBEROSORY DS TREEHE
EEhHATTHMASTVELEL, CHEDERE
THHR—FEREY. HREATFLEYTLHI LM
TEFET, HBEPMYERA, BRLBEShSE
SlEERLOI—FOEEICERzh A Z2T—H
—EADBEER (X /13— TRVLAX

877-469-2583, TTX: TH) ECHBITL S 1N,

Ecym 3aM HIIH JTHIY, KOTOPOMY BE! IOMOTRETe, Hy KHA
TIOMOITE, TO BE HMEeTe IPABO Ha GecInaTHoe TOTyIeHHe
TIONOITH H BEHGOPMATHE HA BameN s36iKe.. [ pasrosopa
€ IICPCBOTHEONM NO3BOHHTE NO HOMCEPY TenedoHa oTHema
0OCTYXHBAHHA KIHERTOR, YKIIAHROMY B o0parHOit

CTOpOHE BAMIEH KapTH, IWIH IO HOMEpY
877-469-2583, TTY: 711, ecs y Pac HeT WICHCTRA.

Ukoliko vama ili nekeme kome VI,pomaZete treba pomoé,
imate pravo da besplatno dobijete pomoé i informacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
broj korisnicke sluZbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako ved niste ¢lan.

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

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

Important disclosure

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

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

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

You can also file a civil rights complaint with.the U.S.
Department of Health & Human Services Office for Civil
Rights electronically through the Office far Civil-Rights
Complaint Porta! available at
https:/focrportal-hhs.goviocr/portal/lobby.jsf, or by mail,
phdné, or email at: U.S. Departmeént of Health & Human
Services, 200 Independence Ave, 5.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
OCRComplaint@hhs.gov. Complaint forms are available at

http:/fwww.hhs goviocr/office/file/index.htm!.
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Health Alliance Plan of Michigan
Alliance Health and Life Insurance Company (Alliance)
Self-Funded Health Maintenance Organization (HMO) Plan

Summary of Benefits
AS000096 / XR002356 / XW000712

HRNGT,

2023 Summary Self-Funded HMO
AS000096 ! XR002356 | XW000712

Office Visit/ Physical Exam / Well Bahy

Benefit Period
Annual Deductible %0 Individual; $0 Family N/A
Coinsurance 0% NiA
Annual Coinsurance Maximum N/A N/A
These values do not accumulate: Premiums,
Annual Out-of-Focket Maximum $6.600 Individual; $13,200 Family N/A balance-billed charges, and health cars this plan

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

Olitpatient &\Physician Services I

Exam Covered N/A
Related Laboratory and Radiology

Services Covered N/A
Pap Smear, Mammaogram, Tubal Ligation Covered NIA
Immunizations Covered N/A

Outpatient Surgical Services
Outpatient Surgery

Primary Care Office Visit $20 Copay NIA

Telehealth Visit $20 Copay NIA ;‘ri'::r‘?i:ir:-our contracted telehealth services
Specialist Office Visit $30 Copay N/A

Routine Audiclogy Exam Covered NiA 32;52?:15%22%?2?2;213%{0' non-routine
Routine Eye Exar Coversd NIA One exam per Beneft Peiad. For non-outine
Chiropractic Services Not Covered NIA

Allergy Treatment Covered N/A

Allergy Injections Covered NIA

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

Radiology (X-ray) Covered N/A [Some services require preautherization.
Radiaticn Therapy & Chemotherapy Covered N/A

Dialysis Covered N/A

COutpatient Medical Drugs Covered N/A

Ambulatory Surgical Center

Professional Surgical and Related
Services

Urgent Care

$30 Copay

Ememgency Room Care

$150 Copay

Copay will be waived if admitted

Emergency Medical Transportation
irpatient Hospital services NN

Emergency transport only.

Facility Fee Covered NiA

Physician Services, Surgety, Therapy,

Laboratory, Radiology, Hospital Services Covered N/A

and Supplies

Bariatric Surgery and Related Services $1,000 Copay N/A One procedure per lifetime
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Pharmacy,(Affiliated|[pharmacy, providers on!

Preferred Generic Drugs

+ |Prenatal Office Visits Covered NIA Covered under Preventive Services

Postnatal Office Visits $30 Copay. NIA

Labor Delivery and Newbom Care See Inpatient Hospital Services NIA

tdental Health & Substance Use Disorder

Inpatient Services See Inpatient Hospital Services N/A

Qutpatient Services $20 Copay NIA
Doe Rabi[]taon Services.

Home Health Care Covered NiA Untimited.

Hospice Care Covered NIA Up to 210 days per lifetime. X
Covered for authorized services.Up to 730 days.

Skilled Nursing Care Covered N/A Maximum benefit renews after 60 days of
nonconfinement.

g:xtr;:t}stedlca[ Equipment; Prosthetics & Covered NIA Covered for approved equipment only.

Rehabilitation Services: Physical, Covered N/A May be rendered at home. Up to 60 combined

Occupational, and Speech Therapy visits per benefit pericd.

[ N . Limited to services associated with the treatment
gzgltllllat;i%?] : B;:geg‘ ::g: '.Ic.i]é ra Covered N/A of Autism Spectrum Discrders through age 18.
pa ! P Py Covered for authorized services only.

Limited to services associated with the treatment

Applied Behavioral Analysis $20 Copay NfA of Autism Spectrum Disorders through age 18,
Covered for authosized services only.

Voluntary Sterilizations See Cutpatient Surgical Services NiA Limited to vasectomy.
Services for diagnosis, counseling, and treatment

Infertility Services Covered N/A of bodily disorders causing infertility. Covered for
authorized services only.

Assisted Reproductive Technologies Covered NIA One attempt per lifetime.

Temparcmandibular Joint Disorder Covered NIA Coverage for non-invasive treatments only.

= mm == L

IA 90-day supply of non-maintenance drugs must

Non-Preferred Generic Drugs

515 Copay 30 day supply, $30 Copay 90 day supply

be filled at our designated mail order pharmacy.

Preferred Brand Drugs

$30 Copay 30 day supply, $60 Copay 90 day supply

Other exclusions & limitations may apply.

MNon-Preferred Brand Drugs

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

Cerlain specialty drugs may be approved far 60

Prefemred Specialty Drugs

$50 Copay 30 day supply at specialty pharmacy only

or $0 days. In this case, if 3 copay or max is

Non-Preferred Specialty Drugs

$50 Copay 30 day supply at specialty pharmacy only

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

amount for up to 90 days.

Template Rev 01/2020

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

HMO Benefit Guide will govern.

- Elective hospital admissions require that Alliance be notified prior to the admission. Allfance must be notified within 48 hours after an
emergency hospital admission. Failure to nofify Alliance could resuit in a reduction or denial of benefits.
- Some services require prior autharization. Failure to obtain prior authorization before services are received could result in a reduction

or denial of benefits.

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

Alliance Plan.
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Blue Care Network

(Post November 1, 2013 Retirees)




Blue Care
Network
of Michigan

A nonprofit ton and T
of the Blue Cross and Blue Shisld Assodatien

CLSSLG

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

Coverage Period: Beginning on orafter 1/1/2020

Coverage for: Ali Plan Types Plan Type: TPA

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

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

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

Glossary. You can view the Glossary at https:/iwvww.healthicare.gov/sbe-alossary or call 800-662-6667 o request a copy.

Important Questions

Answers: Member / Family

Why This Matters:

for this plan?

What is the overall deductible? [$0 See the Common Medical Events chart below for your costs for services this plan covers.
i No
g;gzg}xecres g:\ﬂireg!iumﬁ for You don't have to meet deductibles for specific services.
. 3 e | The out-of-pocket limit is the most you could pay in a year for covered services. If you have
What is the out-of-pocket lfmit $6,350/$12,700 |other family members in this plan, they have to meet their own out-of-pocket limits until the

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

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

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

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

Will you pay less if you use a
network provider?

{Yes. See www.bchsm.com or call the
{phone number on the back of your ID

card for a list of network providers.

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

Do you need a referral to see a
specialist?

Yes

This plan will pay some or all of the costs to see a specialist for covered services but only if
you have a referral before you see the specialist.
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’ ﬂ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
| === . — .

What You Will Pay

Limitations, Exceptions, & Other Important :
Information

Common

Out-'of.-Nétv;rdrk. B

Services You May Need Nétwo'rk Provider

Medical Event :
| | . . Provider
(Youwill pay the least) (You will pay the most)
E:jﬁ?ﬁezscare or Online visitto treat an injury $20 copay/visit Not covered $20 copay for online visits.
Requires referral. No charge for allergy
injections, allergy office visit and testing /30
If you visit a health care |Specialist visit $30 copay/visit Not covered combined visits for spinal manipulations
e ff o performed by a chiropractor or osteopathic
provider’s office or clinic ohysician
You may have to pay for services that aren't
, o I preventive, Ask your provider if the services
Preventive care/screening/fimmunization No charge Not covered you need are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, blood work) No charge Not covered May require preauthorization / No charge for
If you have a test lab services
imaging (CT/PET scans, MRIs) No charge Not covered Requires preauthorization
Tier 1 - Mostly Generics $10 copay/30 days Not covered Preauthorization & step-therapy apply to select
If you need drugs to treat|:. 5 _ drugs.
your fliness or condition Tier 2 - Preferred Brand $25 copay/30 days Not covered 50% coinsurance for sexual dysfunction drugs.
More information about Effective 1/1/2013 Tier 1 contraceptives are
prescription drug a2 - Nano covered in full
coverade Is available at Tier 3 - Non-Preferred Brand $50 copay/30 days Not covered 90 day mail order and retail copays are 2x the
www:bchism com/customdr standard retail copays.
uglist ; sted : o
Specialty drugs g&r@d copays listed above Not covered Limited fo a 30 day supply
May require preauthorization/50% coinsurance
If you have outpatient  |Facility fee (e.g., ambulatory surgery center) |No charge Not covered for TMJ, orthognathic surgery, reduction
surgery mammoplasty, male mastectomy
Physician/surgeon fees {No chaige Not covered See "Outpatient surgery facility fee"
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What You Will Pay

Common - ot Limitations, Exceptions, & Other Important
Medical Event Services You May Need Network Provider OUtP?L‘I:ELv:mk Information
(You will pay the least) (You will pay the most)
Emergency room care $100 copaylvisit $100 copay/visit Copay waived if admitted
If you need immediate . . Non-emergent transport is covered when
medical attention Emergency medical transportation No charge No charge preauthorized
Urgent care $30 copay/visit $30 copay/visit None
Preauthorization is reduired. 50% coinsurance
If you have a hospital ~ {Facillty fee {e.g., hospital room) No charge Not covered for TMJ, orthognathic surgery, reduction
stay mammoplasty, male mastectomy
Physician/surgeon fee No charge Not covered See "Hospital Stay facility fee"
If you need mental Qutpatient services No Charge Not covered Preauthorization is required
health, behavioral health,
or substance use Inpatient services No Charge Not covered Preauthorization is required
disorder services
o Postnatal and non-routine prenatal office
Office visits No charge Not covered Visits-$20 copa
IF you are pregnant Childbirth/delivery professional services No charge Not covered None
Childbirth/delivery facility services No charge Not covered None
Home health care $30 copay/visit Not covered CR:quuriégs preauthorization. Custodial care ot
Requires preauthorization/ One period of
treatment for any combination of therapies
If you need help Rehabilitation services $30 copay/visit Not covered within 60 consecutive days per medical
recovering or have other episode. Subject to meaningful improvement
special health needs within 60 days.
ABA - $20 copay per visit, ; :
I . £ PT/OT/ST for autism spectrum disorder has
Habilitation services $30 copay per visit for Not covered unlimited visits. Requires preauthorization.
PTIOTIST brealthorizaton
Skilled nursing care No charge Not covered Requires preauthorization/l.imited fo 730 days
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| | What You Will Pay

Common P ‘ T T f Nat ™ 7 Limitations, Exceptions, & Other Important:
Medical Event [Services You May Need ' NetworkProvider | OUoflemork Information
|7 | (You will pay the least) (You will pay the most)
Requires preauthorization and must be
. . obtained from a BCN supplier. Convenience
Durable medical equipment No charge Not covered and comfort items not covered. Diabetic
- supplies covered in full
‘ . . | Inpatient care requires preauthorization,
Hospice services No [;harge S NOt cové?d . Housekeeping and custodial care not covered.
|Children’s eye exam Not covered Not covered Contact benefit administrator for coverage.
It your child needs oo las |  Not covered INot covered |Contact benefit administrator f
dental or eye care fidren’s glasses ot covere ot covere {Contact benefit administrator for coverage.
Children’s dental check-up Not covered Not covered Contact benefit administrator for coverage.
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Excluded Services & Other Covered Services:

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

o Acupuncture (if prescribed for rehabilitation ¢ long-term care ¢ Routine foot care
purposes) o Non-emergency care when fraveling oufside the e  Weight loss programs

¢ Cosmetic surgery u.s. e Hearing Aids

= Dental Care (Adult) ¢ Private-duty nursing

e Elective Abortion ‘ o Routine eye care (Adult)

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

 Bariatric surgery o Infertility treatment

¢ Chiropractic care

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

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

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

50of8



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: U.S. Department of Labor, Employee
Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthrefom., or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or
www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health insurance Marketplace. For more
information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

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 wilf 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 notice, or assistance, contact : Blue Care Network, Appeals and Grievance Unit, MC C248,
P.0. Box 284,Southfield, MI 48086 or fax. 1-866-522-7345. For state of Michigan assistance contact the Department of Insurance and Financial Services, Office of General
Counsel-Appeals Section, 530 W, Allegan Street, 7t Floor, P. O. Box 30220, Lansing, MI 48909-7720, http:/iwww.michigan.gov/difs; call 1-877-999-6442 or fax; 517-284-
8838.

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

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

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

Does this Plan Meet the Minimum Value Standard? Yes

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

Translation available
To get help reading in your language call the customer service number on the back of your ID card
T see excamples of how this plan might cover cosis for a sample medical sitnation, see the next page.
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About these Coverage Examples:

- This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different :
- depending on the actual care you receive, the pnces your providers charge, and many other factors. Focus en 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 d[fferent

—"--  héalth plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

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

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

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

Managing Joe's Type 2 Diabetes

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

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

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

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

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

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

Diagnostic tests {x-ray)

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

[ Total Example Cost [$12700]  |TotalExampleCost | $7,400]
In this example, Peg would pay: In this example, Joe would pay:
Cost Shariig . Cost Sharing.
Deductibles $0 Deductibles $0
Copayments $70 Copayments $800
Coinsurance %0 Coinsurance $0
] Whatisn'tcovered _ Whatisntcovered .
L[mlts or exclusions $60 lelts or exclusmns $60
| The total Peg would payis i $130] [ Thetotal Joewould payis .} $860 |

[ Total Example Cost 1 $1,900 ]
In this example, Mia would pay:
" Cost.Sharing
Deductibles $0
Copayments $200
Coinsurance $0
~ Whatisn'tcovered -
Limits or exclusions $0
[ The total Miawould payis | - ° $200 |
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ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

If you, or someone you're helping, needs assistance, you
have the right to get help and information in your
language at no cost, To talk to an interpreter, call the
Customer Service number on the back of your card, or
877-463-2583, TTY: 711 if you are not already a member.

St usted, ¢ alguien a quien usted est3 ayudando, necesita
asistencia, tiene derecho a:-obtener ayuda e informacién
en su idioma sin costo alguno.-Para hablar con un
intérprete, llame al nimero telefénico de Servicio al
cliente, que aparece en la parte trasera de su tarjets, o
877-463-2583, TTY: 711 sl usted todavia no es un
miembro.
oadapb sacleddatagecld il pais el ekl
A 50 S Ay g puiall e plaally Sasbusall o o guanlh
o sl gels fe s go pall e Slanll Lani 5 5 o o e ) Cnal]
18 e o5 1Y .87 7-469-2583 TTY:711 S0

nRE SEREEREOHE. BERE). SHEN
AR LUENJIEEIRBINAL. ERE—GHEA.
HREENFEENEFPRE®E  UREETEGA
. IEIRIE 877469-2583, TTY: 711,
[ A w8 poums ¢ ehaicadn ré&_.;\é o teBhoerd ¢
Rheulrahne whid o ahlniy oo o daalnee | o
L $t0 el ¥ 2 i reBopnal sty rla L daeiila
¢ —padaha ot 26 14 edurds i _salh
i Lokl el e 877-469-2583 TTY:711
Néu quy vi, hay ngudi ma quy vi dang gidp d&, can trg
gip, quy vi sé cé quyén durgc gip va cé thém théng tin
b&ng ngén ngit cda minh mign phi, BE néi chuyén vii mgt
théng dich vién, xin goi s& Dich vy Khéch hang ¢ mat sau
thé clia quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chua phai 13 médt thanh vién,
Nése ju, ose dikush g& po ndihmoni, ka nevojé pér
asistencg, keni t& drejté t& marmi ndihmé dhe informacion
falas né gjuhén tuaj. Pér t& folur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jen]
ende njé anétar.

alok gt Ei= AGIIH 52 A= MEO| ZI-0I
BQSICHHE, Aol =SSN B2 AGIS HHE HIE
2o g0l 22 2 s LD USLICE SSAS
CHstatei® Astel Sl o] A= OA Hula
HsZ AztalALL ol0l F |0l Ot B
877-469-2583, TTY: 7112 HEI5I& A 2,

% I, IS SR TG 999 FHAT, SR
ST TF, BIECT ATHIH ST AT Sy 8 o9y
TSR AT AT ! (FTET AFOH (WSTRIF H
P IS, AN FHGT (TRE (53] AT TIHST TqE
T P 9] 877-469-2583, TTY: 711 % RreHSy STl
S A1 T Y]

Jesli Ty lub osoba, ktdrej pomagasz, potrzebujecie pomocy,
masz prawa do uzyskania bezptatnej informacji i pomocy
we wiasnym jezyku. Aby porozmawia¢ z tlumaczem,
zadzwori pod numer dziatu obstugi klienta, wskazanym na
odwrocie Twojej karty lub pod numer 877-469-2583,

TTY¥: 711, jezeli jeszcze nie masz czlonkostwa.

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

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

CEAR. FEEBEEZOSGOBYOATEEETHE
LENDAATTHMNITVELES, THEOBE
THR— L E2RFY. KBEAFLEY TR LA
TEFET., HERdMYEEAL, BRESESHSIE
ARBRLEOH— FOEEIREShEh R 8 T—H
—EXOBERS (X 1—THWEIK

8774692583, TIY: 71 FTHBE =LY,

Ecomt san sumt JTADy, KOTOPOMY BEI IIONMOIAcTe, HY:KHA
IOMOmIL, TO BRI HMeeTe IPaBo Ha DeécnnarHoe nomyewse
NOMODTH B HRGOPMAINIH Ha BameN f3b1xe. J{14 pasrosopa
€ IICPEBOAMHEOM MOIBOHHTE IO HOMepPY TenedoHa oTAena

OOCTYEHBAHNA FIREHTOB, YKA3AHHOMY Ha obparaoit
CTOPOHE Bame KapTEL, HIN HO HOMEPY
877-469-2583, TTY: 711, ecim y Bac HeT LICHCTEA.

Ukoliko Vama ili nekome kome Vi pomaZete treba pomoé,
imate pravo da besplatno dobijete pomot I informacije na
svom jeziku. Da biste-razgovarali sa prevodiocem, pozovite
broj korisnicke sluzbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 aka vef niste €lan.

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

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

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discrirninate-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 disabifities to communicate
effectively with us, such as qualified sign language
interpreters and information in other formats. If you need
these services, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 711 if you are not
slready a member. If you believe that Blue Cross Blue
Shield of Michigan or Blue Care Network has failed to
provide sarvices 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, Ml 48226,
phone: 888-605-6461, TTY: 711, fax: 866-559-0578,

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

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

-https://ocrportal. bhs.gov/ocr/portal/lobby jsf, or by mail,

phone, or email at: U.S. Department of Health & Human
Services, 200 Independence Ave, S.W.,, Washington, D.C.
20201, phone: B00-368-1015, TTD: 800-537-7697, email:
OCRComplaint@hhs.gov, Complaint forms are available at

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

coverage nbt administered by BCBSM, or whether the coverage provides minimum essential coverage. If you have an ASC Plan Modification, it may be defined here
in only a limited way.



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

MACOMB COUNTY EMPLOYEES
Community Blue PPOS¥ ASC

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

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

Coverage for: Individual/Family | Plan Type: PPO

N

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

. This.is only a summary. For more information about your coverage, ot to get a copy of the complete terms of coverage, visit wiww:bcbsm.com or call the number on the back -
+ of your BCBSM ID card. For general definitions of commen terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at hitps:/iwww.healthcare.gov/sbe-gldssary or call the number-on the back of your BCBSM ID card to requestacopy.

Important Questions

Answers

Why this Matters:

What is the overall deductible?

In-Network Out-of—Nétwork;

$1,500 Individual/
$3,000 Family

$3,000 Individualf
$6,000 Family

Generally, you must pay all of the costs from providers up fo 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 M 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 hitps://www.figalthcare.gov/coverage/preventive-care-benefits/.

Are there other deductibles for
specific services?

No.

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

What is the out-of-pocket limit for
this plan?
(May include a coinsurance
maximum)

196,350 Individual/
1$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 limiits untif the
overall family out-of-pocket limit has been met.

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

Premiums, balance-billing charges, any

pharmacy penalty and health care this
plan doesn't cover.

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

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 1D
card for a list of network providers.

{This plan hses 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 gut-of-network provider for
some services (such as lab work). Check with your provider before you get services.

Do you need a referral to see a
specialist?

No.

You can see the specialist you choose without a referral.

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

Common Medical Event:

Services You May Need

What You Will Pay.

in-Network Pfdvider

Out-of-Network ProVider

Limitations, Exceptions, & ©ther Important

Information

Primary care visit to freat

(You will pay the least)
$40 copay/office visit;

(You will pay the most)

0 i
an injury or illness deductible does not apply 40% coinsurance None
e $40 copay/visit; deductible I
If you visit a health care | Specialist visit does not apply 40% coinsurance None
_P_TQ_VLCE’_S office or clinic Preventive care/ You may have to pay for services that aren't
: PR R No Charge; deductible does preventive. Ask your provider if the services
screening/ Not covered .
. . not apply needed are preventive. Then check what your plan
immunization will pay for
_ Diagnostic fest (x-ray, 20% coinsurance 40% coinsurance None
{blood work)
If you have a test lmaging (CT/PET -
I\rﬂnsl%l)ng ( SCanS, 150% coinsurance 40% coinsurance May require preauthorization
$7 copay/prescription for retall
Generic or select 30-day supply; $14 In-Network copay plus an

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

is available at
www:bcbsm.com/druglists

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

Preferred brand-name
drugs

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

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

apply

Nonpreferred brand-name
drugs

If you have outpatient
surgery

Facility fee (e.g.,
ambulatory surgery

center)

{20% coinsurance

$70 copay/prescription for
retall 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.

140% coinsurance

None
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Common Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Physician/surgeon fees

(You will pay the least)
20% coinsurance

(You will pay the most)
40% coinsurance

None

If you need immediate
medical attention

Emergency room care

$250 copay/visit: deductible

does not apply

$250 copay/visit: deductible does
not apply

Copay waived if admitted or for an accidental
injury.

Emergency medical
transportation

20% coinsurance

20% coinsurance

Mileage limits apply

Urgent care

$40 copayfvisit; deductible
does not apply

40% coinsurance

None -

If you have a hospital stay

Facility fee (e.g., hospital
room)

20% coinsurance

40% coinsurance

Preauthorization is required

Physician/surgeon fee

20% coinsurance

40% coinsurance

None

If you need behaviorat

20% coinsurance for mental

Your cost share may be different for services

services

health services (mental Outpatient services 20% coinsurance health; 40% coinsurance for : :
health and substance use substance use disorder performed in an office selting
disorder) Inpatient services 20% coinsurance 40% coinsurance Preauthorization is required.
_ _ Maternity care may inciude tests and services
Prenatgl. No Charge; CANOL i described elsewhere in the SBC (i.e. ultrasound)
Office visits deductible does not apply Prenatal: 40% coinsurance and depending on the type of services cost share
Postnatal: No Charge; Postnatal: 40% coinsurance P ¢ > P =
deductible does not apply . may apply. Cos.t sharing does not apply for
If you are pregnant — preventive services.
Childbirth/delivery I o i
professional services 20% coinsurance 40% coinsurance None
Childbirth/delivery faciity 20% coinsurance 40% coinsurance None

[f 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

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

Occupational Therapy

None
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Skilled nursing care

20% coinsurance

20% coinsurance

Preauthorization is required. Limited to 120 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,
gontact your plan
administrator

Children’s eye exam Not covered Not covered None
Children’s glasses Not covered Not covered None
Ghildren's dental check- Not covered Not covered {None

up
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Excluded Services & Other Covered Services:

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

s Acupuncture treatment e Hearing aids » Routine eye care (Adult)
e Cosmetic surgery o Infertility treatment e 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.)

« Bariatric surgery » Coverage provided outside the United States. » Private-duty nursing
. , See http://provider.bcbs.com
¢ Chiropractic care

o Non-emergency care when fraveling outside the
U.S
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.goviebsafhealthreform, 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 [nsurance 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 {o your plan. For more information about your rights, this notice, or assistance, contact Blue Cross®and
Blue Shield®of Michigan by calling the number on the back of your BCBSM ID card.

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

Does this plan provide Minimum Essential Coverage? Yes

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

Does this plan meet Minimum Value Standards? Yes

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

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

Language Access Services: See Addendum

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

I" This is not a cost estimator. Treatments shown are just examples of how this. pian 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 sérvices under the plan. Use this information to comparé the portion of costs you might pay under different

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

Peg is Having a Baby

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

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

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

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

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

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

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost | $12,700] | Total Example Cost | 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 ' What isn't covered .
Limits or exclusions $60 Limits or exclusions $20
| The total Peg would payis 1 $3,270 | [ The total Joe would payis $1,720 |

Mia’s Simple Fracture

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

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

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

Diagnostic tests (x-ray)

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

| Total Example Cost | $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-pockef 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 language:

If yot1, or someone you're helping, needs assistance, you
have the right to get help and infarmation in your
language at no cost. To talk to an Interpreter, call the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 if you are not.already a member.

Si usted, o algulen a quien usted esti ayudando, necesita
asistencia, tiene derecho-a obtener ayuda e informacién
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al ndmaro telefénico-de Servicie al
cliente, que aparece en [a parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
Aol bl soolual datayislid AT gas s Hf el ik [3)
A A oy Sl 5 5 el Clelaall g Saebud) e (4 geanll
ettty ek do 3 pal eSlanll Auni 28 5 (ol 2o e ) onanll
iy 1€ 5in 852114, 877-469-2583 TTY:711 S

MRE, RESEEMBIMHRSR, FEES, SHIEH

S REEOBIESHNMIIER, EAN—0BRA,
FREENEEmMMEFEETE s MREETEGR
IS ITREE 877-469-2583, TTY: 711,
st R 03\.- posao ¢ .__.gho'w,umq s _13 LI RN nhnr(
v{&‘\mmo hiic ._ek\.n!:l.m r‘.‘s\g\.nm .__‘_.mc\xkht( oh.ur'(
AL | St -re;fn\xsmmnresmb»&.& Sl oy analila
n:.n.nm: 2 AL sy réaicn ____'ns.p!h
n&ul ol ¢ B77-469-2583 TTY:711
Né&u quy vi, hay ngui mé quy vi dang gitp d&, ¢an trg
glap, quy vi sé cé quyén dwqe gilp va cé thém théng tin
bing ngdn nglt cda minh mién phi. BE néi chuyén voi mat
théng dich vién, xin goi sé Dich vu Khich hang ¢ mat sau
thé cla quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chwa phai k- mét thanh vién.
Nése ju, ose dikush q& po ndihmoni, ka nevojé pér
asistencé, keni té drejté té mermi ndihmé dhe informacion
falas né& gjuhén tuaj. Pér t& folur.me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit né anén e pasme
té kartés tuaj, ose 877-469-2383, TTY: 711 nése nuk Jeni
ende.n)& anétar,

.-quiu':

obok 5} Ei= A3 E1D = A0 TR0
HQIIOH, FAol= S 21 A2 A6le 2 HE
P 0] HE 4 U= ?JEDE ASLICH ESALS
CHEtetci® Fste It SIE M 2= 024 HulA
HE2 AsrstHLUL, 010 S1-0| Ol B
877-469-2583, TTY: 7112 A5l A 2.

% A, AT TRAT PARA JHA SIEAT, W
TS TH, ST AT S R TRA 3 oy
TOTR R A | FIET A9 (TS 14T
TF IS, AR PUST O (T937 T RS 99
B 70T 91 877-469-2583, TTY: 711 Jf%i RGPS SHY
S AT 2 AP

ledli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezplatne] informacji | pomocy
we wiasnym jezyku. Aby porozmawia¢ z tlumaczem,
zadzwori pod numer dzfatu obstugi klienta, wskazanym na
odwrocie Twaojef karty lub pod numer 877-469-2583,

TTY: 711, jezeli jeszcze nie masz cztonkostwa.

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

Se tu o qualcuno-che stal ajutando avete bisogna di
assistenza, hai il diritto di ottenere ajuto.e informazioni
nella tua lingua gratuitamente. Per parlare con un
interprete, rivolgit! al Servizio Assistenza al numero
indicato sul retro della tua scheda o chiamail
877-469-2583, TTY: 711 se non sef ancora membro.

CERAR, FEREEEOGORY OATHEELE
LEhBFCCHEAMITWELELS, CREOEE
THR— 22U, FREAFLEYTZIEN
TEFET. HEEAIDYFELA, AREBEESH 3
BREFLON— FOEMICREREhI=-hRET—Y
—EPRDEEES (A v/ t—THLHIE

8774692583, TTY: 711) ECHERE £& LY,

Ecmi Bax M MHIY, KOTOPOMY BEI IOMOIA€Te, HYXEHA
IIOMOMmB, TO BEl HMEETE IPano Ha GecIlIaTHoe TomyIelie
TIONMOIIE H BH(POPMAIHE Ba BaIIeM MbKe, Jnq pasrosopa

C IEPeBOTIHEOM IO3BOHRTE 10 HOMEpY TeaedoHa oTaema
ofcayXHBAHHA KIHEHTOB, YEA3RHHOMY H3 o0paTHOR
CTOPOHE BaTei KAPTEI, HIAH O HOMEPY

877-469-2583, TTY: 711, eccmt Y Bac HeT WICHCTEA.

Ukatiko Vama ili nekome kome Vi pomaZete treba pomoé,
imate pravo da besplatno dobljete pemoé | Informacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
broj korisnicke sluzbe sa zadnje'strane kartice ili
877-469-2583, TTY: 711 ako vec niste ¢lan.

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

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

Important disclosure

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

600 E. Lafayette Blvd., MC 1302; Detroit, MI 43226,
phone: 888-605-6461, TTY: 711, fax: 866-559-0578,

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

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

hitps://ocrportal. hhs.gov/ocr/portalfiobby.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: 800-368-1018, TTD: 800-537-7697,.email:
OCRComplaint@hhs.gov. Complaint forms are availablé at
http:/fwww.hihs.gov/oer/office/fite/index.htmi,

9of9



Health Alliance Plan

(Post November 1, 2013 Retirees)




HAP Same As Active Retiree SBC

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

Administered by Alhance Health
and Lo susance Company

CoveragePeriod: As of 01/01/2020
Coverage for: Individual+Family | Plan Type: ASOHMO

A

The'Summary of Benefits and Coverage (SBC) document will help you choosea. health plan. The SBC shows you how you and the plan.would share the
«costfor covered health care services: NOTE: Information about the cost of this plan (calledthe premium) willbe provided separately. This Is only-a
summary: For.more-information aboutyour.coverage, ‘or to geta copy of the .complete terms of coverage, call 1-866-766-4709 or visitwww.hap.org. For
general definttions of commion terms, stich as allowed amount, balance billing, coinsurance, copayment, deductible, provider, orother underlined terms see

the Glossary. You can viewthe Glossary athttp:/Aww.dol.goviebsa/pdi/SBCUniformGlossary.pdf or call 1-866-766-4709 to request a copy.

Important Questions

What is the
overall
deductible?

Answers
$0

!

Arethere services
covered before you
meetyour deductible?

{Arethereother
deductibles for specific
services?

Whatis the out-of-
pocket limit for this
plan?

$6,600 person { $13;200 family

Why This Matters:

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

l
You don't have to meet deductibles for specific services, . but see the chart starting on
page 2 for other costs for services your plan covers. ‘

You will have to meet the deductible before the plan pays for any sexvices.

The out of packet.limit is the most you you ‘could pay ina yearfor covered services. If |
you have other family members in this plan, they have to-meet their own out.of pocket
limit until the overall family out of pocket limit has:been'met.

What is notincludedin
the out-of-pocket limit?

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

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

Willyoupaylessifyou

use a petwork provider?

Yes. Seewww.hap.org orcall1-866-766-4709
for a list of network providers.

This plan uses a provider network. You will-pay less.if you use a providerin-the
plari'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 providers charge
and what your plan. pays (balance billing). Be aware your network provider mightuse
an-out.of networkprovider for some services (such as:lab work), Check with your
 provider before you get services.

Doyouneedareferral
to seeaspecialist?

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. Furlher mfonnatlon on the referral process can be found atwww hap.org

AS000096 XR002356
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A_ -All:copayment and‘coinsurance.costs showrin this chartiare-after your deductible-has been met, if a deductible-applies.

Commbn
Medical Event

Services You May Need

WhatYouWill Pay

Network Provider
(You will pay the least)

Limitations, Exceptions, & Other Important

Out-of-Network Provider Information
{You will pay the most)

Morg' mformattbn'about

_ ' |Primarycare visit to treatan: | qop. . P Visits are facé-to-face, télephonic, or through
oy ©_iinjuryorilness $20'copay per visit }NOt Covered secure electronic portal
R = 7 . {Specialist VISlt _ $30 copay pﬂ\ﬂslt liNot Coveriad ] NOEU -
' '$20 PCP Other Practitioner
: " . o |copay per visit! $30 Specialist | Chiropractic Care and Acupuncture Not
lfyou "is';tda healgl] {Other practitioner office visit Other Practitioner copay per |Not Covered |Covered
careprovider's officeor visit
chmcm - - ~ |Coverage information available at T
- . ! www.hap. ﬂ?r? Ygtu may htave to.pay forA ) {
1 Preventive.care/ , services that aren't preventive.services. As
.~ screeningfimmuriization No-Charge Not Covered your provider f the services needed are |
‘ preventive services. Then check what your
plan will pay for.
) . |Diagnostic test {x-ray, blood '
g o E e o WOTK) No Charge Not Covered 1Some services reqmre preauthonzatlo
ifyouhaveatest: * .- {imaging (CTIPET s — = - - - i == e
R f I\nglgsi)ng( sans, No Charge lNot Covered Services require preauthorization. |
T " ) o N ~ |Retail: 30 day supply for non-maintenance |
Breferred $15
- _ copaylprescription (retail) drugs at 1 copay; 90 day supply. for eligible |
, ; - 1Generic drugs _uugn;Erefened $15 |Not Covered maintenance drugs at 2 copays; Mail Order: |
Ifnynu:need drugs to‘ N copaylprescription (retail) 90 day supply for both eligible maintenance
treatyourilinessor— | L £0pay _ and non-maintenance drugs at 2 copays.
condition: {Prefemed brand drugs. $30 copay/prescription (retail) [Not Covered
Y . o

Qrescngt,onldmg . {Non-preferred b_rqnd diugs? $@_ _anylprescnptlon (retall) NotCovered i o
\Coverageiigavailable: Preferred $50 I
atwwwhapiorg . copay/prescription (retail) Sneci .

S AU . SR _ eciaity drugs not available-at 90 day or
Ctel S _‘S_gecialgdmgs Non-Pteferre.dﬁsﬂ Not Covered W
s 2 T copay/prescription retail)

|fy°uhaveoutpahent ;Eﬁggyyfggn(gg.,ambulatory No Charge Not Covered Some services require greauthonzatlo

—surgery ~ 7 |Physician/sugeonfees ~ |[NoChame ~ ~ [NotCovered | ———None— N
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~ WhatYouWillFay Limitations, Exceptions, & Other Important

Common

Medical Event Services You May Need | " Network Provider Out-of-Network Provider Information
L _ (You will pay the least) (You will pay the most) _
E -1 Emergency room care $150 copay per visit $150 copay per visit Copay will be waived if admitted
: milgr:ggmﬁdm fgg‘!:gggbmn?d'cal No.Charge No Charge Emerency medical transportation Only
e __:~__ S _U[gentcaré" $30 copay per visit $30 copay per visit None
lfyo-u i:ave a hospltah : foaocrwgy fe (¢.9., hospitat No Charge. Not Covered Some services require preauthorization .
stay . . |Physician/surgeon fees No Charge Not Covered None
If;yourneed mental - ‘ - * Services can be accessed by calling 1-800-
,.behavioral. Outpatient services 20 copay-per visit Not Covered -
heal%h'»or ‘substance . P ? P 3 4445755 |
aabuse sennces .. ** Services can be accessed by calling 1 ‘
: , i i -
} ~_" ‘ | Inpatient services o —_No Charge o ._Nt_)t—(:,‘o_viedL ) 8004445755 B '
B _ |Officevisits  |$30 copay pervisit Not Covered No Charge for Prenatal care E
Lo . Chlldblrthldelwery ' _ |
Woisfepignat,  [possonisnioes _ WCtage - atCoens e
R gg:\llciigér;(hldelwely facilty | No Charge Not Covered **Some services require greauthonzatlon !
" - - . . '
ot - -|Homehealthcare NoCharge NotCovered | None :
R o T . | Up to 60 combined visits perbeh'e_ffbﬁdA]
o L Rehabilitation services No Charge Not Covergd 7 May be rendered at home
= ) T Limited to Applied Behavior Analysis (ABA)
- S 1 and Physical, Speech and Occupational
R Therapy. selvices associated with the
'ﬁymj needihelp .~ |Habilitation services No Charge Not Covered treatment of Autism Spectrum Disorders
recovering| orhave: through age 18. Services require
otherspecialhealth‘ " l preauthorization. *See outpatient Mental
»needs L Health for ABA cost sharing amount. '
A - o o _ e Covered for authorized services- Up to 730°
o T :SkIﬂEd:HUTSIﬂg care No:Charge Not Covered days, renewable after 60 days
ot T LT Coverage provided for approved equipment
-~ =272 . " 1Durable medical equipment  {No Charge Not Covered based on HAP's guidelines. Some services
AU i require preauthorization,
o h . |Hospice services No Charge Not Covered Up-to 210-days perlifetime
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Common
Medical Event

Services You May Need

J——

WhatYouWillPay

Network Provider
(You will pay the least)

- —— i —— e

Out-of-Network Providéf |
{You will pay the most)

Information

Rt i . ——— ————— " ——

Limitations, Exceptions, & Other Important

ST Children's eye exam $30 copay per visit Not Covered No Charge for one routine eye exam
ifyourchildneeds _[~ioo — — -
dentaloreyecare.. ~|Chidrensglasses Not Covered: Not Covered None
;. " . |Chidren's dental check-up  |Not Covered Not Covered None

Excluded Services & Other Covered Services:

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

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

I* Dental Care (Adult)

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

Bariatric Surgery Routine Eye Care (Adult) Weight Loss Programs
Infertijity Treatment (Only when meets plan
guidelines)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue coverage after it ends. Formore information on you rights to continue
coverage, contact the plan at 1-866-766-4709; you may also contact your state insurance department, the U.S. Department of Labor, Employee Benefits Security
Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform, or the U.S. Department of Health and Human Services, Center for Consumer Information and
Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual coverage
through the Health Insurance Marketplace. For more information about the Marketplace, visit www.Heaithcare.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 s 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 grigvance for any reason to your plan. For more information about your rights, this notice or assistance,
contact the plan at 1-800-422-4641; you may also contact the Department of Insurance and Financial Services, Healthcare Appeals Section, Office of General
Counsel, 611 Ottawa, 3rd Floor, P.O. Box 30220, Lansing, MI 48908-7720, http://michigan.gov/difs; call 1-877-999-6442 or the Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.goviebsa/healthreform. Additionally, a consumer assistance program can help you fite your
appeal. Contact Michigan Health Insurance Consumer Assistance Program (HICAP), Michigan Department of Financial and Insurance Regulation, P.0.Box 30220,
Lansing, M| 48909, phone 1-877-398-6442, website: hitp:/michigan.gov/difs or e-mail difs-HICAP@michigan.gov.
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Does this plan provide Minimum Essential Coverage? Yes

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

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

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

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

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

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

y1N

This is notacost estimator. Treatments shown are just examples of how this plan'might covermedical care: Youractualcosts willbe different
depending on the actual:care you receive, thie:prices your providerscharge, and many-other factors. Fecus on the tost:sharing:amounts
(deductibles, copayments and:coinsurance) and excluded services under the plan. Use this information to compare-the portion of costs you might

pay under different heaith:plans. Please note these toverage examples.are baséd'on seff-anly coverage.

PegisHavingaBaby

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

Managing Joe's type 2 Diabetes

(a year of routine in-network care of a weil-

controlled condition)

Mia's Simple Fracture

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

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

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

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

Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)
|TotalExampleCost: - . - | $12:800: : TotalExample‘Cost . | 7400 TotalExamplaCost =~ I $t900
Inthis example, Pegwouldpay: _ Inthis example, Joe would pay: ____ Inthis example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing
Deductibles %0 Deductibles L _$0  Deductibles B | $0
Copayments | _ $610 Copayments | $1075  Copayments 80
Coinsurance $0  Coinsurance ; $0  Coinsurance $0
What isn't covered- What isn't covered What isn't covered

Limits or exclusions ” $60 Limits orexclusions $55  Limits orexclusions $0
+The'total Pegwould'payiis™- $670] [ThetotalJoewouldpayis. | $130, ThetotabMiawoilldpayis . - $90;

The plan would be responsible for the other costs of these EXAMPLE covered services.
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VINI RE: Nése flisni shqip, ju ofrohen shérbime ndihme gijuhésore falas. Telefononi numrin (800) 422-4641
ose TTY:711.

Language Access Services

gl sy 5 (800) 422-4641 A il 10 aa LD 320 b el Cilada el )itz ot Bl Carnecs i 13 i3
Tl

TG forA: Weifo Aose BI¥I T (0™, Bl TRolFo (ST foqarNceR Treold Gy useb |
(800) 422-4641 T
TTY: 711 Am(od T S A |

EE: WREHERERMh L, B A RNEESEIRRTS. FEE (800)422-4641 88 TTY A P aEEL
" 711,

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

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

FEEIE BREZEINGGS. BHOEEXEX CABWEFITET ., (800)422-4641 £ T,
BEFICTTEB/CFEE L, TTY :L—*f'—'li 711 FTTERBKCEEL,

79 TR0 & AFESHAlE 32, 7= 0] X @ MH|AE 0| 8514 4= QAL L[CH 800-422-4641 H E=
TTY: 711 Ho 2 HES FH AL,

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

BHUMAHHE! Ecnu Bam ponHoii 36k pycckuif, Ban MOryT OBITH IpefocTaBiesnl OecitaTHbie
neperoauecke yornyrd, OOpamaiiteck no nomepy (800) 422-4641 (teneraiin: 711).

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

ATENCION: si habla espafiol, los servicios de asistencia de idiomas se encuentran disponibles gratuitamente
para usted. Llame al (800) 422-4641, los usuarios TTY deben llamar al 711.
< .1.0 s K&\.‘ .\ ):O i.-gé \cé'u_ja:\n}\.l:m :lo aX yioaal z l m.\\c\}\,):njng .H_:.\Mé -~ Zrdomé ay
whyias s eth u,(,é \e© r(o <y
da 0 e )800(4641-422 < ©
vm TTY: 71 1o
PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo, may makukuha kang mga serbisyong
tulong sa wika na walang bayad. Tumawag sa (800) 422-4641 0 TTY: 711.

CHU Y: Néu quy vi noi tiéng Viét, chiing t3i c6 cac dich vu 8 trg ngén ngir mién phi danh cho quy vi. Hay goi
(800) 422-4641 hodc TTY: 711.
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Delta Dental of Michigan
Dental Benefit Highlights for

Macomb County Active and Retiree Dental Plan

Delta Dental PPO {Point-of-Service} Delta Dental Delta Df""tal N?"' . Welcome fo Michigan's.largest dental
PPO Dentist Prem]er paﬂlclp?tlng benefits family!
— Dentist Dentist As a member of Delta Dental of Michigan,
ol case b s s el
Diagnostic and Preventive Services - exams, ' 100% 100% 100% Efm;kf' Delta Dental PPO and Delta Dental
cleanings, fluoride, and space maintainers o i o s easy to find a dentistl Four out of five
Eﬁ:ﬁ:g;ﬂ;iﬂ: t;:?nTreatment o 100% 100% 100% dentists nationwide participate in curnetwork.
Radicgraphs - X-rays C f00% 100% 100% » You have superior access to care and fee
Basic Services savings because of our agreements with
Minor Restorative Services - fillings and crown 80% ’ 75% ) ' 75% participafing dentists.
repair N « Our dentists cannot balance bill you, which
Endodontic Services - root canals 80% 5% 15% means more money in your pocket!
Periodontic Services - o treat gum disease _ .. B0% 5% 5% « No toublesome papework!  Network
ng;esr;"gery Services - extractions and dental 80% 75% 75% dentists wil il out and ile your claims,
Major Restorative Services - crowns 80% 75% 75% ¢ Pay only your copayments andior
Other Basic Services - misc. services _ B0%. 75% 75% deductibles when you receive care from
* | Relines and Repairs - to bridges, implants, and 80% ‘ 75% 759% network dentists — there are no hidden fees.
dentures ) L. ’ ° * You can stil visit nonparticipating dentists,
but you may be biled the ful amount at the
Prosthodontic Services - bridges, implants, 50% o 50% 50% time of service and then have to wait to be
and dentures . 3 reimbursed,
* When you receive services from a Nonparticipating Dentist, the percentages in this column indicate the Quality Dental Program

portion of Deffa Dental’s Nonparticipating Dentist Fee that will be paid for those services. The

Nonparticipating Dentist Fee may be fess than what the dentist charges and you are responsible forthat Wit our quick and accurate ~claims

processing, we pay more than 90% of claims

difference.
in 10 days or less. Delta Dental also offers
[ Maximum Payment - $1,000 per person total per Benefit Year on all services. | worlgi—class customer service from our
Certified Center of Excellence call center, as
| Deductible — None. |  awarded by Benchmark Portal.
Note - This docurment is only infended to provide a bifef description of your benefits. Please refer to your Online Access
Certificate and summary for a complefe description of beneffts, exclusions, and fimitations. Our online Consumer Toolkit lets you access

your dental plan securely over the Internet. You
can find a dentist, check benefits, select
paperiess nofices, review claims and amounts
used toward maxmums, print ID cards, and
more — all at your own convenience.

A Healthy Smile

Keep your smile healthy with dental benefits
from Delta Dental. Your smileis a good indicator
of your health. Did you know that your dentist
can defect up o 120 differentdiseases, including
dizbetes and heart disease? Early defection 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 7i1) or look online at
www.DeltaDentalMI.com.
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hﬁm‘i‘ﬁ‘
Einllan Bamal Plans
Certificate of Coverage

Macomb County

OFFICE VISIT CO-PAY

$5.00

CLASS1

Diagnostic and Preventive:

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

100%

CLASS 11

Restorative:

Fillings,

Root Canals and Routine Extractions performed by General Provider

90%

CLASS II1
Prosthetic:
Crowns, Bridges, Partial and Complete Dentures

75%

CLASS 1V

Specialty Care:

Oral Surgery (including General Anesthesia)
Endodontics

Periodontics

Pedodontics

75%

ORTHODONTICS:
Dependents up to age 19 (Lifetime Maximum )
Member & Spouse (Lifetime Maximum)

$2,200
$1,800

Annual Maximum (per member per year):

Unlimited

Annual Renewal:

01/01

Membership Card Reads:

MACOMB

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

29377 Hoover Road — Warren, MI 48093
Phone: 1-800-451-5918 * Fax: 586-573-8720
website: Ww.goldendentalplans.com




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

1. General Exclusions, Limitations, and Exceptions

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

indicated.

1 |Dental services not appearing on the Schedule of Benefits.

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

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

4 [Treatment of cleft palate, anodontia and mandibular prognathism.

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

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

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

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

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

10 |Dental implants or transplants.

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

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

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

14 |Prescription drugs.

15. |Nitrous oxide analgesia.

16 |Preventative control programs, including home care items.

17 |Services started after terminaticon of coverage.

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

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

or flippers).

Revised 04/29/2015




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

I. General Exclusions, Limitations, and Exceptions, continued

20

Duplicate full or partial dentures.

21

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

22

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

23

Cysts and malignancies.

24

Removal of impacted teeth that exhibit no symptoms or pathology.

25

Consultations or examinations/evaluations for non-covered services.

26

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

27

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

28

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

29

Restorative work caused by orthodontic treatment.

30

Composite resin restorations on occlusal surfaces of bicuspids and molars.

31

Biopsy or Brush Biopsy to detect cancer.

32

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

33

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

34

General anesthesia and the services of a special anesthesiologist unless authorized by emplover
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 behaif 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.

Il. Orthodontic Exclusions, Limitations, and Exceptions

1

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

Patients with severe disabilities that may prevent satisfactory Orthodontic results

wilmMN

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)

|l |l o] &

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

Treatment started before the Covered Person became eligible under this policy

10

Transfer to another Dentist after banding has been initiated

11

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

12

Orthodontic Benefit is once in a lifetime benefit per member.

Revised 04/29/2015
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MACOMB COUNTY EMPLOYEES
0070004480075 - 08BG2
Effective Date: 01/01/2023

Vision Coverage

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

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

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

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

Member's responsibility (copays)

[ Benefits _” VSP network doctor ; Non-VSP provider
Eye exam "None | None
Prescription glasses (lenses and/or frames) None ; None (member responsible for
i difference between approved
" amount and provider's charge)
Medically necessary contact lenses None 3 None (member responsible for
i difference between approved
Conlact [ens 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. i
Eye exam
f Bénefits J‘VSP hetwork doctor “ Non-VSP provider i
Complete eye exam by an ophthalmologist or optometrist. The exam '100% of approved amount i Reimbursement up to $58 less §5
includes refraction, glaucema testing and other tests necessary to " copay (member responsible for
determine the overall visual health of the patient. ) ' any difference)

One eye exam in any period of 12 consecutive months

Lenses and frames

| Benefits | vSP network doctor {Non-VSP provider |
Standard lenses (must not exceed 80 mm in diameter) prescribed and "100% of approved amount ! Relmbursement up to approved
dispensed by an ophthalmologist or optometrist. Lenses may be malded 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. o ! difference)
* Slandard Progressive Lenses - Covered when rendered by a VSP One pair of lenses, with or without frames, in any period of 12 consecutive
network doctor months

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

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
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Benefits

” VS_P ngtwqu'doctor [Non-VSP provider l

Standard frames

Note: All VSP network doctor locations are required to stock at least 100
different frames within the frame allowance.

$100 allowance that is applied toward , Reimbursement up to $65 less
frames {member responsible for any cost $10 capay (member responsible
exceeding the allowance)less. | for any difference)

One frame in any period of 12 consecutive months

Contact Lenses

I Benefits

JI_VSP rle_twork dogtor

lNon-VSP provider !

Medically necessary contact lenses {requires prior autharization approval
from VSP and must meet criteria of medically necessary)

Contact lens suitability examination (fitting and evaluation)

Elective contact lenses that improve visian (prescribed, but do not meet
criteria of medically necessary)

Reimbursement up to $210
{member responsible for any
! difference)

100% of approved.amount

Contact lenses up to the allowance in any period of 12 consecutive months

;$120 allowance that is applied toward
Icontact lens exam {fitting and materials)
;and the contacl lenses (member
‘responsible for any cost exceeding the
lallowance)

—— i e e g

$105 allowance that is applied
toward contact fens exam (fitting
and materials) and the contact

i lenses (member responsible for
any cost exceeding the
allowance)

Contacl lenses up to the allowance in any | period of 12 consecuhve munths

Page 2 of 2
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HAP

Please refer to the HAP Medical Benefits Summary




LETTER OF AGREEMENT
between
THE COUNTY OF MACOMB
and
TEAMSTERS LOCAL 214
ASSIGNMENT OF A CIRCUIT COURT REPORTER

A. The regularly assigned Court Reporter shall be retained by a new Judge who replaces a Judge who
has terminated his/her service with that court.

B. The court shall not displace an existing Court Reparter for the sole purpose of using video recording
equipment in-lieu-of a Court Reporter. However, the Employer shall have the right, wherever a
vacancy occurs in a Court Reporter position or whenever a new judgeship is created, to utilize video
recording equipment in-lieu-of a Court Reporter. Should a Video Recording system be installed
pursuant to this provision, the Employer agrees to collectively bargain with the Union regarding the
effects of this decision.

C. Members may volunteer to cover other Judges of the same court or a visiting Judge. Management
may require members to report for another Judge of the same court or a visiting Judge. The
members' work-load will be taken into consideration before such assignment is made.

VIDEO COURT TRANSCRIPTS

A. Upon approval of a procedure by the Employer and subject to Section C., the Employer agrees that
persons seeking video court transcripts shall be informed of the appropriate bargaining unit member
to contact to obtain a transcript.

B. The bargaining unit members shall be responsible to perform all video transcript work for which they
are retained under this Article. A procedure to implement the production of this transcript work shall
be developed by the bargaining unit members and shall have the approval of the Employer.

The transcripts shall be produced using appropriate video transcription equipment, as approved, but
not provided, by the Court.

C. Should the bargaining unit members prove unable to timely and accurately produce all transcripts
from a video court, the Court reserves the right to make other arrangements for the production of
transcripts, at its sole discration.

TRANSCRIPT FEES

To the extent permitted by law, an employee may elect to have a transcript payment, which has been
processed and paid through the Employer's Payroll system, placed in deferred compensation, after
completion of all appropriate documentation.



CERTIFIED SHORTHAND REPORTER CERTIFICATE

The Employer agrees to reimburse bargaining unit members under this Appendix for the annual renewal cost
of the Certified Shorthand Reporter Certificate, as required by the Employer.

FOR THE UNION: FOR THE EMPLOYER:
Amy Roddy, Mess\ﬁ@ent Karlyn Semlo{\o;) Director
Team Local ) . Human Resources and Labor Relations

Amy.Hogan, Circuit Court Steward
Teamsters Local 214

%Ct/\cu\- LQ/;‘-"\

Sarah Laing, Friend of the Court Steward
Teamsters Local 214

Dated: LMM(‘}\ QDI 2023



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 Teamsters Local 214, on behalf of certain
Circuit Court and Friend of the Court employees 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:
Amy RoddeBu'g inéss Agent Karlyn Senflodv, Director

Human Resources and Labor Relations

Amy Hodan, Circtit f:'ourt Steward
Teamsters Local 214

Sarah Laing, Friend of the Court Stéward
Teamsters Local 214

Dated: %Of\dﬂ L%O{ QO3
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