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AGREEMENT
TPOAM — CIRCUIT COURT OFFICERS AND PROFESSIONALS ASSOCIATION

This Agreement entered into on the January 1, 2023, between the 16% Judicial Circuit Court, and the County
of Macomb along with the County’s Co-employers the Macomb County Prosecuting Attorney, hereinafter
collectively referred to as the Employer, and TPOAM Circuit Court Officers and Professionals Association,
hereinafter referred to as the Union, on behalf of all regular employees of the duly recognized and clearly
defined collective bargaining units, as set forth in Article 2, Recognition.

PURPOSE AND INTENT

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

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

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

NON-DISCRIMINATION
The provisions of the 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, union
affiliation or political affiliation.

ARTICLE 1

STRIKES AND LOCKOUTS PROHIBITED

The Parties hereto recognize that it is essential for the health, safety and public weifare of the County that
services to the public be without interruption and that the right to strike is forbidden by the Statutes of the
State of Michigan. Any employee guilty of engaging in a slowdown, work stoppage, or strike, shall be subject
to disciplinary action up to and including discharge.
The Employer agrees that it shall not lock out its employees.

ARTICLE 2

RECOGNITION

Pursuant to and in accordance with all applicable provisions of Act 379 of the Public Acts of 1965, as amended,
the Employer does hereby recoegnize the Union as the sole and exclusive representative for the purpose of
collective bargaining with respect to wages, hours and other terms and conditions of employment for the term
of this Agreement for all employees described in MERC Case No. R09 B-014, provided it is agreed and
understood that the County of Macomb does not, by entering into this Agreement, purport to assume control
or exercise jurisdiction in those areas where statutory and constitutional powers have been exclusively vested
in County or State elected and/or appointed officials.

ARTICLE 3

REPRESENTATION, FEES AND DUES

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



A.  Employees may authorize the Employer to deduct appropriate fees or dues to remit to the Union.

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

C. The Employer agrees to provide this service without charge to the Union. It is understood and agreed,
that the provision for deduction of the dues is for the benefit of the employees requesting same, and the
Employer is under no obligation to demand or request that employees authorize such deductions as a
condition of employment. :

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

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

ARTICLE 4

REPRESENTATION

A.  The Unicn shall notify the Employer in writing of the name(s) of the Officers and Stewards of its various
bargaining units. In the event there is a change in a Union President or Steward(s), the Union shall inform
the Employer forty-eight (48) hours prior to such Union President or Steward(s) taking over his/her duties.

B.  The Employer agrees to recognize one (1) President and two (2) Stewards for the bargaining unit. (Two
(2) stewards based on the following districts: 1 — Family Court/Juvenile Justice Center/Probate Court; 1 -
Prosecuting Attorney/Friend of the Court).

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. A greater
period of time may be permitted by prior authorization from their immediate Supervisor or the Department,

D.  The Union President shall be permitted a maximum of two (2) hours per day during working hours, without
loss of time cr pay, for the purpose of conducting labor relations related union business to include, but not
limited to, investigating grievances referred to the Union President. A greater period of time may be
permitted by prior authorization from their immediate Supervisor or the Department.

E. Bargaining Committee:

1.  The Bargaining Committee shall be comprised of two (2) local union members and a TPOAM
representative.

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

ARTICLE 5

WAGE RATES FOR NEW CLASSIFICATIONS

When a new classification is established by the Macomb County Office of the County Executive that is to be
placed in the bargaining unit, the Employer shall place the new classification in the Wage Schedule that is



found in Appendix B. If the Union does not agree with the Wage Schedule that was assigned by the Employer,
the Union may submit the assignment of the Wage Schedule to the Grievance Procedure at the Third Step.

ARTICLE 6
GRIEVANCE PROCEDURE

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

Step 1:

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

Step 2:

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

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

Step 3.

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

The Union President or designee must make a request in writing to conduct a Step 3 grievance meeting. A
Grievance Committee, composed of the Union President or designee, the Director, Human Resources and
Labor Relations or their designee and the Department Head or their designee shall conduct a Step 3 meeting
within fifteen (15) days of the receipt of the Union President’s written request. An officer of TPOAM may be
present at the Step 3 meeting. In addition, a witness(es) may be in attendance if deemed necessary by both
Parties.

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

GRIEVANCE MEDIATION: If the grievance is not resolved at Step 3 of the grievance procedure, upon mutual
agreement between the Union and the Employer, the matter will be referred 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:

If the grievance is not resolved at Step 3 or through grievance mediation, if invoked, the Union President or
designee has thirty (30) days from the Step 3 answer or the date of the decision issued by the mediator in the
event of grievance mediation, if invoked, to file a Notice of Intent to Arbitrate, by sending a letter to the Director,
Human Resources and Labor Relations. If the Union President or designee fail to request arbitration within this
time limit, the grievance shall be deemed nct eligible to go to arbitration.

A.

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

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
5, Wage Rates For New Classifications.

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

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

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

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

The parties will bear their own expenses individually. The fees and approved expenses of the arbitrator
shall be paid by the Party who does not prevail in the case as determined by the arbitrator. 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. Neither
party shall be responsible for the expense of witnesses called by the other.

GENERAL CONDITIONS:

A.

Selection of the Arbitrator:

1. Within thirty (30) days of the written Notice of Intent to Arbitrate, the County and the Association
shall attempt to mutually select an Arbitrator. In the event that the parties cannot agree upon an
Arbitrator to hear the unresolved grievance within ten (10) days of the "Demand for Arbitration”, they
shall request the Michigan Employment Relations Commission (MERC) to provide a list of impartial
arbitrators in accordance with its applicable rules and regulations.
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2. All arbitration hearings shall be governed by the rules of the Michigan Employment Relations
Commission (MERC) to the extent that those rules are not inconsistent with this Agreement.

Withdrawal Of Grievances: A grievance may be withdrawn and, if so withdrawn, all financial liability shall
be cancelled. If the grievance is reinstated, the financial responsibility shall date only from the date of
reinstatement. If the grievance is not reinstated within twenty (20) days from the date of withdrawal, the
grievance shall not be reinstated.

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

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 to the particular step within the specified time limits,
the Union may appeal the grievance to the next step with the time limit for exercising said appeal,
commencing with the expiration date of the Employer's period for answer.

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

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

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

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

ARTICLE 7

PROBATIONARY PERIOD

Probationary Periad For New Full-time Employees: All full-time employees newly hired into this bargaining
unit shall be required to successfully complete a probationary period; the length of said probationary period
shall be the first six (6) months of employment from the date of hire. During the probationary period of a
new employee, s/he may be terminated at any time without the right of appeal or a statement of cause.

Probationary Period For New Part-time Employees: All part-time employees newly hired into this
bargaining unit shall be required to successfully complete a probationary period; the length of said

probationary period shall be the first nine (9) months of employment from the date of hire. During the
probationary petiod of a new employee, sfhe may be terminated at any time without the right of appeal
or a statement of cause.

Probationary Period For Employees Who Have Had a Change in Classification: Employees in this bargaining
unit who have had a change in classification {promotion, demotion, lateral transfer, bump or recall) shall

serve a probationary period of four (4) months from the date of change in classification. Employees who
have had a change in classification shall have the opportunity to return to their prior classification within
one (1) month from the date of change in classification. During the probationary period of an employee
who has had a change in cfassification, the employee may be returned to hisfher former dassification at
any time without the right of appeal or statement of cause, Such decision shall be within the sole discretion
of the Employer.



ARTICLE 8

EMPLOYEE DEFINED

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

B. 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 9

WAGE AND INCRIéMENT SCHEDULE

Appendix B, Wage and Increment Schedule is attached to and is part of this Agreement.
ARTICLE 10
WAGE INCREMENTS

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

ARTICLE 11
TEMPORARY ASSIGNMENT

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

The employee temporarily assigned shall be eligible for increments until the maximum salary for the 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 10, Wage Increments, shall be utilized to approve or disapprove increments
pursuant to this provision.

ARTICLE 12
OVERTIME
A. Full-time employees shall receive compensation at the rate of 1 ¥~ times his/her regular hourly rate

for all hours scheduled and authorized over and above their regular work week. Compensation as used
in this Article shall mean either cash payment or compensatory time. The Employer has the right to



offer overtime compensation either in the form of cash payment or compensatory time. An employee
has the right to refuse overtime if it is offered as compensatory time; however, the Employer may
then offer the overtime, in the form of compensatory time, to other employees.

B. 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 13
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. The employee's schedule may be adjusted by the Employer, provided, however,
no employee shall be required to work any number of hours, when added to the number of hours the person
spends on jury duty, that exceeds the number of hours normally and customarily worked by the person during
a work day. An employee working second shift, whose schedule has not been adjusted, shall be released from
the shift scheduled for the same date as the scheduled jury duty. An employee working third shift, whose
schedule has not been adjusted, shall normally be released from the shift scheduled on the date prior to the
scheduled jury duty, except, with approval of the Department, an employee may be released from the scheduled
shift on the date after the scheduled jury duty.

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

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

ARTICLE 14
HOLIDAY BENEFITS

A, The designated holidays are:

January 1% (New Year's Day) Martin Luther King, Jr. Day

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

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
B. Employees covered by this Agreement who normally work a regularly scheduled five (5) day week,

Monday through Friday, shall be granted time off with pay for the designated holidays.
1. The holiday designated must fall on the week days, that is, Monday through Friday.

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



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

4, December 24% (Christmas Eve) and December 31 (New Year's Eve):

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

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

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

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

ARTICLE 15
SICK LEAVE

Participants in the Deferred Retirement Option Pian are not subject to Article 15, Sick Leave, but shall
receive Sick Leave in the manner described in Article 22, Deferred Retirement Option Plan.

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

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

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

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

An employee may utilize available Sick Leave for absences:

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

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

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

4, To report to the Veterans' Administration for medlcal 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 hisfher immediate Supervisor
of such absence as soon as possible and failure to do so within the earliest reasonable time, may be the
cause of denial of Sick Leave with pay for the period of absence.

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

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

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

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

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

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

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(2) Plan):

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

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

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



ARTICLE 16

WORKER’'S COMPENSATION

Except for certain Circuit Court, Juvenile Division/Juvenile Justice Center employees who are covered under
Section B of this Article, Worker's Compensation - For Certain Circuit Court, Juvenile Division/Juvenile
Justice Center Employees, a County employee who has incurred bodily injury arising out of and in the
course of actual performance of duty in the service of the County, which boedily injury totally incapacitates
such employee from performing his/her assigned duties, shall be entitled to disability compensation upon
the following basis and subject to the following provisions:

1.

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

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

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

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

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

The County shall have the right to fill the position vacated by the employee receiving Worker's
Compensation, through temporary appointment or hire, for the entire pericd in which the position is
temporarily vacant, notwithstanding Article 8, Employee Defined. A current employee filling the
position on a temporary basis shall not accrue classification seniority. The position shall become a
regular vacancy at the time the active employment relationship is terminated with the employee
receiving Worker's Compensation.

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

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

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

b.  If the employee's Sick Leave Reserve (and Paid Time Off if the employee so chooses) has
been depleted and the employee has been receiving Worker's Compensation payments for
less than 104 weeks, the County of Macomb shall pay to such employee a sum of money, in
addition to Worker's Compensation payments, whereby the combination of Worker's

10



Compensation payments and such County supplement shall equal two-thirds (2/3) of the
employee's regular wage or salary. The County's 2/3rds pay supplement shall be made for a
period not to exceed twenty-six (26) weeks; however, in no case shall the combination of the
supplement payments (A.8.a and A.8.b.) exceed 104 weeks.

¢.  Upon the expiration of the 104 weeks an employee unable to return to duty shall be terminated
by the County. The County will have no further obligation to the former employee, unless the
employee qualifies for and receives retirement benefits as provided in Article 21, Retirement
System and the Macomb County Employees' Retirement Ordinance.

d.  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.

9.  The foregoing provisions shall neither restrict nor enlarge upon the provisions and benefits accorded
by the Macomb County Employees’ Retirement Ordinance relative to total and permanent disability
provided for therein.

Waorker's Compensation — For Certain Circuit Court Juvenile Division/Juvenile Justice Center Employees:

Employees in the following classifications only, shall receive hazardous duty disability compensation:
Circuit Court Juvenile Division Probation Officer and Juvenile Justice Center Counselor. Disability
compensation for the employees in these classifications only, shall be provided under the following
conditions:

1.  An employee who has incurred bodily injury arising out of and in the course of actual performance
of duty in the service of the County, which bodily injury totally incapacitates such employee from
performing his/her assigned duties, shall be entitled to disability compensation upon the following.
basis and subject to the following provisions:

a. The term "actual performance of duty" shall be defined as job assignment and job related
activities that are specifically directed by or verified by the Chief Judge, Macomb County Circuit
Court or designee or Department Head.

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

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

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

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

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

g.  The County shall have the right to fill the position vacated by the employee receiving Worker's
Compensation, through temporary appointment or hire, for the entire period in which the
position is temporarily vacant, notwithstanding Article 8, Employee Defined. A current
employee filling the position on a temporary basis shall not accrue classification seniority. The
position shall become a regular vacancy at the time the active employment relationship is
terminated with the employee receiving Worker's Compensation.
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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 eligible County employee in the following manner
and upon the following basis:

1.

The compensation received by such employee under the Worker's Compensation Act
shall be supplemented by the amount necessary to equal his/her regular salary, such
payments to continue for a period of twenty-six (26) weeks from date of incapacitating
injury. At the end of said twenty-six (26) week period the Employer shall review the
disability status of the injured employee to determine if an additional twenty-six (26)
week extension shall be granted, dependent upon the physical condition and ability of
the employee to perform his/her assigned duties. In no event shall the period of
supplementation under this provision exceed fifty~two (52) weeks from the date of
incapacitating injury.

If the disability exists at the end of the fifty-two (52) week period, 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 his/her regular salary and the employee's Sick Leave Reserve (and
Paid Time Off if the employee had so chosen) shall be charged only in the same
proportion as his/her Sick Leave Reserve (and Paid Time Off if the employee had so
chosen) payment is to his/her regular wage or salary for the day, week, half-month, or
other period. This supplement shall continue for fifty-two (52) weeks or until the
employee's Sick Leave Reserve (and Paid Time Off if the employee had so chosen) has
been depleted, whichever occurs first.

Upon the expiration of the one hundred four (104) weeks, an employee unable to return
to duty shall be terminated by the County. The County will have no further obligation
to the former employee, unless the employee qualifies for and receives retirement
benefits as provided in Article 21, Retirement System and the Macomb County
Employees' Retirement Ordinance.

Any Sick or Paid Time Off earned and accrued shall be paid to the former employee
upon termination of the active employment relationship.

The foregoing provisions shall neither restrict nor enlarge upon the provisions and benefits accorded
by the Macomb County Employees' Retirement Ordinance relative to total and permanent disability
provided for therein.

ARTICLE 17

BEREAVEMENT LEAVE

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

A.

A full-time employee may elect to take up to three (3) days off with pay due to a death in the Employee's
family as follows: parent, current step parent, current mother-in-law, current father-in-law, current spouse,
children, current daughter-in-law, current son-in-law, current step children, brother, sister, grandparent, or
grandchildren. It shall also include any person who is normally a member of the employee’s household.
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B. The Employee may elect to take up to three (3) bereavement leave days chargeable to Sick Leave or Paid
Time Off due to the death of an Employee’s friend or family member, other than those listed in section A.
of this article.

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

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

ARTICIE 18
PAID TIME OFF

A. Participants in the Deferred Retirement Option Plan are not subject to Article 18, Paid Time Off, but shall
receive Paid Time Off In the manner described in Article 22, Deferred Retirement Option Plan.

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

C Full time employees shali be entitled to accrue Paid Time Off (PTO) according to the following schedule,
The paid [eave provisions in this contract apply only to full time employees working 37.5 hours or

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

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

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

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

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

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

ARTICLE 19
LEAVE OF ABSENCE

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

1. Personal Leave

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

Provisions:

1. Personal Leave:

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

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

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

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

e. An approved Personal Leave shall not exceed 6 months.

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

g. While on an unpaid Personal Leave, benefits will be cancelled at the end of the month from the
point of unpaid status. Upon return from an unpaid Personal Leave of Absence, insurance
benefits will be reinstated in accordance with the waiting periods as outlined in Article 20,
Insurance Benefits.

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

i. Anemployee that fails to report for duty upon expiration of a Personal Leave shail be subject to
loss of seniority as outlined in Article 28, Seniority and termination of employment.
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Medical Leave for Employee and/or Family:

a.

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

An eligible employee who is unable to work due to 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. It shall also include any
person who is normally a member of the employee‘s household.

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

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

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

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

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

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

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

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

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

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

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

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

Failure to report for duty upon expiration of a Medical Leave shall be subject to loss of seniority
as outlined in Article 28, Seniority and termination of employment.
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Military:

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

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

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

Family And Medical lLeave 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 20

INSURANCE BENEFITS

A. Life Insurance:

1.

Full-time Employees (including DROP Participants):

a.  The life insurance benefit provided by the Employer shall be $50,000 and effective the first
day of employment with Macomb County.

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

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

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

B. Insurance Benefits:

1.

2.

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

Dependent Eligibility:

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

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

1.

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

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

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

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

Retirees: Full-time employees hired before January 1, 2006, the Employer will provide a fully paid
medical and 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 D, 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.
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5.  Retired employees and/or their eligible spouse as defined in D.1.a., shall apply and participate in the
Medicare Program, if eligible, at their expense as required by the Federal Insurance Contribution Act,
a part of the Social Security Program. At that time the Employer's obligation shall be only to provide
medical and prescription drug coverage that will coordinate or supplement with Medicare. Failure to
participate in the aforementioned Medicare Program shall be cause for termination of Employer paid
coverage of applicable hospital-medical benefits, as outlined herein for employees who retire and/or
their eligible spouse as defined in D.1.a.

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

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

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

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

Dental Plan:

The Employer shall pravide a dental plan to full-time employees (including DROP Participants) angd their

eligible dependents as outlined in Appendix E, Active Employees Dental Benefits, or its substantial
equivalence.

Vision Plan:

The Employer shall provide a vision plan to full-time employees (including DROP Participants) and their
eligible dependents as outlined in Appendix F, Active Employses 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
Emplovyer.

Long Term Disability: Full-time employees (including DROP Participants) covered by this Agreement will

be provided a Long Term Disability program with benefits as currently provided by the present provider,
or its substantial equivalence.

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

Part-time employees shall not be eligible for Macomb County’s medical, prescription drug, dental and vision

plans, life insurance, Voluntary Benefit Program and long term disability during employment and/or upon
retirement.
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ARTICLE 21

RETIREMENT SYSTEM

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

Full-time employees hired into the County prior to January 1, 2016:

1.

Employee Contribution: For any employee hired on or before December 31, 2001, or who is vested
as of 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 Januvary 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, ot 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 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.

Refroactive 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.
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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 service; or

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

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

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

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

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

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

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

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

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

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

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

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

11,

12,

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 his/her beneficiary nominated under Option A or B, whichever is elected. Upon the death of the
retirant, his/her beneficiary will receive a retirement allowance for life equal to the percentage
specified by Option A or B of the reduced retirement income payable duting the joint lifetime of the
retirant and hisfher 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 his/her 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 hisfher 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 he/she has satisfied the age and service requirements for
retirement provided in the Macomb County Employees’ Retirement Ordinance, for any reason except
his/her disability retirement or death, he/she shall be entitled to retire at the normal retirement age
and be subject to the retirement formula in effect at the time he/she left County employment and
as provided for in the Macomb County Employee’s Retirement Ordinance, provided that he/she does
not withdraw hisfher accumulated contributions from the employees savings fund. His/her
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 his/her 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/trust shall receive the contributions and interest earned as of the date of the
vested member’s death.

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

vested may at any time prior to the effective date of his/her retirement elect Option A provided in
the Macomb County Employees’ Retirement System Ordinance in the same manner as if hefshe were
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13,

14.

15.

then retiring from county employment, and nominate a beneficiary whom the Retirement Board finds
to be dependent upon the said member for at least 50 percent of his/her support due to lack of
financial means. Prior to the effective date of his/her retirement a member may revoke his/her said
election of Option A and nomination of beneficiary and he/she 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 hisfher 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 his/her death, notwithstanding that he/she might not have attained age 60 years. If a
member has an Option A election in force at the time of hisfher retirement his/her said election of
Option A and nomination of beneficiary shall thereafter continue in force; provided, that prior to the
effective date of his/her retirement, he/she shall have the right to elect to receive his/her 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 his/her death.

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

Non-Duty Death Retirement Allowance, Automatic Provisions: Any vested bargaining unit member
who continues County employment and (1) dies while in County employment and (2) leaves a
spouse, the spouse shall immediately receive a retirement allowance computed in the same manner
in all respects as if the member had (1) retired the day preceding the date of the member’s death,
notwithstanding that 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
22, Deferred Retirement Option Plan (DROP). Vesting for the purposes of DROP excludes setvice
time under Reciprocal Act 88.

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

1.

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

Will not be eligible for or participate in the Macomb County Employees’ Retirement System for any
other benefit, including DROP, cther than for the fixed payment as outlined in Section 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) vears of actual service with the Employer, employees shall
be eligible to elect to increase his/her contribution by one percent (1%) of the employee’s base pay.
Per IRS regulations, the additional one percent (1%) contribution is a post-tax contribution. If such
election is made by the employee, the Employer shall increase its contribution from 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 period, deposited by
the County, into the Defined Contribution Retirement Plan, not to exceed $2600 per year.
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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 22

DEFERRED RETIREMENT OPTION PLAN {(DROP)

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

Parﬁcigation: 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 hisfher DROP account. Failure to terminate employment at the expiration of
the DROP Participation Period shall result in forfeiture of the employee’s monthly pension otherwise
payable to the DROP account. Interest on the DROP account will continue to accrue during such a
forfeiture.

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

DROP Account: The employee’s DROP Account shall be the regular monthly pension with interest to
which the employee would have been entitled if he/she 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, his/her 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 henefit 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.
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Annuity Withdrawal: An employee who elects to participate in the DROP may elect the Annuity
Withdrawal option provided by the retirement ordinance at the time of electing DROP participation.
Such election shall be made commensurate with the employee’s DROP election, but not thereafter.
Such annuity withdrawal will be utilized to compute the actuarial reduction of the member’s DROP
benefit, as well as the member’s monthly pension from the Macomb County Employees Retirement
System, after termination of employment.

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

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

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

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

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

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

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

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

Paid Time Off and Sick Leave in Final Average Calculation: The collective bargaining agreement may

provide for the crediting of both Paid Time Off and Sick Leave banks for inclusion in determining an
employee’s final average compensation for purposes of computing an employee’s pension.
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At the effective date of an employee’s participation in the DROP, an employee’s Paid Time Off and
Sick Leave bank shall be “credited” and/or paid as provided for in the collective bargaining agreement
or the Macomb County Employees Retirement Ordinance.

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

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

1, Longevity for DROP Participants:

d.

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

For DROP 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

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

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

DROFP 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 'I'lme Oft for DROP Participants:

a.

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

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

DROP participants shall receive, on January 1% of each year of DROP patticipation, a
number of hours of Pald Time Off equal to the number of hours of Paid Time Off earned
based upon their years of service at the commencement of DROP participation
according to the following schedule:
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YEARS 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
2] 26 days
22 27 days
23 28 days
24 29 days
25 30 days

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

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

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

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

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

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

Sick Leave for DROP Participants:

a.

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

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

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

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

An employee may utilize available Sick Leave for absences:

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

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

iii, Due to illness of a member of his/her immediate family who requires hisfher
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.

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

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

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

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 his/her
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 23

LONGEVITY

Participants in the Deferred Retirement Option Plan are not subject to Article 23, Longevity, but shall
receive Longevity in the manner described in Article 22, Deferred Retirement Opticn Plan.

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

The basis of longevity compensation is as follows:

Eligibility of a full-time employee shall commence when such employee shall have completed fifteen
(15) vears of continuous full-time employment on or before October 31st of any year.
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2.  Continuous employment shall not be considered interrupted when absences arise as paid vacations,
paid Sick Leave, approved Leave of Absence and/or 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 C.1 of
this Article, as follows:

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

STEP OF EACH YEAR AMOUNT
1 15 through 19 4600

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
withhelding tax, social security, retirement deductions, regulations and ordinances of the County of
Macomb and cother applicable statutes.

Payments to employees eligible as of October 31st of any year shall be included in the first regular payroll
check of December. The annual period covered in computation of longevity shall be from November 1 of
each year through and including October 31st of the following year.
Employees leaving the employ of the County by reason of retirement and receiving benefits under the
Macomb County Employees' Retirement Ordinance, or by reason of death from any cause shall be entitled
fo 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 24

UNION BULLETIN BOARDS

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

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

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 25

MANAGEMENTY RIGHTS

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

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

The Employer retains and shall have the sole and exclusive right and authority to convert no more than 7
full time vacant positions to part time during the term of this Agreement. '

ARTICLE 26

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, rathet, this provision
is required by Public Act 9 and accordingly is a prohibited subject of bargaining.

ARTICLE 27

DISCIPLINE AND DISCHARGE

Discipline:

1.  Should circumstances warrant, an employee may be disciplined for just cause. Disciplinary actions
or measures may include, but are not limited to, the following: oral reprimand, written reprimand,
suspension or discharge.

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

3.  Any disciplinary action or measures imposed upon an employee may be processed as a gtievance
through the regular grievance procedure or through the special conference provisions as provided
for in this Agreement.

4.  If the Employer has reason tc 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.

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

Records in Personne] Files:

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

personnel file.

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

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.

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.

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 personne! files
in accordance with the provisions of this collective bargaining agreement and/or human resources
policies.

ARTICLE 28

SENIORITY

Upon successful completion of the probationary period, the employee’s seniority will be retroactive to the
date that the probationary period began.

Except as provided for under Article 19; Leave of Absence, Section B.1(f) and B.2(k), date of entry into
County employment will provide a seniority date.

Employees with the .same seniority date requiring the need of determination by seniority, shall have their
seniority dates decided by the last 4 digits of their social security number, the lowest number having
highest seniority.

An employee shall forfeit seniority rights for the following reasons:

1.

2.

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

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

He/she is absent without leave for a period of three (3) consecutive working days without nctifying
the Employer. After such absence, the employer will send written notification to the employee at
his/her last known address that he/she has lost his/her seniority, and his/her employment has been
terminated. In proper cases, an exception may be made by the Employer.

He/she retires.
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5.

6.

7.

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

If an employee fails to return to work when recalled from layoff it will be treated as D-3, above.

If an employee fails to return from Sick Leave it will be treated as D-3, above.

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

Employees, except as otherwise provided in this Agreement.

F.  Membership Lists: The employer will report incoming and/for cutgoing members in classifications reflected

in the Agreement by the Parties on a mently basis, except in July, when seniority reports are distributed.

G. If an employee is transferred or promoted to a classification outside his/her current bargaining unit of
TPOAM and is then promoted or transferred to a classification within his/her former bargaining unit, the
employee shall not accumulate seniority in his/her former bargaining unit for the time spent:in a
classification outside of his/her former bargaining unit.

H. Superseniority:

1.

Notwithstanding their position on the seniority list, Stewards shall, in the event of a layoff, be
continued at work as long as there is work being performed in their district which they have the
ability to perform and shall be recalled to work after the layoff as soon as there is work being
performed in their district which they have the ability to perform. Ability to perform shall be
determined by the Employer based upon the employees qualifications.

Notwithstanding their position on the seniority list, the Union President shall, in the event of a layoff,
be continued at work as long as there is work being performed in their Unit, which they have the
ability to perform and shall be recalled to work after the layoff as soon as there is work being
performed in their Unit which they have the ability to perform. Ability to perform shall be determined
by the Employer based upon the employees qualificaticns. The Union President would be the last
person affected when applying this article.

ARTICLE 29

LAYOFF AND RECALL

A. Layoff Procedure:

1.

2.

Layoff is defined as a reduction in the working force.
If a layoff becomes necessary the following procedures will be mandatory:

a. Layoffs, as required, shall be made within the affected classifications in the affected
department.

b.  Such reduction will be made in the first instance by terminating probationary and temporary
employees in the affected classifications.

C. If a further reduction in 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
department.

When an employee is laid 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 cfassifications
covered by.this Agreement in the department from which the employee was laid-off only. Such
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employee may "bump" an employee in an equal or lower job classification under the following
conditions:

a.  Hefshe shall have seniority as required and as defined in Article 28, Seniority, of this
Agreement.

b.  Current ability to do the available work, meet the qualifications 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, by so notifying his/her Department Supervisor in writing.

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

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

Employees in classifications covered by this Agreement who are laid off from their fegular’
employment as a result of a reduction in force, will be given consideration, by interview, for hire into
a like classification only, for which they qualify, when cpportunity for such hire occurs in the
department from which the employee was laid off. Like classification is hereby defined as a
classification in which the employee was employed at the time of lay-off, or a classification for which
the employee is qualified by virtue of his/her knowledge, skills and abilities, as determined solely by
the Employer.

Employees selected pursuant to paragraph 5 who will then have seniority in the new classification
in accordance with the provisions of "seniority defined” as outlined in Article 28, Seniority of this
Agreement. Such employees shall serve a ninety (90) day trial period, during which time the
Employer may terminate the employee. Such termination by the Employer will not affect the former
lay-off for seniority status of the employee.

B. Recall Procedure:

1.

When the working force is increased after a layoff, employees will be recalled according to seniority
as defined in Article 28, Seniority, 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, and sent by Certified Mail. If the affected employee fails to report for work
within ten (10) days from the date of mailing of notice of recall, hisfher employment shall be
considered terminated. Extension will be granted solely by the Employer, in its discretion, in proper
cases. :

Recall rights for laid off employees will be limited to a maximum of four (4) years, or length of
seniority, whichever is less. Upon the expiration of the appropriate period, the Employer shall be
under no further obligation to recall the laid off employee and such employee shall forfeit his/her
seniority.

Recall rights of affected employees covered by this section will be limited to the following:
a. Employees who are selected for employment in a new department will, should subsequent
lay-off occur in that department, have the option of retaining recall rights within their previous

classification in accordance with the recall procedure as outlined in the Agreement between
the Parties.
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b.  If the employee does not exercise the option outlined in (a) above, such employee shall be
deemed to have chosen to retain recall rights in the department from which they were last
laid off.

C. Exercise of either option, a or b, shall be chosen in writing at the time of subseguent lay-off
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 Union President.

ARTICLE 30

JOB POSTINGS

A.  Postings shall be made for ten (10) working days. Posting periods may be shortened or eliminated by
agreement of the Parties.

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

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

D. If necessary, a temporary appointment may be made by the Department Head, but without prejudice to
employees seeking the job. The Department Head may, in the exercise of his/her discretion, consider
the seniority of the employees avaitable for temporary appointment.

ARTICLE 31
PROMOTIONS

A. A promotion is the movement of an employee to a higher paid position covered by this Agreement within
hisfher current Department. Promctions shall be based upon qualifications for the higher paid position, as
those qualifications are determined by the Employer. If the qualifications are determined to be equal, full-
time departmental seniority shall then be given first consideration.

B.  Eligibility for the next increment adjustment, if any, will be attained after working thirteen (13) continuous,
complete pay periods after the promotion takes effect.

ARTICLE 32
PROCEDURE FOR CLASSIFICATION REVIEW

If, in the opinion of an employee, the duties and responsibilities of that employee have evolved to a state that

the classification the employee currently holds is not reflective of the current job duties, then the employee may

apply for a classification review as follows:

A.  The employee shall make a request for classification review, in writing, to the Human Resources and Labor
Relations Department with copies to the Union President and to the Department Head. Contained in the
written request must be the foilowing:

The current classification the employee holds; the classification in this Collective Bargaining Unit to

which the employee feels he/she is entitled; and, supporting documents and reasons why the
employee feels the new classification is warranted.
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The review by the Human Resources and Labor Relations Department should be completed within 130
working days of the written request.

B.  Subsequent to completion of the investigation by the Human Resources and Labor Relations Department,
a meeting shall be scheduled within sixty (60) calendar days. Present at this meeting shall be the Union
President or designee, the employee requesting the reclassification, the Department Head and/or designee,
and a representative from the Human Resources and Labor Relations Department. Within forty-five (45)
calendar days of the aforementioned meeting, the Director, Human Resources and Labor Relations will
state the determination in writing to the employee and to the Union President.

C.  Should the Union be dissatisfied with the result of this procedure, the Union may request a Special
Conference pursuant to Article 33, Special Conferences, of this Agreement. There shall be no appeal to
the Grievance Procedure,

D.  Upon completion of the Classification Review process, no request for Classification Review shall be
processed from the same employee for a period of one (1) year.

ARTICLE 33
SPECIAL CONFERENCES

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

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

C.  The members of the Union shall not lose pay for time spent in such Special Conferences.

ARTICLE 34

MILEAGE REIMBURSEMENT

Mileage reimbursement will be made for employees required to use their personal vehicles while pérforming
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 it was
incurred.

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

ARTICLE 35

SAVINGS CLAUSE

Should any part of this Agreement be rendered or declared illegal or invalid by legislation, decree of a court of
competent jurisdiction, Michigan Employment Relations Commission or other established or to be established
governmental administrative tribunal, such invalidation shall not effect the remaining portions of this Agreement.
Should a provision(s) be declared invalid, the Union and the County may agree on a replacement for the affected
provision(s).
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ARTICLE 36
REIMBURSEMENT ACCOUNT PROGRAM

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

ARTICLE 37
TERMINATION OR MODIFICATION
A.  This Agreement shall continue in full force and effect until December 31, 2025,

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

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

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

E. The foregoing Agreement shall not be construed or utilized in any manner that may impede or prevent
any elected or appointed Macomb County officiai from fulfilling or carrying out the Statutory or
Constitutional duties of his/her office.
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IN WITNESS WHEREQF, the Employer and its Office of the County Executive, by its Director, Human Resources
and Labor Relations, and representatives of TPOAM, on behalf of its represented employees, hereby cause
this Agreement and Appendices to be executed.

FOR THE UNION: FOR THE EMPLOYER:

Steve Sellers, POAM Business Agent Karlyn Sem[oﬁfirector

Human Resources and Labor Relations

Rose Shafboneau,

ﬁ LWVice-President

Dated:;(l_%]\;\.po \O\ . Q.O&%
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APPENDIX A

COUNTY DEPARTMENTS AND CLASSIFICATIONS

FRIEND OF THE COURT
CUSTODY AND PARENTING TIME ANALYST
SUPPORT INVESTIGATOR F

FAMILY COURT - JUVENILE DIVISION
JUVENILE DIVISION COUNSELOR I
ADOPTION OFFICER G
PROBATION OFFICER H

OFFICE OF THE PROSECUTING ATTORNEY
CHIEF PROSECUTOR INVESTIGATOR H
PROSECUTOR INVESTIGATOR G

PROBATE COURT
CUSTODY COUNSELOR/ANALYST PT | F (PT75)




APPENDIX B — WAGE AND INCREMENT SCHEDULES

. 2023 Pay Grades

Step 10

. Step 1 Step 2 ' Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9
"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| $33,08851 | $34,048.07 $35,035.47 $36,051.49 $37,096.99 $38,172.80 $39,279.81 $40,418.93 $41,591.08 $42,797.22
C{ $36,397.36 $37,452.88 $38,539.01 $39,656.64 $40,806.69 $41,990.08 $43,207.79 $44,460.82 $45,750.18 $47,076.94
D $40,037.09 $41,198.17 $42,392.91 $43,622.31 $44,887.36 $46,189.09 $47,528.57 $48,906.90 $50,325.20 $51,784.63
E | $44,040.80 $45,317.98 $46,632.21 $47,984.54 $49,376.09 $50,808.00 $52,281.43 $53,797.59 $55,357.72 $56,963.10
F $48,444.88 $49,849.78 $51,295.43 $52,782.99 $54,313.70 $55,888.80 $57,509.57 $59,177.35 $60,893.49 $62,659.40
"G $53,289.37 $54,834.76 $56,424.97 $58,061.29- $59,745.07 $61,477.68 $63,260.53 $65,095.09 $66,982.84 $68,925.35
H $58,618.31 $60,318.24 $62,067.47 $63,867.42 $65,719.58 $67,625.44 $69,586.58 $71,604.59 $73,681.13 $75,817.88
I $64,480.14 $66,350.06 $68,274.21 $70,254.16 $72,291.53 $74,387.99 $76,545.24 $78,765.05 $81,049.24 $83,399.67
] $70,928.15 $72,985.07 $75,101.63 $77,279.58 $79,520.69 $81,826.79 $84,199.77 $86,641.56 $89,154.16 $91,739.63
K $78,020.96 $80,283.57 $82,611.80 $85,007.54 $87,472.76 $90,009.47 $92,619.74 $95,305.71 $98,069.58 | $100,913.60
L $85,823.06 $88,311.93 $90,872.98 $93,508.29 $96,220.03 $99,010.41 | $101,881.72 | $104,836.29 | $107,876.54 | $111,004.96
M $94,405.37 $97,143.12 $99,960.27 | $102,859.12 | $105,842.04 | $108,911.46 | $112,069.89 | $115,319.91 | $118,664.19 | $122,105.45
N | $103,845.90 | $106,857.44 | $109,956.30 | $113,145.03 | $116,426.24 | $119,802.60 | $123,276.88 | $126,851.91 | $130,530.61 | $134,316.00
O | $114,230.49 | $117,543.18 | $120,951.93 | $124,459.54 | $128,068.86 | $131,782.86 | $135,604.56 | $139,537.10 | $143,583.67 | $147,747.60
2023 Pay Grades Part Time (PT75 _ _
Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9 Step 10
F $24.84353 $25.56399 $26.30535 $27.06820 $27.85318 $28.66092 $29.49209 _$30.34736 $31.22743 $32.13303
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APPENDIX B — WAGE AND INCREMENT SCHEDULES

2024 Pay Grades (6% Increase from 2023)

Step 3

Step 1 Step 2 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9 Step 10
A $31,885.29 $32,809.96 $33,761.45 $34,740.54 $35,748.00 $36,784.70 $37,851.46 $38,949.15 $40,078.67 $41,240.95
B $35,073.82  $36,090.95.| '$37,137.60:| $38,214.58 | $39;322.81 $40,463.17 |  $41,636.60 | '$42,844.07 | $44,086.54 |  $45,365.05
C $38,581.20 $39,700.05 $40,851.35 $42,036.04 $43,255.09 $44,509.48 $45,800.26 $47,128.47 $48,495.19 $49,901.56
D | $42439.32| $43,670.06 | $44,936.48 | 1$46,239.65 | $47,580.60 | $48,960.44 | '$50,380.28 | $51,841.3% | $53,344.71 | '$54,891.71
E $46,683.25 $48,037.06 $49,430.14 $50,863.61 $52,338.66 $53,856.48 $55,418.32 $57,025.45 $58,679.18 $60,380.89
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 $69,000.80 $71,001.81 $73,060.87
H $62,135.4% [ $63,937.33 |  $65,791.52 $67,699.47 $69,662.75 | $71,682.97'| $73,761.77 | $75,900.87 | $78,102.00 | $80,366.95
I $68,348.95 $70,331.06 $72,370.66 $74,469.41 $76,629.02 $78,851.27 $81,137.95 $83,490.95 $85,912.19 $88,403.65
J | $75,183.84 $77:364.17 | $79,607.73 | $81,916.35| $84,291.93| $86,736.40:| $89;251.76 | $91,840:05| $94,503.41 | $97,244:01:
K $82,702.22 $85,100.58 $87,568.51 $90,107.99 $92,721.13 $95,410.04 $98,176.92 | $101,024.05 | $103,953.75 | $106,968.42
L $90,972.44 $93,610.65 | $96,325.36 | $99,118.79 [ $101,993.23 | $104,951.03 | $107,954:62 | $111,126.47 | $114,349.13 | $117,665.26
M| $100,069.69 | $102,971.71 | $105,957.89 | $109,030.67 | $112,192.56 | $115,446.15 | $118,794.08 | $122,239.10 | $125,784.04 | $129,431.78
N | $110,076.65 | $113,268.89 | $116,553.68 | $119,933.73 | $123,411.81 | $126;990.76 | $130,673.49 | $134,463.02 | $138,362.45 | $142,374.96
o | $121,084.32| $124,595.77 | $128,209.05 | $131,927.11 | $135,752.99 | $139,689.83 | $143,740.83 | $147,909.33 | $152,198.69 | $156,612.46

- _ 2024 Pay Grades Part Time (PT75) (6% Increase from 2023) _ ,

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

F $26.33414 $27.09783 $27.88367 |  $28.69229 $29.52437 $30.38058f 4312616271  $32.16820 $33.10108 $34.06101

Appendix B - Wage and Increment Schedules




APPENDIX B — WAGE AND INCREMENT SCHEDULES

2025 PAY GRADES (3% Increase from 2024)

Step 1 Step 2. Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9 Step 10
$32,841.85 | $33,794.26 | $34,774.29 | $35,782.76 |  $36,820.44 | $37,888.24 | $38,987.00 | $40,117.62 | $41,281.03 | $42,478.18
$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
$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
- $43,712:50)|  $44,980.16 |~ ©$46,284:57 | -~ $47,626.84 | - ~$49,008.02 | - $50,429.25] . $51,89169 |  $53;396:55 | . §54,945:05 | $56,538.46
$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 | $62,152.32
$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
$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
$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
$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

' $77,439_’;36 |

$79,685.10-|

$81,995.96 |

$84,373.89

. $86/82069 |,

48933849

-$91;929:31 §.

SAE9TS|

$97,338.51 |

$100,161.33

'ozzrxu{-!-l:l:b-nmb_"dw:a'

$85,183.29 | $87,653.60 | $90,195.57 | $92,811.23 | $95,502.76 | $98,272.34 | $101,122.23 | $104,054.77 | $107,072.36 | $110,177.47
$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"
$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
$113,378.95 | $116,666.96 | .$120,050.29.| $123,531:74 | - $127,114.16 | $130,800:48 | $134,593:69'|  $138,496.91 | . $142,513,32 | $146,646.21
$124,716.85 | $128,333.64 | $132,055.32 | 4135,884.92 | $139,825.58 | $143,880.52 | $148,053.05 | $152,346.61 | $156,764.65 | $161,310.83
, ) 2025 Pay Grades Part Time (PT75) (3% Increase from 2024) L e o
- ‘Step 1  Step2 Step 3 Step 4 Step 5 Step 6 Step7 | Steps Step 9 Step 10
F | $27.12416 |  $27.91076 | $28.72018 |  $29.55306 |  $30.41020|  $31.29200  $32.19947 |  '$33.13325 $34.09411 $35.08284.
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Appendix C

Active Employee Benefits

Appendix C — Active Employee Benefits - 1




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 responsibifity to work with your legal
counsel to ensure proper compliance with the federal SBC rules. This SBC template document does not constitute legal, tax, actuarial, accounting, benefit design,
compliance or other advice. BCN disclaims any liability or responsibility for any non-compliance by your group health plan with SBC rules and regulations relating to
creation, disclosure or other requirements. You should also note that there may be additional special circumstances which may be applicable to your specific group
health plan situation which may affect SBC content, including but not limited to account type arrangements such as flexible spending accounts {FSA), health
reimbursement arrangements (HRA), and health savings accounts, {HSA), or for example, wellness programs, reference based pricing or benefits, or coverage not
administered by BCN, or whether the coverage provides minimum essential coverage.



CLSSLG
Macomb Co Employees - Hard Cap-Active/COBRA

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

ECN HMD Actlve Employees

Coverage for: All Plan Types Plan Type: TPA

13

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

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

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

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

Important Questions

What is the overall deductible?

$0

|Why This Matters:

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.

for this plan?

Are there other deductibles for  |No : . . .
specific services? You don't have to meet deductibles for specific services.
. .. The out-of-pocket limit is the most you could pay in a year for covered services. if you have
bl - L1 . L] . ] . » . »
What is the out-of-pocket limit $6,350/$12,700 other family members in this plan, they have to meet their own out-of-pocket limits until the

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

What is nof 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. [f 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.bcbsm.com or call the
phone number on the back of your ID.
card for a list of network providers.
800-662-6667 for a list of network
providers.

This plan uses a provider network. You will pay less if you use a provider in the plan's
network. You will pay the most if you use an out-of-network provider, and you might receive a
bilt 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 (spch as lab work). Check with your provider before you get services.

Do you need a referral to see a
specialist?

Yes

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




BCN HMO Active Employees

\ & 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
Network Provider Provider

(You will ‘pay the least) | o iy pay the most)

Common
Medical Event

Limitations, Exceptions, & Other Important
Information

Services You May Need

Primary care visit to freat an injury or illness |$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 copaylvisit 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
, o I : preventive. Ask your provider if the services
Preventive care/screening/immunization No charge Not covered you need are preventive, Then check what
your ptan will pay for.
‘ Diagnostic test (x-ray, blood work) Na charge Not covered May require preauthorization / No charge for
If you have a test lab services
Imaging (CT/PET scans, MRls) No charge Not covered Requires preauthorization
_ Tier 1 - Mostly Generics $10 copay/30 days Not covered Preauthorization & step-therapy apply to select
If youneed drugs to treat|v: . 5 _ 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 e 2 Nan. covered in full
coveraae is avaiiable at Tier 3 - Non-Preferred Brand $50 copay/30 days Not covered 90 day mail order and retail copays are 2x the
www.bicbsm.comi/custorhdr standard retail copays.
uglist i i
Specialty drugs l-gﬁld copays listed above Not covered Limited to a 30 day supply
May require preauthorization/50% coinsurance
If you have outpatient  |Facllity fee (e.g., ambulatory surgery center) [No charge Not covered for TMJ, orthognathic surgery, reduction
surgery mammoplasty, male mastectomy
Physician/surgeon fees No charge |Not covered See "Outpatient surgery facility fee”




BCN HMO Active Employees

Common

Medical Event

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network
Provider
{You wiil pay the most)

—‘ Limitations, Exceptions, & Other Important

Information

Emergency room care $160_ copay/visit $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 oreauthorized
Urgent care $30 copay/visit $30 copay/visit None
Preauthorization s required. 50% coinsurance
If you have a hospital  |Facility fee (e.g., hospital room) No charge Not covered for TMJ, orthognathic surgery, reduction
stay mammoplasty, male mastectomy
Physician/surgeon fee No charge Not covered See "Hospital Stay surgery facility fee"
If you need mental 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
. Postnatal and non-routine prenatal office
Office visits No charge Not covered visits-$20 copa
It 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 S:felfergs breauthorizafion. Custodial care not
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 s ;
. ) S , - pectrum disorder has
.spem_al heaith needs Fabilierion services g?-?(%z% per visit for Not covered uniimited visits. Requires preauthorization.
Skilled nursing care No charge Not covered Requires preauthorization/Limited to 730 days
Requires preauthorization and must be
Durable medical equipment No charge Not covered obtained from a BCN supplier. Convenience

and comfort items not covered, Diabetic

supplies covered in full




BCN HMO Active Employees
i

What You Will Pay |

Common Services You May Need Out-of-Network Limitations, Exceptions, & Other Important

Medical Event (Yoﬁe:vv;;frkaprﬁr:::;st) Provider | Information
pay (You will pay the most) |
o N L ) e ~ " |Inpatient care requires preauthorization. .
Hospice sevices No charge Not covered Housekeeping and custodial care not covered.
Children's eye exam Not covered Not covered Contact benefit administrator for coverage.
It your child needs Children's glasse Not covered INot covered Contact benefit administrator
dental or eye care iidren’s glasses ot covere ot covere ontact benefit administrator for coverage.
Children’s dental check-up Not covered Not covered Contact benefit administrator for coverage.




BCN HMO Active Employees

Excluded Services & Other Covered Services:

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

e Acupuncture (if prescribed for rehabilitation » Long-term care » Routine eye care (Adult)
purposes) + Non-emergency care when traveling outside the  »  Routine foot care

* Cosmetic surgery u.s. » Weight loss programs

» Dental Care (Adult) » Private-duty nursing

= FElective Abortion

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

e Barfatric surgery » |nfertility treatment

» Chiropractic care o 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/ebsa/healthreform., or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or
www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health insurance Marketplace. For more
information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information about
your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal or a
grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact ; Blue Care Network, Appeals and Grievance Unit, MC C248,
P.O. 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.gov/ebsarhealthreform

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

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

Does this Plan Meet the Minimum Value Standard? Yes

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

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




About these Coverage Examples:

This is ot 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 $0
W Specialist copayment $30
W Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

Diagnostic tests (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 $0
M Specialist copayment $30
W Hospital (facility) coinsurance 0%
W Other coinsurance 0%

This EXAMPLE event includes services [ike:
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 overali deductible $0
M Specialist copayment $30
W Hospital (facility) coinsurance 0%
M Other coinsurance 0%

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

Diagnostic tests (x-ray)

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

[ Total Example Cost | $12,700] | Total Example Cost |__§7,400]
In this example, Peg would pay: In this example, Joe would pay:
: Cost Sharing . * Cost Sharing
Deductibles $0 Deductibles $0
Copayments $70 Copayments $800
Coinsurance $0 Coinsurance $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 payis |  $860 |

 Total Example Cost [ $1,900 |
In this example, Mia would pay:
_ Cost Sharing
Deductibles $0
Copayments $200
Coinsurance $0
What isn’f covered
Limits or exclusions $0
| The total Mia would payis - $200 ]
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ADDENDUM — LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language
If you, or sameone you're helping, néeds assistahce, you
have the right to get help and information in your
language at no.cost. To talk to-an intarpreter, call the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 if you are not already.a member.
Si usted, o alguien a quien usted estd ayudando, necesita
aslstencia, tiene derecho a obtener:ayuda.e Informacién
en su idioma sin.costo alguno. Para hablar con un
intérprete, llame al nimeroc telefdnico-de Servicio:al
cliente, que aparece en la parte trasera de su tarjets, o
877-469-2583, TTY; 711 57 usted todavia no-es.un
miembra.
el dul sacludiadag el Al jais e ik 1y
A g o i Ay g puzall il aiall g2 busall Lt ¢) yeaalh
oy s e s g gl eSlanll Rass 0 il o e B sl
sJails 1S it o851 13] \B77-469-2583 TTY: 711 fn
NRE IRBEERMORS. THHE, SHERN
SRLENRESINMMNAR. EAN—{GEEE.
HEREEHFEENEPRHRE  IREEFERR
. IBIRITEE 877-469-2583, TTY: 711,
Rt L A poum | Shedgads mho o8 A g ta i L
rheuiaatio rhiid «_shalai whasd L daelburd L ghare
3 Sta endihy, ¥on 39 ni wRonpagl ey, vl L anadils
‘:-..__t\at\nh&:r-! .\Ltd-rf:rﬂ.ubo u&,&lﬁ\
wrER3h .__gm X -t 877 469-2583 TTY 711
NEu quy vi, hay nguéi ma quy vi dang gilip d6,/can trg
gilp, quy vi s €6 quyen durgc gitip va cb thém théng tin
béng ngén ng? cla minh mi&n phi, D& n6i chuyén vél mét
thong dich vién, xin gol.s5 Dich vy.Khdch hdng ¢ mit sau
thé clia quy vi, hodc 877-469-2583, TTY: 711 néu.quy i
chva phai la mt thanh vién,
Nése ju, ose dikush qé po ndihmoni, ka nevojé pér

asistencé, kenité drejté t&'mermi ndihmé dhe informacton

falas né&'gjuh&n tuaj. Pér té folur me njé pérkthyes,
telefonon! numrin e Shérbimit t& Klientit né an&n e pasme
t& kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk Jen]
ende nj& anétar,

grek {5t Ei= A3 1 = A0 IO
ERsiUd, Aol E80 H2 2 F5e o2 HIE
SE U0 S 4 Y= A7 USLILL SHAIS
CHetatoi™ Aste 2t= o) s 028 Hul A&
& 2 M 5HatHLYE, 010 3l R0) Ol B
877-469-2583, TTY: 7112 A5 A A 2.

AP T, T-SAR AR DR 270 PIE, SR
TSI ST ST TAR | (PIAT IO (TSI T
B TS, AR PISH (T (9T AT TS T
T T34 91 877-469-2583, TTY: 711 Ff% MGTHEY WM
Y AT T AT

Jedli Ty lub osoba, ktérej pomagasz, potrzebujecie pomoacy,
masz prawo do uzyskanla bezptatnej informacji | pomocy
we wiasnym Jezyku. Aby porozmawiac z thumaczem;
zadzwoii pod numer dzlatu. obsfugl klienta, wskazanym na
odwrocia Twoje] karty fub pod numer 877-469-2583,

TTY: 711, jezeli jeszcze nie.masz czlonkostwa.

Falls-5ie ader jemand, dem Sie helfen, Untarstitzung
benétigt, haben Sie das Recht, kostenlose Hilfe und
Infarmationen in threr Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Rickseite lhrer Karte an oder
877-465-2583, TTY: 711, wenn Sie-nech kein Mitglied sind.
Se tuo.qualcuno che stal afutando avete bisogno di
assistenza, hal Il diritto.d] ottenere aluto e informazioni
nella tua lingua gratuitamente. Per parfare con un
interprete, rivolgiti al Servizio Assistenza al numero-
indicate sul retrg della tua scheda.o chiama il
877-469-2583, TTY: 711 se non'sel ancora membro.

CHEAER, FERBEEOGORY OHTHRELE
EEWAATCHEAMNTCENELE= S, CHHEDEE

THHR-FERTEY. MREAFLEYVTZILAC

TEET, HREIPMYERA, AREBESH S
SREFLOA—FOEAITEREhEARZT—Y
—EROBEEE (A2 ri—THLHIL

8774692583, TTY: 1) FCHBIEL E Sy,

Ecnm Ban ANH ENY, KOTOPOMY BH TIOMOraeTe, HY:KHI
TIOMOIIE, TO BB EMCETe PARD Ha GecTIaTHoE Homyqesne
TOMOIMH H HHPOPMAIHE HA BameM g36ike. Jing pasrosopa
€ NepeBOTTHRCM TIOIDOMHTE 110 HOMepy Tenedoma oTReTa
OOCMyFRBANTEA KIHEHTOB, YRA3AHHOMY H3 06paTHOl
CTOpOHE BaIIEi{ KAPTEL, HITH II0-HOMEPY,

'877-169-2583, TTY: 711,-eCoTH Y BaC HeTLICHCTRA.

Ukoliko Vama ili nekome kome Vi pomazete treba pomoé,
irate pravo da besplatno dobljete pomoé | informacije na
svom Jeziku. Da biste razgovarali sa prevadiocem, pozovite
bro] korisnitke sluZbe sa zadnje strane kartice ill
877-469-2583, TTY: 711 ako veé niste ¢lan.

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

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

Important disclosure

Blue Cross Blua Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary aids-and
services to people with disabilities to communicate
effectively with us, such as-qualified sign language
interpreters and information in otherformats. If you need
these services, call the Customer Service number on the

back of your-card, or 877-469-2583, TTY: 711 if you arenet

already & member. If you belleve that Blue Cross Blue
shield of Michigan or Blue Care Network has falled to
provide services or discriminated in another way en the
basis of race, color, national origin, age, disability, or sex,
you can file a grievanca in person, by mail, fax, ar email
with: Office.of Civil Riphts Coordinator,

600 E. Lafayette Bivd., MC 1302, ‘Detroit, M| 48226,
phone: 888-505-6461, TTV: 711, fax: 866-559-0578,
emall: CivilRights@bebsm.com. 1f 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.
Dapartment.of Health:& Human Services Office for Civil
Rights electrenically through the Office for Civil Rights
Complaint Portal available at

phone, or emal| at. U S. Department of Health & Human

Services, 200 Independence Ave, S.W., Washington, D.C.

20201, phone: 800-368'—1019 TTD: 800-537-7697, email:

OCRComglaint@hhs gov. Complaint forms.are avallable at
tip:/; s. qoviocr/o, le/ind, s
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Blue Cross Blue Shield

Community Blue PPO ASC




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



MACOMB COUNTY EMPLOYEES
Community Blue PPOSM ASC

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

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

Coverage for: Individual/Family | Plan Type: PPO

iy

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

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

request a copy.

Answers

Why this Matters:

Im portant Questions

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

Are there services covered before
you meet your deductible?

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

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

Are there other deductibles for
specific services?

No,

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

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

(May include a coinsurance
maximumy)

$6,350 Individual/
$12,700 Family

$12,700 Individual/
$25,400 Family

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

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

Premiums, balance-billing charges, any

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

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

Will you pay less if you use a
network provider?

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

[network. You will pay the most if you use an out-of-network provider, and you might receive a

This plan uses a provider network. You will pay less if you use a provider in the plan’s

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 put-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

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

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

Limitations, Exceptions, & Other important
Information

If you visit a health care

does not apply

Primary care visit to freat [$40 copay/office visit; of ot
an injury or illness |deductible does not apply 40% goinsurance None
Specialist visit $40 copay/visit; deductible 40% coinsurance None

provider's office or clinic .
Preventive care/

No Charge; deductible does

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

If you need drugs fo treat

deductible does not apply

apply

your illness or condition
More information about
prescription drug coverage
is available at
www.bcbsm.com/druglists

drugs

Preferred brand-name

$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; deducfible does not

apply

m{ion not apply Not covered need are preventive. Then check what your plan
will payfor.
: B':O;gf;[ri)tem (xray, 20% coinsurance 40% coinsurance None
If you have a test maaing (CTPET
[\ng)ng ( SCaNS, 120% coinsurance 40% coinsurance May require preauthorization
. $7 copay/prescription for retail
Generic or select 30-day supply; $14 m;xzigg_;% tr;]l:zanrove d
prescribed over-the- copay/prescription for retail or amount: de du:;tible doeps pnot
counter drugs mail order 90-day supply; ——

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 does not

{deductible does not apply

apply

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

Services You May Need

If you have outpatient
surgery

Facility fee (8.0,

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

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

not apply

Copay waived if admitted or for an accidental

linjury.

|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

Facility fee {e.g., hospital
room)

20% coinsurance

40% coinsurance

Preauthorization may be required

Physician/surgeon fee  |20% coinsurance 40% coinsurance None
If you heed mental health, , . o I Your cost share may be different for services
behavioral health, or Outpatient services 20% coinsurance 20% colnsurance performed in an office setting
substance use disorder ] ] ] , L. .
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 oy .
Childbirth/delivery O i oF _
professional services 20% coinsurance 40% coinsurance None
Childbirth/delivery faciity 20% coinsurance 40% coinsurance None

|services

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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|Habilitation.services

[Not.covered for Applied

|Behavioral Analysis; Not
{covered for Physical, Speech
{Occupational Therapy

and Occupational Therapy

Not covered for Applied

Behavioral Analysis; Not covered
for Physical, Speech and

None

Skilled nursing care

20% coinsurance

20% coinsurance

Preautharization is required. Limited to 120 days

per member per calendar year

Durable medical
equipment

120% 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

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

{up

Not Covered

Not Covered

Children’s eye exam Not Covered INot Covered None
Children's glasses Not Covered Not Covered None
Children's dental check-

None
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Excluded Services & Other Covered Services:

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

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

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

» Bariatric surgery e Coverage provided oufside the United Stafes, » Non-smergency care when traveling outside the U.S

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

» Private-duty nursing
» If you are also covered by an account-type plan

such as an integrated health flexible spending

arrangement (FSA), health reimbursement

arrangement (HRA), and/or a health savings

account (HSA), then you may have access to

additional funds to help cover certain out-of-

pocket expenses - like the deductible, 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 [D card. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace, For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

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

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

Does this plan provide Minimum Essential Coverage? Yes

If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax 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 ¢are. 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)

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

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

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

Managing Joe’s Type 2 Diabetes

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

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

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

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

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

Mia's Simple Fracture

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

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

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

Diagnostic tests (x-ray)

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

| Total Example Cost | $1,900
In this example, Mia would pay:
Cost Shafing
Deductibles $1,100
Copayments $100
Coinsurance $0
' What isn’t covered
Limits or exclusions $0
| The total Mia would payis - $1,200 }
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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 talkto-an interpreter, call the
Customer Service number-on the back of yourcard, or
877-463-2583, TTY: 711if you are not already a-member.

S5i usted, o alguien a quien usted éstd ayudando, necesita
asistencia, tiene derecho a obtener ayuda a.informacién
en su idioma sin costo algune. Para hablar con un
intérprete, llame al nlimero telefd nico:de Serviclo al
cliente, que'aparece'en la-parte trasera de'su‘tarjeta,.o.
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
ohsaliolats el dadayocnbid JaT pads yhcad w1y
A g2 Hialydg )y gutall il sleall g Baolial e Spaaall
o wdliEtlag. ,é.x,‘,s“_,;.,.l\ P PR ESERR JOPS W OO FLITRK |
il 1€ it 93 113 (B77-469-2583 TTY:711 Sy

mRE NEGEEDIMESR. DERE), EEEH
RELUENHZESHMEBANE. ERN—4BRE,
BEREENRTENEFPFRERE  MRTETEEE
. FEIRTELS 877-469-2583, TTY: 711,
-.exu_;cga S PRVITE R PV 2R - CPL R T s TN, 4
Bl sode rehiin ..ﬁaa\;h-'n 'ﬂ'\q\mi- ..\a--.oSh.-«e ..,ahu—:e'
‘-_..‘Mnnh.aar( _‘..l'l.la,.l'ﬂpr(a .___ﬂBA%\
renid o ol o e 877-469-2583 TTY:711
Néu quy vi; hay ngudi ma quy vi.dang gilip d&, ¢an tre,
glop, quy vi & cé quyBn dusgc gitip v cé thém théng tin
bing ngdn nglk cia minh mién phi. BE néi chuyén véi-mat
théng djch vién, xin gol s6 Djch vy Khiach'hang & méit sau
thé clla quy vi, hodc 877-469-2583, TTY: 711 nélU quy v
chva phdi la mét thanh vién,
Nése ju, ose dikush gé po ndihmoni, ka nevojé pér
asistence, keni té drejt& t& merrni ndihmé dhe informacion
falaé né gjuhén tuaj. PEr té folur me njé pérkthyas,
telefononl numrin e $harbimit t& Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende nj& anbtar.

ohet A5 &= A2t &1 U= Ao X0
EQSIOHH, At S8 28 A5 o2 HIS
SE U0 S 4 U A ASULL BSAS
e R ERE-T ETSn EL TP
a2 ®MapEHH LY, 0IU[§-]-2~[0] ot B
877-469-2583, TTY: 7112 B3I A 2.

T S, 7T TRAY PR 5 PR, TR
TN JAIL ST T (AT IF0 (TSR T
FY (S, MR FREGT (T (37T TF TR ATH
T FFA QAT 377-469-2583, TTY: 711 A% RESPAET AP
SIS ST AT AN

letli Ty lub-osoba, ktérej pomagasz, potrzebujecle pomorcy,
masz prawo do.uzyskania bezptatnej.informacji | pomocy

we wiasnym jezyku, Aby porozmawiac z thumaczem,

zadzwor pod numer dziatu obstugr klienta, wskazanym na
odwrocte Twoje] karty lub pod numer 877-469-2583,
TTY: 711, jeteli jeszcze nie masz czionkostwa,

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

Se tu o qualcuno che stal aiutandeo avete bisogna di
assistenza, hai il diritto.di ottenere aiuto.e informazioni
nella tua lingua gratuitamente. Perparlare con un
interprete, rivolgiti al Servizio Assistenza al numero
Indicato sul'retro della tua scheda o chiama If
877-469-2583, TTY: 711 se non sel ancara membro.
CHEAZ FEEEEHROGOEY DA TCHXRELE
EERDATTHMANSENEL S, CHRLOERE

THHR—PERMEY, MHEAFLEYTHI &

TEFET. HEEOIYEHA, BREBEEZH S
BREFLOI—FORAMCREShi-AXFTFT—
—EADBEES (X o —TRLAEE

8774692583, TTY: 1IN ETHEBE (T,

Ecqan paM B BN, EOTOPOMY BH IIOMOI'3eTe, HyAHA
TIOMOIIE, TO Bl HMELTE Hpabo Ha GecIarHoe IOy e
TOMOIH # HROPMANHA Ha BAIeM f3nike. Ja14 parosopa
€ NMepeROFHEOM HOIBOHITE [0 HoMepY TerehoHa 0T A
oﬁcnymanna EJIHeRTOB, YEA3aHHOMY Ha obparHoll

CTOPOHE Balreil KApTEL, iTH I0 HOMEPY
877-169-2583, TTY: 711, ec/nt y Bac Her wicHCTBA.

Ukoliko Vama ili nekome kome Vi pomaiete treba pomoé,
imate pravo-da besplatno dobijete pomo¢ I Informacije na
svom jeziku, Da biste razgovarali sa prevodiocem, pozovite
broj karisnitke sfuZbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako ve¢ niste lan.

Kung ikaw, 0.ang iyong tinutulungan, ay nangangailangan
ng tulong, may karapatan ka na makakuha ng tutong at:
impormasyon sa lyong.wika ng walang gastos. Upang
makausap ang Isang tagasalin, tumawag.sa humero ng
Customar Service sa likod ng-lyong tarheta,

o 877-469-2583, TTY: 711 kung-Tkaw ay Hindi pa Isang
miyembro,

important disclosure

Blue Cross Blua Shield of Michigan and Blua Care Network
comply with Federal civil rights laws and-do not
discriminate on-the basls of race, color, national origin,
age, disabllity, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Netwark provide free auxiliary aids and
sefrvices to peaple 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
Shleld of Michigan or Blue Care Network has falled to
provide services ar 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: Offlce 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
grlevaﬁce, the Office of Civil Rights Coordinator is'avatlable
to halp you,

You can also file-a civil rights complaint with the U.5.
Department:of Health & Human Services Office for Civil
Rights.electronically.through the Office for-Civil Rights
Complaint Portal availableat

https:/focrportal hhs.dov/ocr/portalflobby.Jsf, or by mail,
phone, or emall at: U.S: Department.of Health & Human
Services, 200 Independence Ave; 5.W,, Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
QOCRComplaint@hhs.gov. Complalnt forms are available-at
http:/fwww.hhs gov/ocr/office/file/index.
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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 responsibifity for SBC rule compliance relating to your group health plan, or for creation or disclosure of compliant SBCs.
This SBC template document is being provided as an example that may contain useful information concerning your BCBSM administered coverage as you create
your own group health plan’s SBC. This SBC template document being provided is not fully compliant with the SBC federal rules. It is your responsibility to work with
your legal counsel to ensure proper compliance with the federal SBC rules. This SBC template document does not constitute legal, tax, actuarial, accounting, benefit
design, compliance or other advice. BCBSM disclaims any liability or responsibility for any non-compliance by your group health plan with SBC rules and regulations
relating to creation, disclosure or other requirements. You should also note that there may be additional special circumstances which may be applicable to your
specific group health plan situation which may affect SBC content, including but not limited to account type arrangements such as flexible spending accounts (FSA),
health reimbursement arrangements (HRA), and health savings accounts, (HSA), or for example, wellness programs, reference based pricing or benefits, or

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



Note to ASC groups: Before completing this template, please

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

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

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

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

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

terms see the Glossary, You can view the Glossary at https://www.healthcare.govisbc-glossary or call the number on the back of your BCBSM ID card to requestacopy.

. ; Answers
Important Questions r s — e t Network

Why this Matters:

In-Network rOut-of-Networ

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? béfore you meet your deductible. services without cost-sharing and before you meet your deductible. Seé 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/  [$6,000 Individual/  |The ouf-of-pocket limit is the most you could pay in a year for covered services. If you have
(May include a coinsurance $6,000 Family $12,000 Family other family members in this plan, the overall family out-6f-pocket limit must be met.
maximum)

Premiums, balance-billing charges, any

V“Lhcf;ts “':::itt,'?nc'u‘jed in the out-of- pharmacy penalty and health care this Even though you pay these expenses, they don't count toward the out—of~pocket limit.
pocket mit plan doesn’t cover.

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

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

Will you pay less if you use a
network provider?

Do you need a referral to see a

specialist? No. You can see the specialist you choose without a referral.
Group Number 007000448-0047 SBC000006195971 20f
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AN\

copaymentiand

coinsUrancelcostsishownininisIchartarelaterpyougdeductiblelnasibeenime g iadeductiblelanplios)

Common Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

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

Limitations, Exceptions, & Other Important
Information

Primary care or Online

|visit fo treat an injury or  |No Charge 20% coinsurance None
liness :
If you visit a health care Specialist visit No Charge 20% coinsurance None
provider's office or clinic Orevenive care/ You may have to pay for services that aren't
screening/ No Charge Not covered prevenilve, Ask your provider if the services you
mmunizat need are preventive. Then check what your plan
ization )
will pay for.
Diggnostic tost (x-ray, No Charge 20% coinsurance None
blood work)
If you have a test aaing (CTPET
[\TF?ﬁsl)ng ( SCaNs: Ino Charge 20% coinsurance May require preauthorization

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

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

is available at
www.bcbsm.com/druglists

|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

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

Non preferred brand-
name drugs

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

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

Facility fee (e.g.,

If you 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

hat You Wﬂl Pal

— —— i

Out-of-Nefwork Provider

Limitations, Exceptions, & Other Important
Information

w
Services You May Need In-Network Provider
{You will pay the least)

Emergency medical

(You will pay the most)

If you need immediate ootz fon No Charge No Charge Mileage limits apply
medical aftention ‘ -
Urgent care No Charge 20% coinsurance None
. Facilty fee (¢.g., hospital No Charge 20% coinsurance Preauthorization is required
If you have a hospital stay |room)
Physician/surgeon fee  |No Charge 20% coinsurance None
If you need mental health, |Outpatient services No Charge No Charge None
behavioral health, or .
substance use disorder  |inpatient services No Charge 20% coinsurance Preauthorization is required.
services -
: Prenatal: No Charae: Maternity care may include services described
- 4 ge; Prenatal: 20% coinsurance elsewhere in the SBC (i.e. tests) and cost share
Office vists deductible does not apply

If you are pregnant

Postnatal: No Charge

Postnatal: 20% coinsurance

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

Childbirth/delivery

o ot
professional services No Charge 20% coinsurance Nene
Chilgbinhldelivew facilty No Charge 20% coinsurance None
services —
Home health care No Charge No Charge Preauthorization is required.
Physical, Speech and Occupational Therapy is
Rehabilitation services  |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
needs Skilled nursing care No Charge No Charge per member per calendar year
Durable medical Excludes bath, exercise and deluxe equipment
e No Charge No Charge and comfort 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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Common Medical Event

Services You May Need

i |
What You Will Pay -~ Limitations, Exceptions, & Other Important

In-Networlk Provider Out-of-Netw—orﬁrovider Information

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

Children's dental check- -
up

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

Not covered

Not covered |None
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Excluded Services & Other Covered Services:

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

¢ Acupuncture treatment o Infertility treatment » Routine foot care
+ Cosmetic surgery » long term care e Weight loss programs
o Dental care {Adult) s Routine eye care {Adult)

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

» Bariatric surgery e Hearing aids s Private-duty nursing

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

e Coverage provided outside the United States.
See http://provider.bcbs.com

« 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 confinue 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 1-800-318-2596.

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 fo submit a claim, appeal, or a grievance for any reason fo your plan. For more information about your rights, this nofice, or assistance, contact Blue Cross®and
Blue Shield®of Michigan by calling the number on the back of your BCBSM D card.

Additionally, a consumer assistance program can help. you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) Department of
Insurance and Financial Services, P. 0. 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 pfan 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 pnces 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 $2,000
M Specialist coinsurance 0%
W Hospital {facility) coinsurance 0%
W Other coinsurance 0%

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

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 $2,000
B Specialist coinsurance 0%
W Hospital (facility) coinsurance 0%
W Other coinsurance 0%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

[ Total Example Cost | $12,700] | Total Example Cost 1 $7,400]
In this example, Peg would pay: In this example, Joe would pay:
' Cost Sharing Cost Sharing
Deductibles $2,000 Deductibles $2,000
Copayments $30 Copayments $700
Coinsurance $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 pay is | $2,760]

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

Mia’s Simple Fracture

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

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

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

Diagnostic tests (x-ray)

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

| Total Example Cost | $1,900 ]
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

Woe speak your language

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

Si usted, o alguien a quien usted estd ayudando, necesita
aslstencia, 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 tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
ol e luddgtag eie Ll Al ads il e 1y
Al o o tiidydy ezl e jleally 2ielal e 1§y anlt
o iy s o 3y gl eZhaalldass o8 5y chsll i i ) il
iy 18 A5 S5 0 1Y . 877-469-2583 TTY:711 Sv
MRE, RREEERBHE, BEGL. EHEN
RRLENFIFGIINBNNA. ERN—UHEA.
HRESNTETHENEFESEEE  DREETEEEH
. THIRTEIE 8774692583, TTY: 711,
s Ritich . ol yapm .__éshqiwnin r&é_...tﬁ A o e Bhuid L e
Hhoutacshe rehii o shulab haod o danliure | ghui
i | S0 erisay o0 3 mi o) g, mly L faadils
¢ —pacahas < 26 ‘l*' s s --..‘."a'l‘n.‘-‘
i ol V6 o 877-469-2583 TTY:711
Né&u quy vi, hay nguéi ma quy vi dang giip dd, can trg
gilp, quy vj sé cé quyén dugc giap va.cdé thém thing tin
béng ngdn nglr clia minh mién phi. H€ néi chuyén véi mat
théng dich vién, xIn ggi s8 Dich vu Khich hang & mjt sau
thé cda quy vi, hodic 877-469-2583, TTY: 711 néu quy vi
chua phai 13 mét thanh vién,
Nése ju, ose dikush q& po ndihmoni, ka nevojé pér
asistencé, keni té drejté t& merml| ndihmé dhe informacicen
falas né gjuhén tuaj. Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.

Ohok 5 E= ASI2L S A= MEQ X0
EQstlie, #5i= S8 YZE ASIS AU Z HI8
R0 €8 + A SO ASLICE SAS
tHetsle ™ A kel 2t= Koo A= DA HUl A~
M2 MaSHL, 0l0f 10| ot =
877-469-2583, TTY: 7112 T3l & Al 2.

% ST, ST TR FE I3 ST R
T T, ST TS ST Ry TRy 3 By
TSATT AT AFTTE TENR| (P AT (TSTIHA Y
T TS, TR TS (Tl (FIT] ST TS| T4
P T A 877-469-2583, TTY: 711 T% RyoToees 3
Oy S T AR

Jesli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatnej informacji 1 pomocy
we whasnym jezyku. Aby porozmawlac z ttumaczem,
zadzwoni pod numer dziatu obstugi kllenta, wskazanym na
odwrocie Twoje] karty lub pod numer 877-469-2583,

TTY: 711, jeteli jeszcze nie masz cztonkostwa.

Falls Sle oder jemand, dem Sie helfen, Unterstitzung
bendtigt, haben Sie das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache 2u erhaiten, 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 dl.
assistenza, hal il diritto di ottenere aluto e informazioni
nella tua lingua gratuitamente. Per parlare con un
Interprete, rivolgit! al Servizio Assistenza al numero
indicato sul retro della tua scheda o chiama il
877-469-2583, TTY: 711 se non sei ancora membro.

CEAG FEREEROGORY DA TR EDE
EEhAATIHMNSEVELEL, SREOEE
THR— b EBRiHY, NEEAFLEYTHOEM
TEFET, AR YELL, BREBESI DB
SREFLOL—FOBRARERESh-DA 57—
—ERADBETHE (A —THWEE

877-469-2583, TTY: 7T11) FTHTWE (£ Sy,

Ec/e BaM JUTH JTHIY, KOTOPOMY BH IOMOTaeTe, HyXHA
MOMOME, TO BRI HMCETE NPARC Hi GECIIIATHOC NOMYICHRS
TIOMOITH B HH(OPMAIE HA pamreM f3ske. Jiq pasrosopa
€ DePeBOTINKOM NOIBOHKTE ITO HOMEpPY Texedona oTACKa
OOCAYAHBOHAA KIHEHTOB, YEAIAHHOMY Ha o6paTHoit
CTOPOHE BAIIeiT KAPTHI, HIH [0 HOMEDY

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

Ukoliko Vama it nekome kome VI pomaiete treba pomoé,
imate pravo da besplatno dobijete pomaé [ informaclje na
svom Jeziku. Da biste razgovarali sa prevodiocem, pozovite
bro] korisnitke sluZbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako vedé niste €lan.

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

0 877-463-2583, TTY: 711 kung lkaw ay hindi pa isang
miyembro.

Important disclosure

Blue Cross Blue Shield of Michigan and 8lue Care Network
comply with Federal civil rights laws and do not
discriminate an the basis of race, color, national origin,
age, disabllity, 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 falled 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 mai}, fax, or emall
with: Office of Civil Rights Coordinater,

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

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

You can also file a civil rights complaint with the U.S.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at
ﬂm_g:[zocrgoggql.ﬂhs.goyzocr[gormwobbg. fsf, or by mail,
phone, or email at: U.S. Department of Health & Human
Services, 200 Independence Ave, S.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
OCRComplaint@hhs.gov. Complaint forms are available at

htto:/fwww. hhs.qov/oct/office/file/index htmi.
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Health Alliance Plan of Michigan
Alliance Health and Life Insurance Company (Alliance)
Self-Funded Health Maintenance Qrganization (HMO) Plan

Summary of Benefits
AS000096 f XR002356 / XW0D00712

S PR L

(e

L LT
R TR N

2023 Summary Self-Funded HMO
AS000096 / XR002356 / XW000712

Outpatient SurgicaliServices

overed

Benefit Period Calendar Year
lAnnual Deductible $0 Individual; $0 Family N/A
|Coinsurance 0% N/A
Annual Coinsurance Maximum N/A NIA
These valpes do not accumulate: Premiun?s.
lAnnual Out-of-Pocket Maximum $6,600 Individual; $13,200 Family N/A 3:':;:?;‘3:? ma;frf; :c',‘:l 2:::2 gﬁzzhésugfe“s
unless otherwise specified.
Preventive Services
gxﬂ;cr: Visit / Physical Exam / Well Baby Covered NIA
g:::itzgsLaboratory and Radiology Covered NIA
Pap Smear, Mammogram, Tubal Ligation Covered N/A
Immunizations Covered N/A
Outpatient & Bhysician Services
Primnary Care Office Visit 520 Copay NfA )
Telehealth Visit $20 Copay NIA ;:3:;?3? our contracted telehealth services
Specialist Office Visit $30 Copay NIA
Routine Audiclogy Exam Covered N/A 3:;::::132222?;:&; :e" 3.?3: of non-routine
Routine Eye Exam Covered N/A 32&?:&2123%2%23%{ or non-fouting
Chircpractic Services Not Covered N/A ]
Allergy Treatment Covered NIA
Allergy [njections Covered NIA,
Laboratary & Pathology Covered NIA Some services require preauthorization,
Imaging MRI, CT & PET Scans Covered N/A Services require preauthorization.
Radiclogy (X-ray) Covered NIA Some senices require preauthorization,
Radiation Therapy & Chemotherapy Covered N/A
Dialysis Covered NIA
Outpatient Medical Drugs Covered NIA

Services

Outpaﬁenl Surgery N/A
|Ambulatery Surgical Center Covered N/A
Professional Surgical and Related Covered NIA

Emergency/Urgent Care
Urgent Care $30 Copay
Emergency Room Care $150 Copay Copay will be waived if admitted

Emergency Medical Transportation
Inpatient Hospital Services N

Facility Fee Covered N/A

Physician Services, Surgery, Therapy,

Laboratory, Radiology, Hospitd Services Covered N/A

and Supplies

Bariatric Surgery and Related Services $1,000 Copay N/A One procedure per lifetime
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P;harmacy:(Afﬁliated pharmacy:pmviders lonly)]

Preferred Generic Drugs

Prenatal Office Visits Covered NIA Covered under Preventive Services
Postnatal Cffice Visits $30 Copay NIA
Labor Delivery and Newbom Care See Inpatient Hospital Services N/A
Mental Health’&'SubstanceUse'Disorder,
Inpatient Services See Inpatient Hospital Services N/A
Qutpatient Services $20 Copay N/A
Other, Services
Does not include Rehabilitation Senvices,
Home Health Care Covered N/A Unlimited.
Haspice Care Covered N/A Up to 210 days per lifetime.
Covened for authorized services.Up to 730 days.
Skilled Nursing Care Covered N/A Maximum benefit renews after 60 days of
noncanfinement.
gl:trha:tlistedlcd Equipment; Prosthetics & Covered MNIA Covered for approved equipment only.
Rehabilitation Services: Physical, Covered NA May be rendered at home. Up to 60 combined
Occupational, and Speech Therapy visits per benefit period.
_ . . Limited to services associated with the freatment
Habilitation Services: Physical ) !
N : Covered NIA of Autism Spectrum Disorders through age 18.
Oocupational, and Speech Therapy Covered for authorized services only.
Limited to services associated with the treatment
lApplied Behavioral Analysis $20 Copay NIA of Autism Spectrum Disorders through age 18.
Covered for authorized services only.
Voluntary Sterilizations See Ouipatient Surgical Services N/A Limited to vasectomy.
Services for diagnosis, counseling, and treatment
Infertility Services Covered N/A of bodily disorders causing infertility, Covered for
authorized services only.
Assisted Reproductive Technologies Covered N/A One attempt per lifetime.
Temporomandibular Joint Disorder Covered N/A Coverage for non-invasive treatments only.

$15 Copay 30 day supply, $30 Copay 90 day spply

|A 90-day supply of non-maintenance drugs must

Non-Preferred Generic Drugs

$15 Copay 30 day supply, $30 Copay 80 day supply

be filled at our designated mail order pharmacy.

Preferred Brand Drugs

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

Cther exclusions & limitations may apply.

Non-Preferred Brand Drugs

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

Certain specialty drugs may be approved for 60

Preferred Specialty Drugs

$50 Copay 30 day supply at specialty phamnacy only

or 90 days. In this case, if a copay or maxis

Non-Preferred Specialty Drugs

$50 Copay 30 day supply at specialty pharmacy only

shewn for specialty drugs, you will pay two times
that amount for up to 60 days, three times that
amcunt for up to 80 days,

Template Rev 01/2020

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

HMO Benefit Guide will govern.

- Elective hospital admissions require that Alliance be notified prior to the admission. Alliance must be notified within 48 hours after an
emergency hospital admission. Failure to notify Alliance could result in a reduction or denial of benefits.
- Some services require prior authorization. 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
of Michigan

V&J .

CLSSLG
ﬁr"u‘::%al“‘u'é gorporation and independent leensos - \lacomb Co Employees - Hard Cap-Retired
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

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

Coverage for: All Plan Types Plan Type: TPA

i

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 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:/mwww.healthcare.gov/she-glossary or call 800-662-6667 fo request a copy.

important Questions

‘Answers: Member / Family

iWhy 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.
v N .
:;Z:;}%i::&igggdww for O You don't have {o meet deductibles for specific services.
. s . . The out-of-pocket limit is the most you could pay in a year for covered services. If you have
What is the out-of-pocket limit $6,350/%12,700 other family members in this plan, they have to meet their own out-of-pocket limits until the

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

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

Premiums, balance billed charges and
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.

Common
‘Medical Event

Services You May Need

Primary care or Online visit to treat an injury

- What You Will Pay

ut-of-Network

| Network Provider 0 Provider
1 (Youwill pay the least}

(You will pay the most)

Limitations, Exceptions, & Other Important'
Information _

jcoverage is available at

or llness $20 copayfvisit |Not covered 1320 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
ar'e nffi e performed by a chiropractor or osteopathic
provider’s office or clinic ohysician
You may have to pay for services that aren't
. _ O preventive. Ask your provider if the services
Preventive care/screening/immunization No charge Not covered you need are preventive, Then check what
your plan will pay for,
Diagnostic test (x-ray, blood work) No charge Not covered May reqluire 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|t:.. 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 ful

90 day mail order and retail copays are 2x the

www.bchsm.com/custorndr standard retail copays.
uglist ' i '
Specialty drugs l-i)eg;d Gopays listed above Not covered Limited to a 30 day supply
May require preauthorization/560% coinsurance
If you have outpatient  |Facility fee (e.g., ambulatory surgety center) [No charge Not covered for TMJ, orthognathic surgery, reduction
surgery mammoplasty, male mastectomy
Physician/surgeon fees No charge Not covered See "Qutpatient surgery facility fee"
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What You Will Pay

Common . . f. Limitations, Exceptions, & Other Important
Medical Event Services You May Need Network Provider OutP?L‘l:ligLv:or,k Information
(Youwill pay the least) (You will pay the most)
Emergency room care $100 copayhisit $100 copayhvisit 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 required. 50% coinsurance
If you have a hospital  [Facility fee (e.g., hospital room) No charge Not covered for TMJ, orthognathic surgety, reduction
stay mammoplasty, male mastectomy
Physician/surgeon fee No charge Not covered See "Hospital Stay facility fee”
If you need mental Outpatient services No Charge Not covered Preauthorization is required
health, behavioral health,
or substance use Inpatient services No Charge Not covered Preauthorization is required
disorder services
N Postnatal and non-routine prenatal office
Office visits No charge Not covered visits-520 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 copayivisit Not covered ngelfgs preauthonization. Custodial care not
Requires preauthorization/ One pertiod 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 . e PT/OT/ST for autism spectrum disorder has
Habilitation services gi_%l_(;oc%gsaTy per visit for Not covered unlimited visits, Requires preauthorization.
Skilled nursing care No charge Not covered Requires preauthorization/Limited to 730 days
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L What You Will Pay ’
Common Services You May Need 1 Out-of-Network Limitations, Exceptions, & Other Important'

|
Medical Event | Network Provider : ! Information
. Provider '
| (Youwill pay the least) | v\, will pay the most) |
Requires preauthorization and must be
. . obtained from a BCN supplier. Convenience
Durable medical equipment No charge Not covered and cormfort items not covered. Diabetic
supplies covered in full
. , ‘ |Inpatient care requires preauthorization.
Hospice services ) . f No charge hlot covered Housekeeping and custfodial care not covered..
Children's eye exam Not covered Not covered Contact benefit administrator for coverage.
If your child rieeds e ' : . ¢
dental or eye care Children’s glasses Not covered Not covered Contact benefit administrator for coverage.
Children’s dental check-u Not covered Not covered Contact benefit administrator for coverage.
P .
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Excluded Services & Other Covered Services:

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

» Acupuncture (if prescribed for rehabilitation Long-term care ¢ Routine foot care

purposes) ¢ Non-emergency care when traveling outside the o  Weight loss programs
e Cosmetic surgery us. e Hearing Aids
o Dental Care {Aduf) s Private-duty nursing
e Elective Abortion » Routine eye care (Adult)

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

» Bariatric surgery o Infertility treatment
o Chiropractic care

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

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

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

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

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim, This complaint is called a grievance or appeal. For more information about
your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal or a
grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact ; Blue Care Network, Appeals and Grievance Unit, MC G248,
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:/Awww.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:/iwww.michigan.gov/difs or difs-HICAP@michiaan.qov

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

Does this Plan Meet the Minimum Value Standard? Yes

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

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

A

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

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

Peg is Having a Baby

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

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

Mia's Simple Fracture

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

M The plan’s overall deductible $0 B The plan’s overall deductible $0
W Specialist copayment $30 B Specialist copayment $30
W Hospital (facility) coinsurance 0% M Hospital (facility) coinsurance 0%
M Other coinsurance 0% B Other coinsurance 0%
This EXAMPLE event includes services [ike: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including
Childbirth/Delivery Professional Services disease education)
Childbirth/Delivery Facility Services Diagnostic tests (blood work)
Diagnostic tests (uftrasounds and blood work) Prescription drugs
Specialist visit (anesthesia) Durable medical equipment (glucose meter)
[ Total Example Cost [ $12,700] [ Total Example Cost | _$7,400]
In this example, Peg would pay: In this example, Joe would pay:
] Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0
Copayments $70 Copayments $800
Coinsurance $0 Coinsurance $0
What isn't covered - - What isn't covered -
Limits or exclusions $60 Limits or exclusions $60
| Thetotal Pegwould payis | $130 | | Thetotal Joewouldpayis |  $860 |

W The plan’s overall deductible $0
W 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}
Durable medical equipment (cruiches)
Rehabilitation services (physical therapy)
| Total Example Cost | $1,900 |
In this example, Mia would pay:
- Cost Sharing
Deductibles 30
Copayments $200
Coinsurance $0
~ What isn't covered '
Limits or exclusions $0
[ Thetotal Miawouldpayis | $2001
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ADDENDUM — LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

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

Sl usted, o algulen a quien usted estd ayudando, necesita
asistencia, tiena derecho a obtener ayuda e informacién
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al nimero telefénico de Servicio ai
cliente, que aparece en la parte trasera de su tarjets, o
877-469-2583, TTY: 711 si usted todavia ho es un
miembro.
ool Geladdstlageselid jaf Gais il @k 1)
A 4 ¢ g Sty  p el e gleally Bazbusdll e § peaalh
Sttty b e A,}_’J‘;Mlm‘éyd_ﬁl&)ﬁa‘:‘}m
oIl 18 jitia o83 o 1Y) WB77-469-2583 TTY:711 oy

NERE SEREBEEDRHMAMNE. FERE. SHER
SRUENFIZHINDNNE., BAH—BIFA.
FRESHNFYENEFERRE - REBTEGA
. FRIRMEE 8774692583, TTY: 711,
s Blih o Ala oo + L Sholgadin rdha A 30 o to St | ¢
whgulaade it o dhlas haosh o daaliuee L Shae
i 6t ordlshn i¥on 2 mi reonidl sy, nda L dacidls
¢ moadahes ¢ 26 L5 oflurds dilon L Sadd
e .okl vl e B77-469-2583 TTY:711
Néu quy vl, hay nguiri ma quy vi dang gilp d&, can trg
gitip, quy vi s& ¢6 quyén durge glip va ¢ thém thang tin
bing ngén nglr cia minh mién phi. &€ nét chuyén véi mgt
théng dich vién, xin gol 56 Dich vit Khéch hang & mjt sau
thé cda quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chura phai I3 mgt thanh vién,
Nése ju, ose dikush gé po ndihmoni, ka nevojié pér
asistencé, keni té drejté t& mermi ndihmé dhe informacion
falas né gjuhén tuaj. Pér té folur me njé pérkthyes,
telefononl numrin e Shérbimit té Klientit né anén e pasme
tékartés tual, ose 877-469-2588, TTY: 711 nése nuk Jeni
ende njé anétar,

ghol A5t Ei= A3t &2 U AR X 0]
Bty FAsh= =81 S28 AAse] U2 HI8
PSR LE 4 A= AL T ASLICEL SSAS
CHstotei ™ Aote 1 S U= D AHA
HEZ FaeHLU, 0l0l 10l Ot E 2
877-469-2583, TTY: 7112 & Bl & Al 2.

T A1, T3 TR FRGEA A5 S0, WERT
TS 2, STET ST SR [ SR 3 By
AT AT AP TIE@) FIET AT (STI1T T
PR S, AR WG O (37T SNEF T AT
5 TS 0 877-469-2583, TTY: 711 I Br@Toes =l
SO A 5 4T

Jedli Ty lub osoba, ktére] pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatnej informacji [ pomocy
we wtasnym jezyku. Aby porozmawiad z tlumaczem,
zadzwon pod numer dziatu obsfugi klienta, wskazanym na
odwrocie Twoje] karty lub pod numer 877-469-2583,

TTY: 711, jeieli jeszcze nie masz czlonkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstdtzung
benttigt, haben Sie das Recht, kostenlose Hilfe und
Informationen in Ihrer Sprache zu erhalten. Um mit efnem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Rlickselte lhrer 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 ll 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 sel ancora membro.

CHRAR, FEABEROSOBYOATXBELE
EENHZATCHMAMASCTVELESL, CHEDRIE
THHR—FERF Y, MBEAFLEVTLHIEA
TEET. BRIHPMELA, BREBESHh DB
BEREFLON— FOE@EIIRBEhi-hRA 27—
—EROTHERE (A 3 —TRWAIR

8774692583, TTY: I £ CHIMIE L 2 &L,

Ecmz san mwm /mary, KoTopoMy BRI HOMOTAETe, HyAHA
TOMOMIE, TO BH IMeeTe IPaBo Ha GecInatHoe noryieHHe
noxoma ¥ HHbOPMALHK Ha BameN 3eIke. Jna pairoeopa
€ NcpeBOITHKOM NI0IB0HKTE 0 HoMepy TededoHa oTema
00CTyAHBAHHA KJIHEHTOB, YEA3AHHOMY Ha 0BpaTHOil
CIOpOHe Bamicit KApTH!, KiH 110 HOMEDPY

877-469-2583, TTY: 711, ec/m1 y BaC HeT WICECTBA.

Ukoliko Vama ili nekome kome VI pomaZete treba pomot,
imate pravo da besplatno dobijete pomoé i informacije na
svom Jeziku, Da biste razgovarali sa prevodiocem, pozovite
bro] korisnicke sluzbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 aka vec niste &lan.

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

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

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, natfonal origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary alds and
sarvices 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 mempber. If you believe that Blue Cross Blue
Shield of Michigan or Blue Care Network has failed to
provide services or discriminated In another way on the
basis of race, color, national origin, age, disability, or sex,
you can file a grievance in person, by mail, fax, or email
with; Office of Civil Rights Coordinator,

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

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

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

https:/focrportal. hirs.gav/ocr/portal/lobby;jsf, or by mall,
phone, or email at: U.S. Department of Heaith & Human
Services, 200 Independence Ave, S.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
OCRComplaint@hhs.gov, Complaint forms are available at

http:/fwww. hh s.gov/ocr/office/fite/index.html.
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Blue Cross Blue Shield

Community Blue PPO ASC

(Post November 1, 2013 Retirees)




As a self-funded group, you are solely responsible for compliance with the federal Summary of Benefit and Coverage (SBC) rules, including SBC creation and
distribution. BCBSM does not assume any responsibility for SBC rule compliance relating to your group health plan, or for creation or disclosure of compliant SBCs.
This SBC template document is being provided as an example that may contain useful information concerning your BCBSM administered coverage as you create
your own group health plan’s S8BC. This SBC template document being provided is not fully compliant with the SBC federal rules. It is your responsibility to work with
your legal counsel to ensure proper compliance with the federal SBC rules. This SBC template document does not constitute legal, tax, actuarial, accounting, benefit
design, compliance or other advice. BCBSM disclaims any liability or responsibility for any non-compliance by your group health plan with SBC rules and regulations
relating to creation, disclosure or other requirements. You should also note that there may be additional special circumstances which may be applicable to your
specific group health plan situation which may affect SBC content, including but not limited to account type arrangements such as flexible spending accounts (FSA),
health reimbursement arrangements (HRA), and health savings accounts, (HSA), or for example, wellness programs, reference based pricing or benefits, or

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



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

MACONMB COUNTY EMPLOYEES
Community Blue PPOSM 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

A

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

' This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www:bcbsm.com or ¢all the number on the back
of your BCBSM D 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. qovlsbc glossary or call the number on the back of your BCBSM ID card to request a copy.

Important Questions

Answers

R,

| “In-Network | Out-of-Network |

Why this Matters:

What is the overall deductible?

$1,500 Individualf
$3,000 Family

$3,000 Individual/
$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 plan covers some items and services even if you haven't yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive .
services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at https:/fwww.healthcare.govicoveragefpreventive-care-benefits/.

Are there other deductibles for
specific services?

No.

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

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

(May include a coinsurance
maximumy

[$12,700 Family

$6,350 Individual/  |$12,700 Individual/

$25,400 Family

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

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

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

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

Will you pay less if you usé 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 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 007000448-0056
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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.

Common Medical Event

Services You May Need

‘Out-of-Network Provider

Limitations, Exceptions, & Other Important

Information

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

’ What You Will Pay
In-Network Provider
| (You will pay the least) {You will pay the most}

Primgry care visit to treat ($40 copayloffice visit; 40% coinsurance None
an injury or illness deductible does not apply -
iSpecialist visit 3g2;ﬁgfg‘g§g; deductible 40% coinsurance None

Preventive caref

No Charge; deductible does

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

e not apply Not covered needed are preventive. Then check what your plan
immunization il pay for
Diagnostic test (x-ray, 20% coinsurance 40% Coinsurance Norie
, blood work) DR coinsurance
If you have a test — -
Il\;]n;gl)ng (CTIPET scans, 20% coinsurance 40% coinsurance May require preauthorization

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

|Generic or select

prescribed over-the-
counter drugs -

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

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

apply

is available at
www.bchsm.com/druglists

Preferred brand-name
drugs

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

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

apply

Nonpreferred brand-name
drugs

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

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

apply

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

If you have outpatient
surgery

Facility fee (e.g.,
ambulafory surgery
center)

20% coinsurance

40% coinsurance

None
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Common Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

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

Limitations, Exceptions, & Other Important
Informatien

{Physician/surgeon fees

20% coinsurance

40% coihsurance

None

If you need immediate
medical attention

Emergency room care

1$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 copay/visit; deductible
does not apply

40% coinsurance

None

If you have a hospital stay

Facility fee {e.g., hospital
room)

20% coinsurance

40% coinsurance

Preauthorization is required

Physicianfsurgeon fee

20% coinsurance

40% coinsurance

None

If you need behavioral

20% coinsurance for mental

Your cost share may be different for services

health services (mental Outpatient services 20% coinsurance health; 40% coinsurance for erformed in an office settin
health and substance use substance use disorder P ’
disorder) Inpatient services 20% coinsurance 40% coinsurance Preauthorizafion is required.
Prenatal: No Charge: Maternity care may include tests and services
deductibie does nc?t é I Prenatal: 40% coinsurance described elsewhere in the SBC (i.e. ultrasound)
Office visits PRI p Py P and depending on the type of services cost share
Postnatal: No Charge; Postnatal: 40% coinsurance .
deductible does not apply I may apply. Cos.t sharing does not apply for
If you are pregnant I preventive services.
| | Childbirth/delivery 20% coinsurance 40% coinsurance None
|professional services - E—
Childbirth/delivery facility 20% coinsurance 40% coinsurance None

services

If you need help recovering
or have other special health

heeds

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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o _ What YouWillPay . __ Limitations, Exceptions, & Other Important
Common Medical Event  (Services You May Need In-Network Provider Out-of-Network Provider » EXCOPLONS, rimportan
(

You will pay the least) (You will pay the most} Information
. . . . Preauthorization is required. Limited to 120 days
Skilled nursing care " coinsurance % coinsurance
Skilled nursing care 20% coinsurance 20% coinsurance oer member per calendar year
|Durable medical _ 1Excludes bath, exercise and deluxe equipment
== 20% coinsurance 120% coinsurance and comfort and convenience iterms. Prescription
|equipment : .
required.
: . . No Charge; deductible does  |[No Charge; deductible does not . N : o
Hospice services not apply apply Physician certification required. Visit limits apply.
If your child needs dental or|Children's eye exam  [Notcovered [Notcovered = V None 7
éye care o
Eor more infarmation on Children’s glasses Not covered | Not covered None
pediatric vision or dental, . |
contsst‘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.)

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

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

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

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

» Non-emergency care when traveling outside the
Uu.S
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
calling the number on the back of your BCBSM ID card. Other coverage options may be available to you t0o, 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 deniat 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 an 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 48809-7720 or http:/fwww.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 Markefplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are efigible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes

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 Markefplace.

(IMPCRTANT: 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 Managing Joe’s Type 2 Diabetes Mia's Simple Fracture
{9 months of in-network pre-natal care {a year of routine in-network care of {in-network emergency rocom visit and
and a hospital delivery) a well-controlled condition} follow up care})
M The plan's overali deductible $1,500 B The plan’s overall deductibie $1,500 N The plan's overall deductible $1,500
M Specialist copayment $40 M Specialist copayment $40 N Specialist copayment $40
W Hospital (facility) coinsurance 20% M Hospital (facility) coinsurance 20% M Hospital (facility) coinsurance 20%
W Other coinsurance 20% W Other coinsurance 20% N Other coinsurance 20%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education} stpplies)
Childbirth/Delivery Facility Services Diagnostic tests {blood work) Diagnostic tests (x-ray)
Diagnostic tests (uffrasounds and blood work) Prescription drugs Durable medical equipment (crufches)
Specialist visit {anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)
| Total Example Cost | $12,700 | Total Example Cost |__$5,600 | | Total Example Cost | $2,800
In this example, Peg would pay: in this example, Joe would pay: In this example, Mia wouid pay:
' Cost Sharing i ' Cost Sharing : Cost Sharing
Deductibles $1,500 Deductibles $900 Deductibles $1,500
Copayments $10 Copayments $800 Copayments $90
Coinsurance $1,700 Coinsurance $0 Goinsurance __ __ %10
 What isn't covered : : What isn't covered f. 5 What isn't covered
Limits or exclusions $60 Limits or exclusions $20 Limits or e_xclusions | _$0
| The total Peg would payis $3,270 | | The total Joe would pay is $1,720 | | The total Miawould payis |  $1,660 |

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

The plan would be responsible for the other costs of these EXAMPLE covered services. 80of9



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 ¢ard, or
877-469-2583, TTY: 711 if you are not already 2 member.

Si usted, o alguien a quien usted esta ayudando, necesita
aslistencia, tiene derecho a obtener ayuda e informacién
en su Idioma sin costo alguno. Para hablar con un
intérprete, llame al nimero telefonice de Serviclo al
cliente, que aparece.en la parte trasera de su tarjeta, o,
877-469-2583, TTY: 711 si'usted todavfa-no es un
miembro.
Aoall il ot ke yoncla Al ads il ok iy
Al A o g Slialydy ) g gl e glaally s lsd] e 1 gl
Sy gl e 2y pallehaall Rasi 18 39 o o e ) 2303
Jaily 18 85 065,103 .877-469-2583 TTY:711 &84

RS, RRETEGRMHE, BEGLY EHEN

RREVEDRERIINBNAR. ZAR—UHEEA,
RRESHNFEENESRERE  MREETRER
. FAIRTEES 8774692583, TTY: 711,
Bl . o%u pont ¢ Shetasda A A4S a0 gt Sl LY
rehqulaate hiid o ahulai reliasd L daaliue _dhure
L L dio e thon 2 34 rBoainind i, i  daeiila
o woadan ¢ 26 A4 ofiyrds rdiian L aalh

it  otul X o B77-469-2583 TTY:711
NEu quy vi, hay ngudi ma guy vl dang glGp 48, <an tre
gilp, quy vi s& co quyen dugc gitip va ¢ thém théng tin
bing ngdn ngl¥ ca minh mién phi. BE néi chuyén véi mit
théng dich vién, xin goi s6 Dich vu Khach hdng & mt sau
thé cla quy v, hodc 877-469-2583, TTY: 711 néu quy vi
chva phal 13 mét thanh vién.
Nése ju, ose dikush g po ndihmoni, ka nevojé pér
asistencé, keni té drejté t& mermi ndihmé dhe informacion
falas né gjuh&n tuaj. P&r té folur me nj& pérkthyes,
telefononi numrin e Shérbimit t& Klientit né anén e pasme
té kartiés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.

otel A5t B SIS Y= A0 IOl
EQSICHE, Aot SR &8 Ate 02 KIS
e 20l 22 4 U= A2 YSUICH BSAS
CHSHBHR O #8te) = RDI0] Y= T AHIS
®E 2 MatelIiLY, 01| SI0| Obd B
877-469-2583, TTY: 7112 EHS}GIA A2,

I ST, 9 A ST SR J69F STEL, A7
TRSTT AT AP TR | (ST IS (TSI 7Y
T TS, TR FREH (T (07T T TS 90
T P 91 877-465-2583, TTY: 711 I ROy A=
ELEIEIRICE ST

lesli Ty lub oscba, ktdrej pomagasz, potrzebujecie pomocy,
masz prawe do uzyskania bezplatnej informacji.i pomocy
we wiasnym jezyku. Aby porozmawiac z tumaczem,
zadzwor pod numer dziatu obstugi klienta, wskazanym na
odwrocle Twoje] karty lub pod numer 877-469-2583,

TTY: 711, jezeli jeszcze nie masz cztonkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstiitzung
bengtigt,. haben Sie das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache zu erhalten. Um mit einem
Daolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Riickseite ltirer Karte an oder
877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.
Se tu o qualcuno che stai afutando avete bisogno di
assistenza, hai Il diritto di ottenere aiuto e infarmazioni
nella tua lingua gratuitamente, Per parlare con.un
‘interprete, rivolgiti al Servizio Assistenza al numero
indicato sul retro della tua scheda o chiamaiil
877-469-2583, TTY: 711 se non sei'ancora membro,

CEAKR, FRREERODOBY OLFTERENE
EShHATCIHBEMZXNVELES, CHEDOEE
THR—+ERHY, FREAFLEYTHOEN
TEET. BEEAMY EHAL AREBESH D
BlEBRHLOI—- FOE@mICREShEIREZT—Y
—EADOBEHES (A »13—THWEIX

8774692583, TTY: TII) ETHMWEE L LN,

Ecm BaM HIH JANY, KOTOPOMY BEI HOMOTaeTe, HyKHA
TIOMOIIE, TO BH{ IMEETE NPABO HA GeCIIATHOE NOMYNeHHe
TIOMOIH B HuGPMAIHE HA BamteN s35Ke. Ing paarosopa
C TIEpPeROTIHEOM IOIBOHHTE N0 HoMepy TenedoHa oraena
00CTYZHBAHAA KIHEHTOB, YEAIRHHOMY Ha 00paTHOH

CTOPOHE BaIIeH KE3PTHI, ATH N0 HOMEPY
877-469-2583, TTY: 711, echH ¥ Bac HeT TACECTEA.

Ukoliko Vama ili nekome kome Vi pomaZete treba pomoé,
imate pravo da besplatno dobi]jete pomoc i Infarmacije na
svom Jeziku. Da biste razgovarall sa prevodiocem, pozovite
broj korisni¢ke sluZbe sa zadnje strane kartice i
877-469-2583, TTY: 711 ako veé niste élan.

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

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

Important disclosura

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

600.E. Lafayette Blvd., MC 1302, Detroit, Mt 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 avaliable
to help you.

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

hitp://www.hhs gov/ocr/office/file/index.htm/.

90of9



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

Admunistered by Alliance Health
and Life Insusance Company

Coverage Period: As of01/01/2020

Coveragefor: Individual+Family | PlanType: ASOHMO

The:Summary of Benefits and Coverage (SBC).document will help youchoose 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)willbe provided separately: This is onlya
summary. For more information about your coverage, or to geta copy of the complete terms of coverage, call 1-866-766-4709 or visitwww.hap.org. For
general definitions.of common terms, stich as allowed amount, balance billing, coinsurance, copayment, deductible, provider, orother underlined terms see

the Glossary. You can view the.Glossary-at http:/Mww.dol.gov/ebsa/pdfSBCUniformGlossary.pdf or call 1-866-766-4709 fo request a copy.

Important Questions

Whatis the
overall
deductible?

Answers

$0

Arethere services
covered:before you
meet your deductible?

fArethereother
deductibles for specific
services?

Whatis the out-of-

pocket limit for this
plan?

- ————

No.

'No.

$6,600 person / $13,200.family

Why This Matters:

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

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

7

L ) o
‘You don't have to meet deductibles for specific services, but see the chart startingon .

| page 2 for other costs for services your plan covers.

| The out of pocket fimit is the most you could pay in a yearfor covered services. If

you have other famify members in this plan, they have to meet their own out of pocket
limit untit the overall family out of pocket limit has been met.

What is notincluded in
the out-of-pockef 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'network provider?

Yes.Seewww.hap.orgorcall1-866-766-4709
fora 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-ofnetwork-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 mightuse
an.out of network provider 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. Further information on the referral process can be found at www.hap.org

{

AS000096 XR002356
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A ‘All.copayment and-coinsurance costs:shown in this chart are-after your deductible has been met, if a:

deductible-applies.

Common
Medical Event

Services You May Need

WhatYouWillPay

Network Provider
(You will pay the least)

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

| Limitations, Exceptions, & Other Important.

Information

‘ j ::l?l:rr?g ?ﬁf S\an to treat an $20 copay pervisit 4 Not Covered gg&rggﬁggg;@%{?ﬁélte‘lep‘h’onic, or through
-l" Specialistvisit ~ |$30copaypervist  [NotCovered T None
o er Practitioner | T
_ $20 PCP Other Practi ,
Ifyou vislt 3 healthL {Other practtioner office visit Ooth:r ggc\tl:ﬁﬁizfgosggeycg?t ‘Not Covered { gg:lrgrpergchc carand AcupunctureNot |
careprovider's ofﬂceor visit | !
iclinic: - - — —-- - 1 . - " |
| Coverage information available at
| Preventve care/ | wm.hapt}:)r?. thu may hta_we topay forA |
|Ereventive care, . services that aren't preventive services. As
"~ | screening/immunization No-Charge ‘ Not Covered yourprovider  the services needed are |
| ' ! preventive services. Then check whatyour .
R L ! plan will pay for. I
Diagnostic test {x-ray, blood I I
:Iffdﬂ‘héﬁé'a' e i work) [No Charge Not Covered 1Some services require preauthorization.
-y 1 12~ X P .‘ - - - 1 T T - e - -= - - -
! mllglil)ng (CTIPET scans, No Charge ‘Not Covered Services require preauthorization. _
o [ T Cenn T T Retail: 30 day supply for non-maintenance |
Brefecred $15 : o
| L Sener copaylprescription (retail) drugs at 1 copay; 90 day supply' for eligible
- |Genericdugs _uNngreferre d4$15 'Not Covered maintenance drugs at 2 copays; Mail Order:
‘If.;youmeed drugs to copay/prescription (retail) 90 day supp_ly for both eligible maintenance |
treatyourilliessor . o o copay A o _ and non-maintenance dygg at2copays.
iﬁﬂ%rrlgﬂ%?matlon dout {Prefered brand drugs $30 copayiprescription (retail) [NotCovered '
prescriptionidrug; | Non-preferred brand drugs $50 copay/prescription (retail) |Not Covered | .
Covaragens available: Preferred $50 L T o
atwwivap.org | f copay/prescription (retail) , L o
o * Specialtydrugs Non-Preferred $50 Not Covered Eiga‘ielt-g?ge! rq:ugs not available at 90-day or
‘ | copay/prescription (retail) o
Ifyou have outpahent ;? r(;g?yfgeen(t?arg)’ + ambulatory No Charge Not Covered Some services require preauthoriiation.
su e s L e e - o mme e mmee JE— .
rgery .| Physician/surgeonfees No Charge Not Covered None
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O e BT w—— — mmb— ——i —— o — - o Ewewe———m  memm e

WhatYouWillPay

Comman L e oo Limitations, Exceptions, & Other Important
Medical Event Services You May Need Netvgork Provider Out-of-Network Provider Information
‘ N (You will pay the least) (You wili pay the most)
'*0 = *|Emergency room care $150 copay per visit $150 copay per visit Copay will be waived if admitted
kmngr:ggmmd'ate i Ealj:‘eslqgggzgedlcaf‘ No Charge 'No Charge Emergency medical transportation Only
: © - " Urgent care $30 copay per visit o ESO copay per visit . - None
ST .- - z|Facility fee (e.g., hospial , - - L
lf you have a h ospltal {room) No Charge Not Covered Some services require preauthorization
stay. - . - |Physician/surgeon fees No Charge Not Covered None
if*YOU'NEEd menta! * Services can be accessed by calling 1-800-
health; -behaviaral. Outpatient services 20 copay per visit Not Covered ; ycaling
eal%h orsubstance b 5 P o 444.5755

abuse services ] .
" ** Services can be accessed by calling 1-

| -linpatientservices ) No Charge e 1_N_cit Fo_ve_red _ 800-444-5755 T
. - 10ffice visits _ $30 copay perwsﬂ Not Covered No Charge for Ptenatal care |
: SR . e [T ] Eibaddiont- bl kit o
: A - - Childbirth/delivery o |
Ifjouiare pregnant. | Professional services flotheme o [ettowrd o ore—— —
A ) ggr"lﬂgghf delivery facility No Charge Not Covered **Some services require: greauthonzatton !
_"{Home health care __ iNoCharge _ . _ _:___ Not Covered None ‘
_ T e B | q |Upto60 combinedvisits perbenefit period -
RN iRehabilitation services No Charge o Not(jtovered May be rendered athome i
T ( , Limited to Applied Behavior Analysis (ABA)
| and Physical, Speech and Occupational |
A Therapy setvices asscciated with the !
|fyou need help - 1Habilitation services No Charge Not Covered treatment of Autism Spectrum Disorders
recoveringorhave: . through age 18. Services require
'otherspecialhealth' J preauthorization. *See outpatient Mental
gngeds P ' Health for ABA cost sharing amount.
RA - | ~ 1Covered for authorized services-Up to 730 -
.‘ Skilled nursing'care No Charge Not Covered days, renewable after 60 days
v SR Coverage provided for approved equipment
o« =< - |Durable medical equipment |No Charge Not Covered based on HAP's guidelines. Some services
A 3 require preauthorization.
5. L.+ -+ |Hospice services [No Charge Not Covered Up to 210'days perlifetime
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Common

Medical Event

ifyourchildnéeds’
dentaloreyecare: - .

Services You May Need

WhatYouWillPay
" " Network Provider

(You will pay the least)

U . i 1 e ey i s s

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

e o r—— i f—— o — = ——— ———

Limitations, Exceptions, & Other Important
Information

_— -

{Children's eye exam $30 copay per visit Not Covered No Charge for one routine eye exam
|Children's glasses NotCovered Not Covered None:
"{Children’s dental check-up  |Not Covered Not Covered None—

Excluded Services & Other Covered Services:
Services YourPlan Generally Does NOT Cover (Check your policy or plan document for more information and alist of any other.excluded services.)

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

Dental Care (Aduit)

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

Bariatric Surgery Routine Eye Care (Adult) Weight Loss Programs
Infertility 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/iebsa/healthreform, or the U.S. Department of Heaith 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.Healthcare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights:There are agencies that can help if you have a complaint against your plan for a denial of a claim, This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal or a grievance for any reason to your plan. For more information about your rights, this notice or assistance,
contact the plan at 1-800-422-4641; you may also contact the Department of Insurance and Financial Services, Healthcare Appeals Section, Office of General
Counsel, 611 Ottawa, 3rd Floor, P.O. Box 30220, Lansing, Mi 48809-7720, 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 file 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 1-877-999-6442, website: http:/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 unless you qualify for an exemption from the requirement
that you have health coverage for that month.

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

Language Access Services: _
Please see a full list of Language Access Services following the Coverage Examples at the end of the Summary of Benefits of Coverage.
To see examples of how this plan might cover costs for a 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 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, lollowing a pre-approved treatment plan, or procedures for making referrals. For a list of participating health care professionals who
specialize in obstetrics or gynecology, contact the Macomb County HRLR Department at {586) 469-5280.
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About these Coverage Examples:

A

This isnot a:.cost estimator. Treatments shown are justexamples of howthis plan might cover medical care. Youractual.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: comsurance) and excluded services-under the plan. Use this information to compare the'portion of costs you might:
pay under diffefent health plans: Please note these toverage examples:are based'on seff-only coverage.

Pegis HavingaBaby

{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-

Mia's Simple Fracture
(in-network emergency room visit and follow up

M Theplan's overall deductible
B Specialist copayment

W Hospital (facility) copayment
W Other coinsurance

controlled condition})

$0 m Theplan's overalldeductible
$30 W Specialist copayment

$0 W Hospital (facility) copayment
0% m Other coinsurance

care)
$0 M Theplan's overalldeductible $0
$30 m Specialistcopayment $30
$0 M Hospital {facility) copayment $0
0% m Other coinsurance 0%

This EXAMPLE eventincludes serviceslike:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ufrasounds and blood work)
Specialist visit (anesthesia)

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)

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

Diagnostic test (x-ray)

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

TotalExampleCosti . - | $12800° TotalExampleCost | §T,400.  Tofal Examplé Cost _ L §1000
Inthis example, Pegwould pay: _Inthisexample, Joewouldpay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles ] %0 Deductbles ' 30 Deductibles $0
Copayments __ $610  Copayments ] f $1075 Copayments [ B %)
Coinsurance $0  Coinsurance o | 30 Coinsurance $0
What isn't covered What isn't covered ‘Whatisn'tcovered
Limits or exclusions $60  Limits or exclusions $55  Limits or exclusions $0
{Thie'totalPegwould:payis $670/ |The total Joewould payiis $1:130 The'total Miaiwould payis 590

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 shé&rbime ndihme gjuhésore falas. Telefononi numrin (800) 422-4641
ose TTY: 711.

Language Access Services

gl Aasg gl (800) 422-4641 A St 1O an Lyl 5aeh o) ladd ol i b e b Gl Cianesr 1Y) g
2l a3z 51 (800) A e o
T el

G fone: SHfow ogel SIYoTH FU I#(or, O] STRolNoIF (TR foIATN(ee W o[ Gg ufFb |
(800) 422-4641 [
TTY: 711 im(oq Fe F |

. ﬁu%ﬁf{fﬁi%%ﬁﬂtﬁc, e U4 S IR RE SR BIRES . BB (800) 422-4641 B TTY A EHHL
711,

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

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

TERH AFXEEEINDEE. BHOSHEXIEF AW ITET, (800)422-4641 £T,
BEEFEICTIER(FEL, TIY A—H—L 711 T TETEBFELN,

FO: RO E ALSTIAlE 2, & Q0 X9 ME[AS 0| 2514 4= & LICH 800-422-4641 H T =
TTY: 711 HO 2 2| T4 A 2.

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

BHUMAHHE! Ecnu panr pomHoii a3b1K pycckitii, Basm MOryT OBITh IPEA0CTABIEHL GecnnaTHLle
nepesoeckre yenyri. O6pamaiitecs no Homepy (800) 422-4641 (tenetaitn: 711).

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

88 8 & : 8] 3 : 05
< 22 s r<&'\.‘ .\O)-:C_J -i.c_uo _._9}1._5.7,\;\}\.1:9_3 3 o Ao 21 ml\o&.p\)n@ \E\MO < s mC o
whyino ‘th A e r{o <y

da 0 a)800(4641-422 <, ©
»o TTY: 711 Lo

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

CHU Y: Néu quy vi néi tiéng Viét, chiing t3i ¢6 céc dich vy hé trg ngdn ngit mi&n phi danh cho quy vi. Hay goi
(800) 422-4641 hosic TTY: 711.
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Delta Dental of Michigan
Dental Benefit Highlights for
Macomb County Active and Retiree Dental Plan

Deita Dental PPO {Point-of-Service) Defta Deritil D";‘;g’;’;‘a' o lt?tl:i,:;ting
PPO Dentist Dentist Dentist

Diagnostic & Preventive
Diagnostic and Preventive Services - exams, o 1 00% R

. . L 100% 100%
cleanings, flucride, and spate maintainers
Emergeqcy Pglllatlvg Treatment - to 100% 100% 100%
temporarily relieve pain C )
Radiographs - X-rays vO00% 100% 100%

Basic Services
Minor Resforative Services - fillings and crown ( 80% 75% 5%

repair

Endodontic Services - root canals O 80% 75% 5%
Periodontic Services - to treat qum disease ~ 80% 75% 75%
solfgesr;rgery Services - extractions and dental 80% 75% 75%
Major Restorative Services - crowns . 80% 75% 75%
Other Basic Services - misc. services 80% 5% 75%
5::::'1:::“ Repairs - to bridges, implants, and 80% 75% 75%

Major Services

Prosthodontic Services - bridges, implants, '~ ., o .

and dentures S S0% 50%

* When you receive services from a Nonparticipating Dentist, the percentages in this column indicate the
portion of Delta Dental's Nonpariicipating Denfist Fee that will be paid for fhose sendces. The
Nonparticipating Dentist Fee may be less than whaf the dentist charges and you are responsible for that
difference.

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

[ Deductible - None. I

Note - This document is only infended to provide a brief description of your benefits. Please refer o your
Certificate and summary for a complete description of benefits, exclusions, and fimitafions.

& DELTA DENTAL

Welcome to Michigan's largest dental
benefits familyl

As a member of Delta Dental of Michigan,
you have access fo the nation’s fargest dental
networks: Delta Dental PPO and Delta Dental
Premier.

= It's easy to find a dentist! Four out of five
denfists nationwide pasticipate in our network.

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

& Qur dentists cannot balance bill you, which
mez&ns more money in your pocket!

s No toublesome paperwork!  Network
dentists will fll out and file your claims.

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

+ You can sfill visit nonparticipating denfists,
but you may be biled the full amount at the
time of service and then have to wait o be
reimbursed.

Quality Dental Program

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

Online Access

Our online Consumer Toolkit lels you access
your dental plan securely over fhe Infernet. You
can find a dentist, check benefits, select
paperiess notices, review claims and amounts
used foward maxmums, print ID cards, and
more — all at your own convenience.

A Healthy Smile

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

Questions?

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




Golden Dental
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@inllsn Bamial 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 1L

Restorative:

Fillings,

Root Canals and Routine Extractions performed by General Provider

90%

CLASS III

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: www.goldendentalplans.com




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

|. General Exclusions, Limitations, and Exceptions

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

Dental services not appearing on the Schedule of Benefits.

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

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

Treatment of cleft palate, anodontia and mandibular prognathism.

] P T R

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

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

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

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

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

10

Dental implants or transplants.

11

No Covered Person will be denied dental coverage due to trauma. However, dental care
coverage under this Palicy 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 whao
requires dental care due to a serious trauma will not be covered for dental care in those areas
that are specifically described as excluded.

12

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

13

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

14

Prescription drugs.

15

Nitrous oxide analgesia.

16

Preventative control programs, including home care items.

17

Services started after termination of coverage.

18

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

19

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

or flippers).

Revised 04/29/2015




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

. General Exclusions, Limitations, and Exceptions, continued

20 [Duplicate full or partial dentures.
21 [Inlays, unless listed as a Covered Service in the Schedule of Benefits.
22 |Porcelain, porcelain substrate, and cast restorations on primary {baby) teeth.
23 |Cysts and malignancies.
24 |Removal of impacted teeth that exhibit na 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.
Claims submitted due to auto accident, which should be submitted to automobile insurance
32 |carrier.
Claims reported as accident on school grounds, which should be submitted to school's primary
33 linsurance.
General anesthesia and the services of a special anesthesiologist unless authorized by employer
34 |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.
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
39 |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.
" |Services rendered by a dental or medical department maintained by or on behalf of an employer,
44 |a mutual benefit association, labor union, trustee or similar person or group.
45 |Charges for duplication of radiographs.
46 |Charges for temporary appliances.
47 |Charges for experimental or investigational services or supplies.

Revised 04/29/2015
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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. Crthodontic Exclusions, Limitations, and Exceptions

1

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

Patients with severe disabilities that may prevent satisfactory Orthodontic results

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

Interceptive Orthodontic Treatment is not a covered benefit

Surgical procedures incidental to orthodontic treatment

Myofunctional therapy

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

m| w] ajlwn]| &

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 arthodontic 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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BCBSM Vision Benefits




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

Vision Coverage

This is Intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and
exclusions may apply. Payment amiounts are based on BCBSM's appraved amount, less any applicable deductible and/or copay. For a complete
description of benefits please see the applicable BCBSM certificates and riders, if your group is undenwritten. 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 benedits are provided by Vision Service Plan (VSP), the largest provider of vision care in the nation. VSP is an independent company
providing vision benefit services for Blues members. To find a VSP doctor, call 1-800-877-7195 or log on to the VSP Web site at vsp.com.

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

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

Member's respon5|blllty (copays)

lBenef‘ ts - _“ VSP network doctor N - EWOH'VSP'PTDVidEf
Eye exam ‘ None None
Prescription glasses (Ienses and!or frames) None None (member responsmle for

difference between approved
amount and providers charge)

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

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

! Benefits EI VSP network doctor ”‘N'Oﬁ-VSP provider J
Complele eye exam by an ophthalmaologist or optometrist. The exam 100% of approved amount : Reimbursement up to $58 less $5
includes refraction, glaucarna 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 penod of 12 consecutwe monlhs

Lenses and frames

| Benefits . o | vsP network doctor' j| Non-VSP provider

|

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

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

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

cuive lenses when medically necessary. ! | difference)

* Standard Progressive Lenses - Covered when rendered by a V8P 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 Cress and Blue Shield Association.
Fage 1of 2 000016537875



Benefits | VSP network doctor {Non-VSP provider

Standard frames $100 allowance that is applied toward . Reimbursement up to $65 less
frames (member responsible for any cost $10 capay {member responsible
‘exceeding thg_g][oﬁvgngg)kasg o for any difference)

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

different frames within the frame allowance.

Contact Lenses

| Benefits | vsP network doctor | Non-VSP provider |

Medically necessary contact lenses (requires prior authorization approval ' 100% of approved:amount Reimbursement up to $210
from VSP and must meet criteria of medically necessary) . - (member respansible for any
e _ differance)

Contact lenses up to the allowance in any period of 12 consecutive months

Contact lens suitability examination (fitting and evaluation) '$120 allwance that is applied toward * $105 allowance that is applied
,contact lens exam (fitting and materials) - toward contact lens exam (fitting
Elective contact lenses that improve vision (prescribed, but do not meet  and the contact lenses (member " and materials) and the contact
criteria of medically necessary) respansible for any cost exceeding the . lenses (member responsible for
,allowance) - any cost exceeding the
' allowance)

Contact [enses up to the allowance in any pericd of 12 consecutive months

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

Blue Gross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Asscciation.
Page 2 of 2 000016537875



HAP

Please refer to the HAP Medical Benefits Summary




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 T.P.Q.A,M., an behalf of certain employees
at Family Court-Juvenile Division; Friend of the Court; Juvenile Justice Center; Probate Court and
Prosecuting Attorney, 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:

Steve Sellers, POAM Business Agent Karlyn Sem[?ﬁ)njirector
@L Human Resources and Labor Relations
Ro é

se Sh boneau, President

ack aTour, \/lce-Pre5|dent

Dated: O.M_; 19 '. AYO R



