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AGREEMENT
MACOMB COUNTY ENVIRONMENTAL HEALTH ASSOCIATION

THIS AGREEMENT entered into on the first day of January, 2023 between the COUNTY of MACOMB,
hereinafter referred to as the Employer and the MACOMB COUNTY ENVIRONMENTAL HEALTH
ASSOCIATION, hereinafter referred to as employee and/or Association.

The provisions of this Agreement shall apply to all employees regardless of religion, race, color, national
origin, age, height, weight, familial status, marital status, sex, sexual orientation, gender identity.

PURPOSE AND INTENT: The general purpose of this Agreement is to set forth terms and conditions of
employment and to promote orderly and peaceful labor relations for the mutual interest of the Employer
and employees and the Association.

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

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

ARTICLE 1
RECOGNITION

The County of Macomb hereby recognizes the MACOMB COUNTY ENVIRONMENTAL HEALTH ASSOCIATION
as the exclusive bargaining representative for a unit consisting of: all budgeted employees designated as
full-time Environmentalists II, III, IV, and Environmental Toxicologists, Program Development
Specialist/Health Planner and part-time Environmentalists of the Environmental Health Division of the
Macomb County Health Department.

ARTICLE 2
MANAGEMENT RIGHTS

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

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



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

D. The Employer retains and shall have the sole and exclusive right and authority to convert no more
than 4 full time vacant positions to part time during the term of this Agreement.

ARTICLE 3

EMERGENCY MANAGER

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

ARTICLE 4
SPECIAL CONFERENCES

Special Conferences mutually agreed upon, will be arranged between the President of the Association and
the Director, Human Resources and Labor Relations, or his/her designated representative, for purposes of
discussion of important matters. Such meetings shall be up to three (3) representatives of the Employer
and up to three (3) designated representatives of the Association. Arrangements for such Special
Conferences shall be made in advance and an agenda of the matters to be taken up at the meeting shall
be presented at the time the conference is requested and agreed upon. Matters taken up in Special
Conferences shall be confined to those included in the Agenda. This meeting may be attended by a legal
representative of the Association. The members of the Association who are reqular employees on the active
payroll, shall not lose pay for time spent in such Special Conferences, but must notify their division
director/designee of the date, time and location of such Special Conference, and must report to their
immediate supervisor at the conclusion of the Special Conference during regular working hours.

ARTICLE 5
NEGOTIATION PROCEDURE AND REPRESENTATION

A, It is recognized that no final agreement between the Parties may be executed without ratification
by a majority of the membership of the Association and without ratification by the County of
Macomb, but the Parties mutually pledge that representative members of the Association and the
Department of Human Resources and Labor Relations shall have the necessary power and authority
to make proposals, consider proposals and make concessions in the course of negotiations, subject
only to such ultimate ratification.

B. The Employer agrees that three (3) designated Association representatives who are regular
employees shall be entitled to be released, with pay, to conduct negotiations with the Employer,
at times approved by the Parties. The Asscciation shall be allowed to have an outside
representative attend its negotiation sessions.

C. Designated members in Section B. of this Article, must notify their Division Director/Designee of
the date, time and location of such negotiation and representation activities and must report to
their immediate supervisor at the conclusion of the negotiation and representation meeting during
regular working hours.



The Association President or designee shall be permitted up to one hour per day, non-cumulative,
to represent the Association or its members in negotiations, special conferences, intradepartmental
conferences, grievance processing, Appeal Board and/for arbitration proceedings, or other Labor
Relations matters. It shall be the responsibility of the Association to notify the Director, Human
Resources and Labor Refations and the Department Head/Designee of the identity of those
members engaged in the above mentioned activities within a reasonable time prior to
implementation of the recognition process outlined herein. Recognition of the Association
representative designated as the Association President and/or his/her designated alternate
engaged in grievance processing shall be limited to a regular employee on the active payroll.
However, the Parties agree that an employee on layoff or approved leave of absence, who
previously served as Association President will be allowed to represent the Association in the
continued processing of a grievance that was initiated prior to his/her layoff or leave of absence.

ARTICLE 6

EMPLOYEE DEFINED

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.

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

ARTICLE 7

PROBATIONARY PERIOD

A full-time employee, newly hired into this bargaining unit, shall be considered a probationary
employee for the first six (6) months of employment from the date of hire, to determine their ability
to perform duties assigned them. At any time during this period, the Employer may dismiss the
employee and such employee shall not have recourse to the Grievance Procedure provisions of this
Agreement.

A part-time employee, newly hired into this bargaining unit, shall be considered a probationary
employee for the first nine (8) months of employment from the date of hire, to determine their
ability to perform duties assigned them. At.any time during this period, the Employer may dismiss
the employee and such employee shall not have recourse to the Grievance Procedure provisions of
this Agreement.

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

ARTICLE 8

SALARY TNCREMENTS

After employment, each employee may be entitled to one normal increment (step) after each
thirteen (13) continuous complete pay periods. Such increment will become effective the first day



of the fourteenth (14th) complete pay period. All increments to be approved by the Department
Head/Designee before becoming effective, providing any disapproval of an increment by a
Department Head/Designee shall be set forth in writing together with the reasons therefore and a
copy thereof furnished to the employee and the Association President and the Human Resources
and Labor Relations Department.

Promotion: When the County has authorized a promotion pursuant to current Human Resources
Policy, Human Resources and Labor Relations will implement the authorized change(s) as follows:

1. The affected employee shali be granted a five percent (5.0%) salary adjustment added to
current salary.
2. The affected employee will then be granted the additional dollars necessary to move the

employee to the next immediate higher step in the new salary scheduie.
An alternative salary adjustment amount shall only be processed as authorized by Human
Resources and Labor Relations. The implementation of such change will coincide with the effective
date of the authorization.

ARTICLE 9

PAID TIME OFF (PTO)

Participants in the Deferred Retirement Option Plan are not subject to Article 9, Paid Time Off, but
shall receive Paid Time Off in the manner described in Article 18, Deferred Retirement Option Plan.

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

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

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

YEARS OF ANNUAL
CONSECUTIVE FULL TIME EQUIVALENT
SERVICE COMPLETED: OF:
less than 5 15 days
5 20 days
10 21 days
i3 24 days
20 25 days
21 26 days
22 27 days
23 28 days
24 29 days
25 30 days



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

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

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

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

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

ARTICLE 10
SICK LEAVE

Participants in the Deferred Retirement Option Plan are not subject to Article 10, Sick Leave, but shall
receive Sick Leave in the manner described in Article 18, 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 accumulated Sick Leave payoff purposes the maximum Sick Leave accumutation will retain its cap
of one hundred twenty-five (125) work days.

An employee may utilize available Sick Leave for absences:
1. Due to personal iliness or physical incapacity caused by factors that the employee has no
reasonable immediate control. Personal ifiness includes a woman's actual physical inability

to work as a result of pregnancy, child birth, or related medical condition,

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

3. Due to iliness of a member of their immediate family who requires their personal care and
attention. The term "immediate family" as used in this section shall mean parent, current



step parent, current mother-in-law, current father-in-law, current spouse, children, current
daughter-in-law, current son-in-law, current step children, brother, sister, grandparent or
grandchildren. 1t shall also include any person who is normally a member of the employee’s
household.

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

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

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

An employee who is seriously ill for more than five (5) days while on Paid Time Off, may, upon
application, have the duration of such illness charged against their Sick Leave bank rather than against
Paid Time Off. Notice of such illness must be given immediately. Proof of such iilness 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 6, Employee Defined, who leaves
employment because of retirement and is eligible for and receives a pension under Macomb County
Employees' Retirement Ordinance, shall be paid for fifty percent (50%) of their accumulated and
unused Sick Leave at employee's then current rate of pay.

3. In case of death of a regular employee, as defined in Article 6, Employee Defined, payment of their
accumulated and unused Sick Leave, at deceased employee's then current rate of pay, shall be
made to the deceased employee’s estate/trust.

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

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

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

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



After 10 years 50% of a maximum of 125 work days
The cash payment will be made in the final payoff check with all normal payroll deductions.
ARTICLE 11

BEREAVEMENT LEAVE

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

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

B. The Employee may elect to take up to three (3) bereavement leave days chargeable to Sick Leave or
Paid Time Off due to the death of an Employee’s friend 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.

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

ARTICLE 12

WORKER'S COMPENSATION DISABILITY

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 badily injury totally incapacitates such employee from performing
any available County employment, shall be entitled to disability compensation upon the following basis and
subject to the following provisions:

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

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

C. 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.

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

E. 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.



F. 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 6, 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 relaticnship is terminated with the emplcyee
receiving Worker's Compensation.

G. 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.

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

1. The compensaticon 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 the same propartion 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
Cff if the employee had so chosen) has been depleted, whichever occurs first.

2. If the employee’s Sick Leave Reserve (and Paid Time Off if the employee so chooses) has
been depleted and the eniployee 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
Compensation payments and such County supplement shall equal two-thirds (2/3) of the
employee's regular wage or salary. The County's two-thirds (2/3) pay supplement shall be
made for a period not to exceed twenty-six (26) weeks; however, in no case shall the
combination of the supplement payments (H.1 and H.2) exceed 104 weeks.

3. Upon the expiration of the 104 weeks an employee unable to return to duty shali 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 17, Retirement System and the Macomb County Employees’ Retirement
Ordinance.

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

I. 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 13

LEAVE OF ABSENCE

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



B.

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

Provisions:

1. Personal Leave:

d.

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

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

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

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

An approved Personal Leave shall not exceed 6 months.

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

While on an unpaid Personal Leave, benefits will be cancelled at the end of the month from
the point of unpaid status. Upon return from an unpaid Personal Leave of Absence, insurance
benefits will be reinstated in accordance with the waiting periods as outlined in Article 15,
Insurance Benefits.

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

An employee that fails to report for duty upon expiration of a Personal Leave shall be subject
to loss of seniority as outlined in Article 24, Seniority and termination of employment.

2.  Medical Leave for Employee and/or Family:

a.

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

An eligible employee who is unable to work due to their own medical condition caused by
an 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 reguired
to apply for and submit a request for Medical Leave in writing using farms required by Human
Resources and Labor Relations.



e. 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.

f. 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.

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

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

i. Medical Leaves are approved for a period of no more than six (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,

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

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

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

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

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

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

p. Failure to report for duty upon expiration of a Medical Leave shall be subject to loss of
seniority as autlined in Article 24, Seniority and termination of employment.

Military:

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

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

10



c. Any employee on an approved USERRA Military Leave of Absence shall be eligible for the

following benefits as a result of their Military Leave of Absence: differential pay, medical,
prescription drug, dental and vision ‘benefits, life insurance, Retirement eligibility or 401{a)
vesting, Sick Leave, Paid Time Off (PTO) and Longevity as determined by Human Resources
and Labor Relations.

_ Family And Medical Leave Act: The Employer shall comply with all aspects of the Family and
Medical Leave Act (FMLA). Leaves will run concurrent with any FMLA eligible Leave.
ARTICLE 14
HOLIDAY BENEFITS
The designated holidays are:
January 1% (New Year's Day) Martin Luther King, Jr. Day
Presidents Day One-half (1/2} day Goed Friday
Memorial Day Independence Day
Labor Day Columbus Day
November 11% (Veterans' Day) Thanksgiving Day
The day AFTER Thanksgiving December 24% (Christmas Eve)
December 25% (Christmas Day) December 31% (New Year's Eve)
June 19% (Juneteenth) General Election Day in the EVEN numbered years

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

1.

2.

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

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

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

December 24® and December 31%%

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

b. Should December 24" and December 315 fall on Sunday, the preceding Fridays will
be observed as the designated holidays for that year.

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

An employee shall receive holiday pay provided that hefshe works the scheduled day before

and the scheduled day after the holiday and the holiday, if scheduled, or is excused with
pay for the entire day from work.
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ARTICLE 15

INSURANCE BENEFITS

Life Insurance:
1.  Full-time Employees (including DROP Participants):

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

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

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

Retirees: The Employer will provide a life insurance benefit, in the amount of two thousand

_dollars ($2,000), to employees covered by this Agreement who retire and are eligible for and

receive a retirement allowance under the Macomb County Employees' Retirement Ordinance,
Employees hired on or after January 1, 2016 will not be eligible for this fife insurance benefit.

Insurance Benefits:

1.

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

Dependent Eligibility:

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

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

The Employer shall provide two medical plan options: a Preferred Provider Organization (PPO) and an
Health Maintenance Organization (HMO) to all regular eligible full-time employees and their eligible
dependents including prescription drug coverage, as outlined in Appendix A, 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, denta! 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
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of $167.00. The insurance waiver will be paid in the employee’s regular paycheck.
a, Full-time employees shail 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 B 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 visicn coverage and life
insurance.

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

Employees who retire under the provisions of the Macomb County Employees' Retirement
Ordinance 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.

Retirees who are eligible for Macomb County’s medical and prescription drug plan and elect not
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fo 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
Macornb County’s medical and prescription drug plans as scon as administratively possible
and the insurance waiver payments shall cease as socn as administratively possible.

Dental Plan:

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

Vision Plan:
The Emptloyer shall provide a vision plan to full-time employees (including DROP Participants) and their

eligible dependents as outlined in Appendix D, Active Employees Vision Benefits or its substantial
equivalence,

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

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

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

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

A Health Care Task Force Committee will be established, consisting of representatives from the
Employer and the Union for the purposes outlined below:

a. To receive and review information pertaining to the Employer’s Request for Proposals (RFP) for
medical, prescription drug, dental and vision plans.

b. To meet and discuss medical, prescription drug, dental and vision plans, prior to the Employer's
implementation of substantially equivalent changes.
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ARTICLE 16

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 Pian (POP) based upon the limitations of the
Internal Revenue Setvice code and the vendor administering the program.

ARTICLE 17

RETIREMENT SYSTEM

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

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

1.

2,

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

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

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

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

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

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

Final Average Compensation Formula: For any employee hired on or before December 31, 2001,
or who is vested as of May 1, 2009, the formula for computing final average compensation, used
for calculating pension benefits for eligible bargaining unit members, shall be based on the
average of an employee’s one hundred and four (104) highest consecutive pay periods of
compensation out of the last two hundred and sixty (260) pay periods.
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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 thirty (130) highest consecutive pay
periods of compensation out of the last two hundred and sixty (260) pay periods.

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

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

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

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

Eligibility:

a. For employees hired on or before December 31, 2001, or who is vested as of May 1, 2009,
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 the employee’s written application filed with the

Retirement Board:

1.  Attained age 60 years and has 15 or more years of credited service; or
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10.

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

Upon the employee’s retirement, the employee shall receive a pensicn 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 iast separation date, membership is reinstated.

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

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

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

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

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

Pop Up Option: A retirant may elect this option in combination with Option A or B of the
Ordinance. Under this option, a reduced retirement allowance is payable during the joint lifetime
of the retirant and their beneficiary nominated under Option A or B, whichever is elected. Upon
the death of the retirant, their beneficiary will receive a retirement allowance for life equal to the
percentage specified by Option A or B of the reduced retirement income payable during the joint
lifetime of the retirant and their beneficiary. Upon the death of the beneficiary, the retirant will
receive a retirement allowance equal to one hundred percent of the amount specified by the
Macomb County Employees’ Retirement Ordinance for the remaining lifetime of the retirant. The
reduced retirement allowance payable during the joint lifetime of the retirant and their beneficiary
together with the retirement allowance payable to one upon the death of the other will be
actuarially equivalent to the retirement allowance pravided by the Macomb County Employees’
Retirement Ordinance as a single life annuity. This provision shall be without force or effect unless
or until the retirant submits acceptable documentation of the death of their beneficiary to the
Secretary of the Retirement Board.
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12,

13.

14,

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

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

There shall be no pension paid to an eligible vested 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 estateftrust shall not be entitled to a pension. The vested member’s beneficiary or estate/trust
shall receive the contributions and interest earned as of the date of the vested member's death.

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

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

Non-Duty Death 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: The Memorandum of Understanding, executed in 2007,
regarding the Deferred Retirement Option Plan (DROP) is incorporated by reference herein as
Article 18, Deferred Retirement Option Plan. Vesting for the purposes of DROP excludes service
time under the Reciprocal Act 88.
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C.  Full-time employees hired into the County on or after January 1, 2016:

1L

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 Systemn for any
other benefit, including DROP, other than for the fixed payment as outlined in Section C.1.

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

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

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 18

DEFERRED RETIREMENT OPTION PLAN

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

A.

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

Participation: The maximum period for DROP payments credited to the account is five (5) years
(the “Participation Period”). There is no minimum time period for participation. Employees may
continue to work beyond the five (5) years, but DROP payments will cease at the end of the
participation period.
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DROP Payment: Upon termination of employment, the retiree shall receive the monthly pension
previously credited to their DROP account. Failure to terminate employment at the expiration of
the DROP Participation Petiod 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, they shall be
considered to be a DROP participant and shall cease to be an active member of the Macomb County
Employees Retirement System. The amount of credited service, multiplier and final average
compensation shall be fixed as of the employee’s DROP date. When an employee’s Final Average
Compensation is calculated, any retroactive wages provided shall be counted as if the retroactive
wages were paid to the employee when the wages were paid, not when they were earned by the
employee. Increases or decreases in compensation during DROP participation will not be factored
into retirement benefits of active or former DROP participants. DROP participants accrue no service
time credit for retirement purposes pursuant to the Macomb County Employees Retirement System.

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

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

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

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

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

1) A lump sum distribution to the employee; AND/OR
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2) A lump sum direct rollover to another qualified plan to the extent allowed by federal law
and in accordance with any procedures established by the Retirement System for such
rallovers.

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 faws and regulations contained within the Internal Revenue Code of the
United States. Any provision of the DROP, or portion thereof, that is in conflict with an applicable
provision of the Internal Revenue Code of the United States is hereby null and void and of no force
and effect.

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

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

determining an employee’s final average compensation for purposes of computing an employee’s
pension.

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

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

Longevity, Paid Time Off and Sick Leave: After the effective date of an employee’s participation in
the DROP, the employee’s Longevity, Paid Time Off and Sick Leave shall be determined as set forth
below:
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1,

LONGEVITY FOR DROP PARTICIPANTS:

d.

At the time an employee elects to participate in the DROP they shall receive, as part
of their payoff, a prorated amount of longevity compensation. Payment for the
balance of the DROP years’ longevity payment and subsequent longevity payments
shall be made in December of each year as described in Section b, 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 315T
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 shafl be considered a part of the regular compensation
and, as such subject to Federal and State withholding tax, social security, retirement
deductions, regulations and ordinances of the County of Macomb and other
applicable statutes.

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

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

PAID TIME OFF FOR DROP PARTICIPANTS:

a.

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

Employees who are participants in the DROP shall receive Paid Time Off (PTO) in
the following manner:

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

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

5 20 days
10 21 days
13 . 24 days
20 25 days
21 26 days
22 27 days
23 28 days
24 29 days
25 30 days

Paid Time Off shall be available for use upon accrual.

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

DROP participants may request Paid Time Off conversion to cash payment of up to
forty (40) hours per conversion, maximum of eighty (80) hours per year. Employees
requesting Paid Time Off conversion must have a minimum of one hundred twenty
(120) hours of Paid Time Off to be eligible for the conversion. The requested Paid
Time Off conversion(s) must be submitted by February with the cash payment to be
made in the second pay of March and August with the cash payment to be made in
the second pay of 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 a DROP participant by December 31% of a calendar year
shall be forfeited.

There shall be no compensation for Paid Time Off remaining in the DROP participants
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.

3. SICK LEAVE FOR DROP PARTICIPANTS:

a.

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

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

ii. Employees who begin DROP participation at a time other than January 1%,

shall receive a pro-rata share of six (6) Sick Leave days for the balance of the
calendar year.
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After the exhaustion of the six (6) Sick Leave days provided for in paragraph
i, 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.

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 i. 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.

DROP Participants may utilize available Sick Leave for absences:

vi.

vii.

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
health of others would be endangered by attendance on duty.

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

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
their immediate Supervisor of such absence as soon as possible and failure to
do so within the earliest reasonable time, may be the cause of denial of Sick
Leave with pay for the period of absence.

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

A DROP participant who is seriously ill for more than five (5) days while on
Paid Time Off, may, upon application, have the duration of such illness
charged against their Sick Leave bank rather than against Paid Time Off.
Notice of such illness must be given immediately. Proof of such illness in the
form of a physician's certificate shall be submitted by the employee.
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ARTICLE 19
LONGEVITY

Participants In the Deferred Retirement Option Plan are not subject to Article 19, Longevity, but shall
receive Longevity in the manner described in Article 18, Deferred Retirement Option Plan.

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

The basis of longevity compensation is as follows:

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

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

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

CONTINUOUS YEARS OF
FULL TIME SERVICE ON
STEP OR BEFORE OCTOBER 31 AMOUNT
1 15 through 19 $600
2 20 through 24 $800
3 25 and thereafter $1,000

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

Payments to employees eligible as of October 31st of any year shall be included in the first regular
payroll check of December. The annual pericd covered in computation of longevity shalt 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 to and receive a longevity payment upon a pro-rated basis for that portion of the year
employed.

Employees hired into the County after January 1, 2012 will not be eligible for Longevity.
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ARTICLE 20
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 be released from the shift schedule on the
date prior to 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 the Employer an amount equal to any payment received as a result of jury duty
service. Expenses provided to employees as a result of jury duty service, such as mileage, parking or meal
expenses, may be retained by the employee.

ARTICLE 21
OVERTIME

A Full-time employees shall receive compensation at the rate of one and one half (1 =) times their
regular hourly rate for all hours scheduled and authorized over and above their regular work week.

B. VOLUNTARY OVERTIME: The Employer has the right to offer overtime compensation for voluntary
overtime either in the form of cash payment or compensatory time. The Employer shall offer
voluntary overtime concurrently to all eligible staff based on programs. Voluntary overtime shall be
awarded based on seniority. 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.

C. MANDATORY OVERTIME: Compensation as used in this paragraph shall mean cash payment. An
employee has the right to request compensation in the form of compensatory time. Such request will
be considered at Management's discretion.

D. There shall be no accrual of compensatory time in excess of 40 hours. 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.

E. All overtime shall be paid at the employee’s hourly rate at the time the overtime was worked.

F. Employees shall be permitted to utilize compensatory time with the prior approval of their immediate
supervisor, provided, it will not unduly disrupt the operations of the department.

ARTICLE 22
SALARY AND INCREMENT SCHEDULE

The Salary and Increment Schedule, is attached to and made a part of this Agreement.
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ARTICLE 23

MILEAGE

Mileage reimbursement will be made for employees required to use their personal vehicles while petrforming
assigned County business. The mileage reimbursement rate will be established in accordance with the
Internal Revenue Service mileage reimbursement formula. Mileage reimbursement will be paid based on
the rate in effect at the time the mileage was incurred.

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

ARTICLE 24

SENICRITY.

A. New employees shall be on a probationary status for the first six (6) months of their employment
with the Macomb County Health Department, in accordance with provisions of the probationary
period provided for in this Agreement. Upon successful completion of the probationary period, the
employee’s Departmental Seniority will be retroactive to their date of hire and computed as
described in B. below.

B. Departmental Seniority:

1.

Ful-time employees shall accumulate Departmental seniority from their last date of full-
time hire. Departmental seniority shall be computed on the basis of full-time service, unless
otherwise abridged by this Agreement.

Part-time employees shall accumulate Departmental seniority based on the total number
of actual paid hours from last date of hire as a part-time employee with each 7.5 hour
period constituting one (1) day of seniority.

Date of entry into the Department {(departmental seniority) will provide a seniority date
that will prevail for the purpose of “bumping rights” for full-time employees in the event of
a layoff.

Employees classified as part-time shall not be permitted to utilize departmental seniority
for bumping purposes.

C. Classification Seniority:

1.

Classification seniority is service time earned by an employee in a particular classification
covered hy this Agreement (e.g., Environmentalist II, III, IV, Toxicologist, Program
Development Specialist/Health Planner and part-time Environmentalist) from the date of
entry into that classification by date of hire, date of promoticn, date of transfer or
otherwise. Classification seniority will continue so long as the employee remains within the
affected classification.

Upon transfer or promotion to a different classification within this bargaining unit, a new
classification seniority date will commence on the date of such transfer or promotion. Upon
return to a prior dassification, the affected employee will be credited with seniority
previously earned in that classification.

27



3.

Classification senfority will prevail for purposes of layoff and recall rights within the
classification that the employee occupies at the time prior to a layoff.

Date of entry into County employment will provide a seniority date that will prevail for the purposes
of Paid Time Off and Sick Leave eligibility and accumulation, lengevity, retirement and similar fringe
benefits the Parties hereto may agree upon.

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

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

1.

2,

7.

The employee voluntarily resigns.

The employee is discharged and the discharge is not reversed through the Grievance
Procedure.

The employee is absent for three (3) consecutive working days without notifying the
Employer. After such absence, the Employer will send written notification to the employee
at the last known address that the employee has lost service credit and employment has
been terminated. If the dispasition made of any such case is not satisfactory, the matter
may be referred to the grievance procedure. In proper cases, exceptions shall be made
by the Employer.

The employee does not return to work when recalled from layoff as set forth in the recall
procedure. In proper cases, exceptions may be made by the Employer.

Return from Sick Leave and Leaves of Absence will be treated the same as 3 above.

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

He/she retires.

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

ARTICLE 25

LAYOFF

Layoff is defined as a reduction in the working farce.

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

1.

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

Such reduction will be made in the first instance by terminating probationary employees in
the affected dlassifications.
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3. 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 [aid off due to a reduction in the work force, he or she shall be permitted to
exercise hisfher seniority rights to "bump" or replace the least senior employee in classifications
covered by this Agreement in the affected department conly. Such employee may "bump” an
employee in an equal or lower job classification under the following conditions:

1. The employee shall have seniority as required and as defined in Article 24, Seniority, of
this Agreement.

2. The employee shall have current ability to perform the available work, meet the
qualifications and perform the duties of the job with minimal orientation as required and
defined by the Employer.

3. An employee who qualifies for rights as set forth above, shall have the right to exercise
such right or to accept layoff. 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 fifteen (15) days notice
of such layoff. The Association 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,

ARTICLE 26

RECALL

Recall Procedure: When the working force is increased after a layoff, employees will be recalled
according to seniority as outlined in Article 24, Seniority. Notice of recall shall be sent to the
employee at his/her last known address, as listed in his/her personnel file, [ocated 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 date of mailing of notice of recall, his/her
employment shall be considered terminated. Extension will be granted solely by the Employer, in
proper cases.

Recall rights for laid off employees will be limited to a period of one (1) year, or length of
Departmental Classification seniority, whichever is greater, EXCEPT for employees hired an or after
January 1, 1983 who after layoff shall have recall rights [imited to length of Departmental
Classification seniority but in no event to exceed a period of eighteen (18) months following date
of such layoff, Upon expiration of either period whichever is applicable, the Employer shall be
under no obligation to recall the laid off employee and such employee shall forfeit his/her seniority.

ARTICLE 27
DISCIPLINE AND DISCHARGE
DISCIPLINE: Disciplinary action is intended to be corrective in nature, so that if imposed, it would
cause an employee to improve job performance and/or workplace conduct to a level that will meet
and/or exceed expectations. An employee will be given the opportunity to have his/her Grievance

Chairperson or designee present during any discipline. Disciplinary action shall include a verbal
reprimand, written reprimand, suspension without pay, demotion and/or discharge. Macomb County
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is not obligated to follow progressive discipline and will consider each matter on a case-by-case basis.
Copies of all disciplines which are affixed to the employee’s personnel record shall be given to the
employee.

Disciplinary action may be imposed upon an employee only for failing to fulfill his/her
responsibilities as an employee. Any disciplinary action or measures imposed upon an employee
may be processed as a grievance through the regular Grievance Procedure, or through the Special
Conference provisions as provided for in this Agreement. If the employee does not want his/her
Grievance Chairperson present at a disciplinary hearing, Management will provide the employee an
opportunity to sign a waiver to that effect.

DISCHARGE/SUSPENSION: The Employer shall not discharge or suspend any employee without
just cause. If, in any case, the Employer feels there is just cause for discharge or suspension, the
employee and his/her Grievance Chairperson, and in his/her absence, the Association President,
will be notified in writing that the employee has been discharged or suspended. The employee's
immediate supervisor or other designated management representative will discuss the action to be
taken with the employee and his/her Grievance Chairperson before the employee is required to
leave the premises, if circumstances permit.

The Association shall have the right to take up the discharge or suspension as a grievance at the
Third Step of the Grievance Procedure, and the matter shall be handled in accordance with this
procedure.

Discipline that is necessary will be of a corrective nature rather than punitive. Discussions between
the employee and supervision shall be of a consultative nature, concerning minor disciplinary
infractions, prior to a reprimand. Any and all disciplinary action shall be made within a timely
manner.

Records in Personnel Files:

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

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

3. 1If, 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 disclpline is authorized to be removed pursuant to paragraph 2,
above.

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

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

ARTICLE 28
GRIEVANCE PROCEDURE

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

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

1, STEP 1: VERBAL: The employee or one member of a group of employees must first discuss
the specific grievance with the immediate Supervisor or designee. At the request of the
employee, the Grievance Chairperson may be present during the discussion. Reasonable
time will be granted the employee for the purpose of apprising the Grievance Chairperson
of the alleged grievance. The immediate Supervisor shall attempt to adjust the matter
consistent with the terms of this Agreement as soon as possible, and shall, within five (5)
days give a verbal answer to the employee.

2. STEP 2: WRITTEN:

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

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

3. STEP 3: DIRECTOR, HUMAN RESOURCES AND LABOR RELATIONS:

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

b. The Association President or designee must make a request in writing to conduct
a Step 3 grievance meeting and the Parties shall conduct a Step 3 meeting within
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fifteen (15) days of the receipt of the Association President's written request. The
Association representatives at sald meeting may include, at the Asscciation's
discretion, the Grievance Chairperson or designee and the grievant. In addition,
a witness(es) may be in attendance if deemed necessary by both Parties.

C. The decision of the Director, Human Resources and Labor Relations shall be given
in writing to the Association 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, either party may pursue the matter to Mediation by filing a request with
the Michigan Employment Relations Commission (MERC) and notifying the other
party concurrently within five (5) days of the grievance meeting. If the mediation
process is unsuccessful, either party shall have the right to move the matter to
arbitration.

STEP 4: ARBITRATION: If the grievance is not satisfactorily settled in Step 3, or through
grievance mediation, the Association President has thirty (30) days from the final answer
or the date of the decision issued by the mediator in the event of grievance mediation, to file
a written Notice of Intent to Arbitrate by sending a letter to the Director, Humnan Resources
and Labor Relations. If the Assocfation President fails to request arbitration within the time
limit, the grievance shall be deemed not eligible to go to arbitration.

C. SELECTION OF THE ARBITRATOR:

1.

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

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

D. AUTHORITY OF THE ARBITRATOR:

1.

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

The Arbitrator selected shall have only the functions set forth herein. The scope and extent
of the jurisdiction of the Arbitrator shall only extend and be limited to those grievances
arising out of and pertaining to the respective rights of the Parties within the four corners
of this Agreement, and pertaining to the interpretation thereof. The Arbitrator shall be
without power or authority to make any decision contrary to, or inconsistent with or
modifying or varying in any way, the terms of this Agreement or of applicable laws or rules
or regulations having the force and effect of law. The 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 assignments.

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

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 Assaciation and its members, the employee or
employees involved, and the Employer, and that there shall be no appeal from any such
decision unless such decision shall extend beyond the limits of the powers and jurisdiction
herein conferred upon such Arbitrator.

The Association President, Grievance Chairperson and grievant invclved with a grievance
that requires arbitration, will be compensated for normally scheduled working hours that
are required in connection with the actual arbitration procedure.

Each Party will be responsible for compensation to witness(es) as required by the
respective Party,

GENERAL CONDITIONS:

1.

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

Computation of Back Wages: No claim for back wages shall exceed the amount of straight
time wages the employee would otherwise have earned, offset by any other Employer paid
benefits or compensation. All claims for back wages shall be limited to the amount of
straight time wages that the employee would otherwise have earned less any
unemployment compensation and/or wages earned any other source during the period in
question,.

Time of Appeals: Any answer not appealed from within the time specified in the particular
Steps of the Grievance Procedure shall be considered settled on the basis of the Employer's
last answer and not subject to further review. In the event that the Employer shall fail to
supply the Association with its answer in writing to the particular Step within the specified
time limits, the grievance shall be automatically positioned at the next Step with the time
limit for exercising said Appeal commencing with the expiration date of the Employer's
grace period for answering. Nothing contained herein shall be deemed to abrogate or limit
the rights guaranteed by existing statutes.

Time Limits: Time limits may be extended at any Step of the Grievance Procedure by
written mutual consent by the Parties.

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

ARTICLE 29

NO STRIKE CLAUSE

The Parties hereto also recognize that it is essential for the health, safety and public welfare of the
County that services to the public be without interruption, that the right to strike is forbidden by
the Statutes of the State of Michigan.

33



B. Adequate procedures having been provided for the equitable settlement of any grievance arising
under this Agreement, the Parties hereto agree that the Association, its officers, members, agents
or principals will not engage in, encourage, sanction or suggest strikes or other similar action which
would involve suspension of work and that may disturb or interfere with the welfare of the public.

C. The County shall have the right to discipline or discharge any employee participating in a strike,
slowdown or other such interference with the welfare of the public, and the Association agrees not
to oppose such action. It is understood, however, the Association shall have recourse to the
grievance procedure as to matters of fact in the alleged actions of such employees.

ARTICLE 30
USE OF FACILTTTES/BULLETIN BOARDS

A. The Association may use available rooms at the facility for Association meetings with the prior
consent of the Employer.

B. The Association shall have the right to use designated bulletin boards to announce local, regional,
national or state meetings and to otherwise inform its members of matters of professional interest.
The bulletin boards shall not be used by the Association for posting or distributing pamphlets,
pertaining to political matters.

C. The Association, upon making appropriate arrangements through the Department Director and/or
Designee, may use other equipment for Association activities. The Association shall, upon billing
by the facility, pay the cost of equipment or supplies used.

ARTICLE 31

DEDUCTION OF UNION DUES AND/OR SERVICE FEES

A. An employee who desires to have such dues, service fees and/or initiation fee deduction from
his/her earnings shall execute an "AUTHORIZATION OF ASSOCIATION DUES" form.
B. The Employer shall place such deduction or deductions in effect at the SECOND PAY PERIOD of

the month following receipts of same and continue in accordance with the terms and conditions
set forth in the Authorization.

C. The Employer shall transmit such deductions, together with a list of the employees paying same,
to the Financial Officer of the Association designated in writing by the Association, and shall do so,
as soon as possible after the deduction, but not later than the fifteenth day of the following month.

D. It is understood and agreed, that the provision for deduction of Association Dues and/or Service
Fees, is for the benefit of the employees requesting same.

ARTICLE 32
BENEFITS, DUTIES AND RESPONSIBILITIES OF PART-TIME EMPLOYEES

Part-time employees employed pursuant to this Agreement shall be entitled to no fringe or other benefits
as a resuit of part-time employment except as specifically set forth below:
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A. Part-time employees shall receive the following benefits or be subject to the duties and
responsibilities as set forth in the following provisions of the Collective Bargaining Agreement:

1. Article 1, RECOGNITION
2. Article 4, SPECIAL CONFERENCES
3. Article 6, EMPLOYEE DEFINED
4, Article 7, PROBATIONARY PERIOD
5. Article 8, SALARY INCREMENTS
6. Article 22, SALARY AND INCREMENT SCHEDULE
7. Article 23, MILEAGE
8. Article 24, SENIORITY
9. Article 25, LAYOFF
10. Article 26, RECALL
11. Article 27, DISCIPLINE AND DISCHARGE
12. Article 28, GRIEVANCE PROCEDURE
13. Article 29, NO STRIKE CLAUSE
14. Article 31, DEDUCTION OF UNION DUES AND/OR SERVICE FEES
B. With respect to Article 17 of this Agreement, "Retirement System”, should a part-time employee
meet the eligibility requirements of the *“Macomb County Employees’ Retirement Ordinance”, such
an employee shall be eligible for retirement benefits. This Collective Bargaining Agreement shall
not enlarge or diminish the benefits provided by the “Macomb County Employees’ Retirement
Ordinance” for a part-time employee.

ARTICLE 33

SAVINGS CLAUSE

If any Section of this Agreement should be held invalid by operation of law, the remainder of this Agreement
shall not be affected thereby and the Parties shall enter into collective bargaining negotiations for the
purpose of arriving at a mutually satisfactory replacement for such Section or Provision held invalid provided
any mutually agreed upon replacement shall not be inconsistent with this Agreement or applicable law.
ARTICLE 34
JOB POSTINGS

A, Postings shal! be made for ten (10) working days. Posting periods may be shortened or eliminated
by agreement of the Parties.
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The posting will include the following information: The job classification, department, salary range,
hours, starting time, qualifications and any testing requirements.

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

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

ARTICLE 35
TERMINATION OR MODIFICATION
This Agreement shall continue in full force and effect until December 31, 2025.

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

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

Notice of termination or modification shall be made in writing and shall be sent by Certified Mail.
If said notice is made to the Association, it shall be sent to President, Macomb County
Environmental Health Association, Macomb County Heaith Department; 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.

It is agreed and understood that the provisions contained herein shall remain in full force and effect

so long as they are not in viclation of applicable statutes and ardinances and remain within the
jurisdiction of the County of Macomb.
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IN WITNESS WHEREOF, the County of Macomb and its Office of the County Executive, by its Director,
Human Resources and Labor Relations, and representatives of Macomb County Environmental Health
Association, on behalf of its represented employees, hereby cause this Agreement and Appendices to be

executed.

FOR THE UNION:

o A

LLEY E’mwn; President
Environmental Health Association

(eathn. Boocinaen

Heather Beerman, Bargaining Team Member
Environmental Health Association

M

L
Jeé D&Caussin, Bargaining Team Member
Environmental Health Association

Jofin Mulcahy, B3tgaining Team Member
Environmental Health Association
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FOR THE EMPLOYER.

Karlyn Sem irector
Human Resources and Labor Relations

Dated: 1 ~ 20 = Q5




SALARY AND INCREMENT SCHEDULES

Environmental Health Association

Classification

PTA Grade

ENVIRONMENTALIST Il

F

ENVIRONMENTALIST Ili

ENVIRONMENTALIST IV

TOXICOLOGIST

G
H
H




SALARY AND INCREMENT SCHEDULES

2023 PAY GRADES
Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9 Step 10
A $30,080.46 $30,952.79 $31,850.42 $32,774.09 $33,724.53 $34,702.55 $35,708,92 $36,744.48 $37,810.07 $38,906.56
B $33,088.51 $34,048.07 $35,035.47 $36,051.49 $37,096.99 $38,172.80 $39,279.81 $40,418.93 $41,591.08 $42,797.22
Cc $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
0| $114,230.49 | $117,543.18 | $120,951.93 | $124,459.54 | $128,068.86 | $131,782.86 | $135,604.56 | $139,537.10 | $143,583.67 | $147,747.60




SALARY AND INCREMENT SCHEDULES

2024 PAY GRADES
Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9 Step 10
A $30,982.87 $31,881.37 $32,805.93 $33,757.31 $34,736.27 $35,743.63 $36,780.19 $37,846.81 $38,944.37 $40,073.76
$34,081.17 $35,069.51 $36,086.53 $37,133.03 $38,209.90 $39,317.98 $40,458.20 $41,631.50 $42,838.81 $44,081.14
C $37,489.28 $38,576.47 $39,695.18 $40,846.34 $42,030.89 $43,249.78 $44,504.02 $45,794.64 $47,122.69 $48,489.25
D $41,238.20 $42,434.12 $43,664.70 $44,930.98 $46,233.98 $47,574.76 $48,954.43 $50,374.11 $51,834.96 $53,338.17
E $45,362.02 $46,677.52 $48,031.18 $49,424.08 $50,857.37 $52,332.24 $53,849.87 $55,411.52 $57,018.45 $58,671.99
F $49,898.23 $51,345.27 $52,834.29 $54,366.48 $55,943.11 $57,565.46 $59,234.86 $60,952.67 $62,720.29 $64,539.18
G $54,888.05 $56,479.80 $58,117.72 $59,803.13 $61,537.42 $63,322.01 $65,158.35 $67,047.94 $68,992.33 $70,993.11
H $60,376.86 $62,127.79 $63,929.49 $65,783.44 $67,691.17 $69,654.20 $71,674.18 $73,752.73 $75,891.56 $78,092.42
I $66,414.54 $68,340.56 $70,322.44 $72,361.78 $74,460.28 $76,619.63 $78,841.60 $81,128.00 $83,480.72 $85,901.66
] $73,055.99 $75,174.62 $77,354.68 $79,597.97 $81,906.31 $84,281.59 $86,725.76 $89,240.81 $91,828.78 $94,491.82
K $80,361.59 $82,692.08 $85,090.15 $87,557.77 $90,096.94 $92,709.75 $95,398.33 $98,164.88 | $101,011.67 | $103,941.01
L $88,397.75 $90,961.29 $93,599.17 $96,313.54 $99,106.63 | $101,980.72 | $104,938.17 | $107,981.38 | $111,112.84 | $114,335.11
M $9_?L2§_7.53 $100,057.41 $102,959.08 $105,944.89 $109,017.30 $112,178.80 | $115,431.99 $118,779.51 $122,224,12 $125,768.61
N | $106,961.28 | 4$110,063.16 | $113,254.99 | $116,539.38 | $119,919.03 | $123,396.68 | $126,975.19 | $130,657.47 | $134,446.53 | $138,345.48
O $117,657.40 | $121,069.48 | $124,580.49 $128,193.33 | $131,910.93 $135,736.35 $139,672.70 $143,723.21 $147,891.18 $152,180.03




SALARY AND INCREMENT SCHEDULES

2025 PAY GRADES
Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9 Step 10
A $31,912.36 $32,837.81 $33,790.11 $34,770.03 $35,778.36 $36,815.94 $37,883.60 $38,982.21 $40,112.70 $41,275.97
B $35,103.61 $36,121.60 $37,169.13 $38,247.02 $39,356.20 $40,497.52 $41,671.95 $42,880.45 $44,123.97 $45,403.57
C $38,613.96 $39,733.76 $40,886.04 $42,071.73 $43,291.82 $44,547.27 $45,839.14 $47,168.48 $48,536.37 $49,943.93
D $42,475.35 $43,707.14 $44,974.64 $46,278.91 $47,621.00 $45,002.00 $50,423.06 $51,885.33 $53,390.01 $54,938.32
E $46,722.88 $48,077.85 $49,472.12 $50,906.80 $52,383.09 $53,902.21 $55,465.37 $57,073.87 $58,729.00 $60,432.15
F $51,395.18 $52,885.63 $54,419.32 $55,997.47 $57,621.40 $59,292.42 $61,011.91 $62,781.25 $64,601.90 $66,475.36
G $56,534.69 $58,174.19 $59,861.25 $61,597.22 $63,383.54 $65,221.67 $67,113.10 $69,059.38 $71,062.10 $73,122.90
H $62,188.17 $63,991.62 $65,847.37 $67,756.94 $69,721.91 $71,743.83 $73,824.41 $75,965.31 $78,168.31 $80,435.19
I $68,406.98 $70,390.78 $72,432.11 $74,532.63 $76,694.09 $78,918.22 $81,206.85 $83,561.84 $85,985.14 $88,478.71
J $75,247.67 $77,429.86 $79,675.32 $81,985.91 $84,363.50 $86,810.04 $89,327.53 $91,918.03 $94,583.64 $97,326.57
K $82,772.44 $85,172.84 $87,642.85 $90,184.50 $92,799.85 $95,491,04 $98,260.28 $101,109.83 | $104,042.02 | $107,059.24
L $91,045.68 $93,690.13 $96,407.15 $99,202.95 | $102,079.83 | $105,040.14 | $108,086.32 | $111,220.82 | $114,446.23 | $117,765.16
M| $100,154.66 | $103,059.13 | $106,047.85 | $109,123.24 | $112,287.82 $115,544.16 $118,8_94.95 $122,342.90 | $125,890.84 | $129,541.67
N | $110,170.12 | $113,365.05| $116,652.64 | $120,035.56 | $123,516.60 | $127,098.58 | $130,784.45 | $134,577.19 | $138,479.93 $142,495.84
O | $121,187.12 | $124,701.56 | $128,317.90 | $132,039.13 | $135,868.26 | $139,808.44 | $143,862.88 | $148,034.91 $152,327.92 | $156,745.43
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Blue Care Network




DLIN MUIVIW ALLIVE CHIPIVYRES

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 concemning your BCN administered coverage as you create your own
group health pian's SBC. This SBC template document being provided is not fully compliant with the SBC federal rules. 1t 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. BCN disclaims any liability or responsibility for any non-compliance by your group heaith 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 Coverage for: All Plan Types Plan Type: TPA

BCN HMO Active Employess
6 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 biliing, coinsurance, copayment, deductible, provider, or other underlined terms see the

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

Important Questions Answers: Member / Family Why This Matters:

What is the overall deductible? i$0 See the Common Medical Events chart below for your costs for services this plan covers.

Are there services covered - :
before you meet your de ductible?{ No You will have to meet the deductible before the plan pays for any services.

7 (No !
:;z::}iecres::\z:__:;ductlbles for 'You don't have to meet deductibles for specific services.

N TR AT R s o
What Is the out-of-pocket limit The out-of-pocket limit is the most you could pay in a year for covered services. If you have

for this plan? $6,350/$12,700 other family members in this plan, they have to meet their own out-of-pocket limits until the
pan overall family out-of-pocket limit has been met.

What is not included in the out- [Premiums, balance billed charges and IThe out-of-pocket limit is the most you could pay in a year for covered services. If you have |

: — : \other family members in this plan, they have to meet their own out-of-packet limits untii the
of-pocket limit? health care this plan does not cover loverall family out-of-pocket imit has been met,

!Yes. See www.bcbsm.com or call the iThis plan uses a provider network. You will pay less if you use a provider in the plan's
phone number on the back of your ID network. You will pay the most if you use an out-of-network provider, and you might receive a

Will you pay less if you use a

ek et card for a list of network providers. bill from a provider for the difference between the provider's charge and what your plan pays
D : B00-662-6667 for a list of network (balance billing). Be aware, your network provider might use an out-of-network provider for
providers, some services (such as lab work). Check with your provider before you get services.

Do you need a referral to see a
specialist?

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

Yes you have a referral before you see the specialist.




DLIN TTIVIW ALLIVE CIHTPIOYEES

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

What You Will Pay

Common | Ou Limitations, Exceptions, & Other Important
: ut-of-Network ’ :
Medical Event i i P Network Provider B Information

}You will pay the least) (You will pay the most)
|[-‘*_rim_ar£are visit to treat an injury or illness L$20 copay/visit Not covered |$20 copay for online visits.

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

\Specialist visit 1$30 copay/visit INot covered combined visits for spinal maniputations
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 it preventive. Ask your provider if the services
Preventive care/screening/immunization  |No charge INot covered you need are preventive, Then check what
f your plan will pay for.
. . : May require preauthorization / No charge for
: Diagnosiic test (x-ray, biood work No charge Not covered :
|If you have a test I s ) J : B I_ab services )
. {Imaging (CT/PET scans, MRIs) INo 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 iliness or condition Rt EnRG o - e is-ZS-M IM = 50% coinsurance for sexual dysfunction drugs.
More information about |Effective 1/1/2013 Tier 1 contraceptives are
prescription drug Tier 3 - Non-Preferred Brand l$50 copay/30 days \Not covered covered in full

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

ccoverage is available at
www.bchsm.com/customdr

Specialty drugs

Tiered copays listed above |

Not covered Limited to a 30 day suppl
apply | Y supply

! \May require preauthorization/50% coinsurance
If you have outpatient  Facility fee (e.g., ambulatory surgery center) ‘No charge Not covered for TMJ, orthognathic surgery, reduction

'surgery ‘mammoplasty, male mastectomy

Bhysiciérﬁurgleon fees No charge Not covered \See "Outpatient surgery facility fee"




DLIN VIV ALLIVE CHIIPIVyTED

What You Wlll Pay

Common Limitations, Exceptions, & Other Important

i Out-of-Network
Medical Event Services You May Need Network Provider | Prowz:r,or Information
(You will pay the least) (You will pay the most)
Emergency room care 1$100 copay/isit 1$100 copay/visit Copay waived if admitied
If you need immediate ; : I | Non-emergent transport is covered when
LA i o Emergency meduﬂ ttrﬂlfportatlon !Nicharge No charge preauthorized i
Urgent care 1$30 copay/visit $30 co IVISlt None
_ ! , Preauthorization is required. 50% coinsurance
If you have a hospital  Facility fee (e.g., hospital room) iNo charge Not covered for TMJ, orthognathic surgery, reduction
‘stay | 7 Bt o mammoplasty, male mastectomy 3
Physician/surgeon fee ENo charge |Not covered See "Hospital Stay surgery facility fee"
If you need mental Outpatient services No Charge Not covered !Preauthorization is required
health, behavioral health, ' o ' T )
or substance use :Inpatient services INo Charge Not covered Preauthorization is required
disorder services [ [ .
i v ! Postnatal and non-routine prenatal office
(_)fﬁce VI_S[_tS : No charge __ I\iot covere_d |visits-$§0 copay
o are pregrant iChildbirth!deli\.'ery professional services  |No charge 'Not covered None s :
|Childbirth/delivery facility services No charge [Not covered None
Home health care $30 copay/visit iNot covered S:fe”rzgs preauthorization. Custodial care not
z = ] R_equi-rgs Qatiﬂ;oﬁzation! 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 = RE— - — — LR
recovering or have other f— : Qgg‘ - 520 copay !:efr Tk Nol d PT/OT/ST for autism spectrum disorder has
special health needs Al e PTIO_[)—!? IS?T el ‘ e unlimited visits. Requires preauthorization.
Skilled nursing care |No charge |Not covered Requires preauthorization/Limited to 730 days
|ReqU|res preauthorization and must be
. . - obtained from a BCN supplier. Convenience
Durable medical equipment No charge Not covered el coriart ibms hofcovatad. Diskets
. _ upplies covered i l




PLIN MNIVIW ALLIVE CITIIUVYEES

What You Will Pay
Out-of-Network | Limitations, Exceptions, & Other Important
Information

Common

Medical Event Services You May Need

Network Provider ;
Provider

(You will pay the ieast) (You will pay the most)

Inpatient care requires preautnorization.

Hospice sevices INO CHR PRSEORG G IHousekeeping and custodial care not covered.

Children’s eye exam INot covered Not covered {Contact benefit administrator for coverage.
R SO Siech Children’s glasses 'Not covered No_t covered \Contact benefit administrator for covgrage
dental or eye care SRR | i i i s _[ —— ——

Children’s dental check-up INot covered Not covered |Contact benefit administrator for coverage.



DULIN AIVIU ALLIVE CIHIRIUYECS

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 (if prescribed for rehabilitation o Long-term care o Routine eye care (Adult}
URFI0B5%) e Non-emergency care when fraveling outside the e Routine foot care

o Cosmetic surgery .5 o Weight loss programs

e Dental Care (Adult) » Private-duty nursing

e Elective Abortion

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

e Bariatric surgery o [nfertility treatment

o Chiropractic care ¢ Hearing Aid

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

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

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



DLIN AIVIW ALLIVE CITIPIUYREES

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 Heaith 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 Markeiplace. 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.0O. Box 284 Southfield, M| 48086 or fax. 1-866-522-7345. For state of Michigan assistance contact the Department of Insurance and Financial Services, Office of General
Counsel-Appeals Section, 530 W. Allegan Street, 7t Floor, P. O. Box 30220, Lansing, M! 48909-7720, http://www.michigan.gov/difs:; call 1-877-999-6442 or fax: 517-284-
8838.

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

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

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

Does this Plan Meet the Minimum Value Standard? Yes

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

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




About these Coverage Examples:

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

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

Peg is Having a Baby

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

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

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

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

Total Example Cost - $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles - $0
_Copayments 970
Coinsurance - §0
Whatisntcovered

Limits or exclusions $60
The total Peg would pay is $130

Managing Joe's Type 2 Diabetes

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

B The plan’s overall deductible $0
W Specialist copayment $30
B 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

Durabie medical equipment (glucose meter)

‘Total Example Cost $7,400

In this example, Joe would pay:
Cost Sharing

Deductibles $0
_ Copayments - . $800

Coinsurance $0

What isn't covered
Limits or exclusions _ $60
The total Joe would pay is $860

Mia’s Simple Fracture

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

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:
Emergency room care (including medical
supplies)

Diagnostic tests (x-ray)

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

Total Example Cost $1,900
In this example, Mia would pay:
& _ Cost Sharing
Deductibles $0
Copayments $200
Coinsurance $0
What isn’t covered
Limits or exclusions _ $0
The total Mia would pay is $200
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ADDENDUM — LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

if you, or someone you're helping, needs assistance, you
have the right to get help and infarmation in your
language at no cost. To talk to an interpreter, call the
Customer Service number on the back of your card, or
B77-469-2583, TTY: 711 if you are not already a member.

Si usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho a obtener ayuda e infermacion
en su idioma sin costo alguno. Para hablar con un
intérprete, [lame al nimero telefdnico 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.
Soal dinh Ea b dalageselid jil jais fcal CE 1)
AslS 4 g Tialady 5y peinll ila glaall g 500 sl e Uyt
s ol sl o 3 gm pal e Shanll Aani oy ol a3 i I minalll
il 18 i S5 W15 L877-469-2583 TTY:711 2w
nRE RECIERMONRE. WEGE. ZTHAF
RRLUENFERIINDINAR. ES4N—GEHER.
EREENFEENEFERERE  nREEFEAR
., IBRIE 877-469-2583, TTY: 7il.
st Biich ol s ¢ o aRotoudn rha A8 1B 4t Sher? o
Rl oo Chym o odulass heod L asalie o ohar?
15 e ety oo 2 ml whoatom) othd, oMa L daciils
¢ wonaohas e i AL wliads s L analin
e o ohal oo ¢ B77-469-2583 TTY:711
NEu quy vi, hay ngudi ma quy vi dang giup d&, can trg
gip, quy vi sé co quyen durge gitp va co thém théng tin
bing ngdn ngl¥ cda minh mién phi. DE ndi chuyén véi mat
théng dich vién, xin goi s6 Dich vu Khach hang & mét sau
thé cla quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chura phai 13 mdt thanh vién,
Né&se ju, ose dikush gé po ndihmoni, ka nevojé péer
asistencd, keni t& drejté t& merrni ndihmé dhe informacion
falas né gjuhén tuaj. Pér té folur me njé pérkthyes,
teiefononi numrin e Shérbimit té Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk Jen|
ende njé anétar.

Qbep 3t E= FSt 2 S A= AEO| TR0
EQBIM Aot =S U FES 62 2 LIS
FeE U0 HE 5 U= HElT USLICE ESALS
CHetatei® Fatel It |Huo) = 03 Huls
HS2 H3SALL 0101 KO0 Ot B+
877-469-2583 TTY: 7118 B HSHE AL,

I T, JT I AR FAEA IHH I, A5

T T, STEET ST ST fTR{LeT SRy 8 oy
AT AT APFIE AR | (FHAT IFGH (TSR N
T IS, ATHE FOET (TR (134T TRT TIST 5=
T BFe A7 B77-469-2583, TTY: 711 ¥ RS 0ay Arsifey

HAHT W] T 4|

lesli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskanla bezptatnej informacji | pomocy
we wiasnym jezyku. Aby paorozmawiac z tiumaczem,
zadzwor pod numer dziatu obshugi klienta, wskazanym na
odwrocie Twojej karty lub pod numer 877-469-2583,

TTY: 711, jezel jeszcze nie masz czionkestwa.

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

Se tu o qualcuno che stal alutando avete bisogne di
assistenza, hal il diritto di ottenere aluto e informazioni
nella tua lingua gratuitamente. Per parfare con un
interprete, rivolgiti al Servizio Assistenza al numero
indicato sul retro della tua scheda o chiamaiil
B77-469-2583, TTY: 711 se non sei ancora membro.

CEAR EFLREEHOBOBYDATERELE
EENSATIREANCTNELEL, CHR2OEE
THH—E2RTE=Y. MBEAFLEYVT SN
TEFY. HERMIMNYELA, BREBEINL1E
EREBLON—FORAIIEREhEZHAASY—Y
—EZADREER (A i —THVAIX

877-469-2583. TTY: 71 FTHREC &L,

Ecam paM BIH THITY. EOTOPOMY BE NOMOT'3CTe. HyFHA
TOMOINE, TO BRI AME€Te Ipago Ha GecIIaTHOE NOTyHeHEE
TIOMOITE ¥ REGOPMANEH Ha BAIMeM S3uEe, [ pairoeopa
€ [epeBCIIHEOM TOIBCHHATE 10 HOMEpY Temedona oTHez:
0GCTYEHBAHAA KNHEHTOB, YE33aHHOMY Ha OOpaTHOH
CTOpOES Bamell KapThl, HAH IO HOMEDY

877-469-2583. TTY: 711. ecam y Bac HET WICHCTEA.

Ukoliko Vama ili nekome kome Vi pomaiete treba pomod,
imate pravo da besplatno dobijete pomoc i informacije na
svam jeziku. Da biste razgovarali sa prevediocem, pozovite
broj korisnitke sluZbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako ve niste clan.

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

0 B77-465-2583, TTY: 711 kung ikaw ay hindi pa lsang
miyembro.

Important disclosure

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

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

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

You can alsa 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
Compiaint Portat available at

https;//ocrportal hhs.gov/oct/portal/iobby.jsf, or by mail,
phone, or email at: U.S. Department of Health & Human
Services, 200 iIndependence Ave, $.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
OCRComplaint@hhs.gov. Complaint forms are available at

http:/fwww.hhs.goviocr/o ﬂrjce(ﬁ!e[i ndex.html.
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Blue Cross Blue Shield

Community Blue PPO ASC




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



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2025

[ Note to ASC groups: Before completing this template,
MACOMB COUNTY EMPLOYEES __please reference the disclaimer on the atiached cover page.
Community Blues™ PPO ASC Coverage for: Individual/Family | Plan Type: PPO

= e e — . e e S —— e — E— — = o e ——— c — = e e — s

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

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

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

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

Answerg
In-Network Out-of-Network

Important Questions Why this Matters:

| | Generally, you must pay all of the costs from providers up to the deductible amount before this
'$1,500 Individual/ '|$3,000 Individual/  |plan begins to pay. If you have other family members on the plan, each family member must
$3,000 Family $6,000 Family meet their own individual deductible until the total amount of deductible expenses paid by all

{ | family members meets the overall family deductible.

What is the overall deductible?

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

! preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other deductibles for |No.
specific services?

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

What is the out-of-pocket limit for |

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

this pian? '$6,350 Individual/  |$12,700 Individual/ : i ; = 2
(May inlude a coinsurance 1$12,700 Family |$25' 400 Family other family members in this plan, they have to meet their own out-of-pocket limits until the

maximum) overall family out-of-pocket limit has been met

What is not included in the out_of_iPremiums;, balance-billing charges, any
ocket limit? = |pharmacy penalty and health care this  |Even though you pay these expenses, they don't count toward the out—of-pocket limit.

= - \plan doesn't cover.

| 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-network provider, and you might receive a
inumber on the back of your BCBSM ID  |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?

1

Do you need a referral to see a N
A’ 0.
specialist? |

You can see the specialist you choose without a referral.

Group Number 007000448-0033 SBC000022122968 20f9



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

Common Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Limitations, Exceptions, & Other Important

(You will pay the least)

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

\Primary care visit to treat 1840 copay/office visit; | T Maric
!z_a_n injury or iliness I_ged_l;_citit_)le does not apply o N ==
Mt 1$40 copaylvisit; deductible " |
If you visit a health care lSp_eCIahst visit does not apply |40% coinsurance ] None ]
provider’s office or clinic — . ' You may have to pay for services that aren't
ﬁtﬁ—— INo Charge; deductible does preventive. Ask your provider if the services ,
SCIEENng ‘not apply i needed are preventive. Then check what your plan |
immunization ' will pay for |
. : i I
Diagnostio festxay, 120% coinsurance 40% coinsurance None
blood work) ————
If you have a test .I s _CTI_PE_T = ——————— —— = —
Mm Ra!gsl; 9 SCans. 190% coinsurance 140% coinsurance May require prior authorization
- | — .
' $7copay/prescription for retail |
' In-Network copay plus an
Generic or select 30-Day supply $14 additional 25—%%% tF;\e approved
prescribed over-the- \copay/prescription for retail or s M e
counter drugs mail order 90-day supply ' AE———

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

lis available at
twww.bcbsm.com/druglists

Preferred brand-name
drugs

1
I

\Nonpreferred brand-name
|drugs

\deductible does not apply)

$35 copay/prescription for
retail 30-Day supply $70
’copaylprescription for retaii or
\maif order 90-day supply
deductible does not apply)

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

\apply

Prior authorization, step therapy and quantity limits
lin-Network copay 25% ofthe  |may apply to select drugs. Preventive drugs
\approved amount; deductible  covered in full. 90-day supply not covered outof |
does not apply network. Select diabetic supplies and devices may |

be covered under the prescription drug program. |

In-Network copay 25% of the
approved amount; deductible
does not apply

If you have outpatient
surgery

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

\deductible does not apply)

20% coinsurance

40% coinsurance "None
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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

Common Medical Event ;
Information

Services You May Need

40% coinsurance
$250 copay/visit; deductible does|Copay waived if admitted or for an accidental

| Physician/surgeon fees | 20% coinsurance

_3250 copay/visit; deductible

|None

Emergency room care

does not apply ~ |notapply injury. i - S
If you need immediate Emergency medical - . I : -
riadical sitantion P 20% coinsurance 120% coinsurance ,I\_/Ille_-age fimits apply_

$40 copay/visit; deductible A —— ~

does not apply [None

f

Urgent care \40% coinsurance

Facility fee {e.g., hospital

needs

if you need help recovering
or have other special health

lRehabiIitation services
|

|20% coinsurance

40% coinsurance

20% coinsurance 40% coinsurance Prior authorization is required
If you have a hospital stay "00m) " i — = S "
Physician/surgeon fee  |20% coinsurance 40% coinsurance None
If vou need behavioral 20% coinsurance for mental : :
hgalﬂ», services (mental Outpatient services 120% coinsurance health; 40% coinsurance for odrRel e 115 e e el A n(ER
. : performed in an office setting
health and substance use _— substance use disorder -
disorder) Inpatient services 20% coinsurance 40% coinsurance Prior authorization is required.
! | Maternity care may include tests and services
' |Prenatal: No Charge; ; ; .
ofoveis (SelbEdossTolay Pl 0 copsume TSt chewirs e S5 . s
' |Postnatal: No Charge; Postnatal: 40% coinsurance P g > P e —
| deductible does not apply el may apply. Cost sharing does not apply for
If you are pregnant | e |preventive services.
Childbirth/delivery limbern o '
l@fessional sevices 20% co:rfurani _40 % coansura_nce A 1Iilone_
Childbirth/delivery facility |, . | PR ,
i 20% coinsurance |40 % coinsurance None
‘Home health care !20% coinsurance ]20% coinsurance iPhysician certification required.

\Physical, Speech and Occupational Therapy is
limited to a combined maximum of 60 visits per
imember, per calendar year.
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What You Will Pay

Common Medical Event Services You May Need In-Network Provider OutoNstwark rovidar |- T ous; Cxceprians, & DMiser mporsant

(You will pay the least) {(You will pay the most) Wiaameien
i$40 copay/office visit;
\deductible does not apply for  40% coinsurance for Applied Prior authorization is required for applied behavior |
il e Applied Behavior Analysis;  |Behavior Analysis; 40% analysis (ABA). Services rendered by an approved |
120% coinsurance for Physical, |coinsurance for Physical, Speech|licensed behavior analyst (LBA) will apply the In- |
'Speech and Occupational and Occupational network cost-sharing.
Therapy s i
y 1 . . Prior authorization is required. Limited to 120 days
0, 0,
ﬂeTUSSITq cie 20% colnsurance _20 % coinsurance |per member per calendar year ) )
' ¢ _ Excludes bath, exercise and deluxe equipment
w 120% coinsurance 20% coinsurance and comfort and convenience items. Prescription
equipment , T required

No Ch;g_;e; deductible does No Charge; deductible does not

|Hospice services Physician certification required. Visit limits apply.

\not apply apply iy
If your child needs dental or Children's eye exam Not covered Not covered None
‘eye care o T s o “wrp 1
Forencrs infmmation an _Chl{dr¢n§ glasg Not Eovered Mogeri _ None
\pediatric vision or dental, .
:cont"aqt your plan :Chlldren s dental check- T—— " .
ladministrator 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 |nfertility treatment » Routine foot care
» Cosmetic surgery o Long term care o Weight loss programs
o Dental care (Adult) e Routine eye care (Adult)

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

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

See http://provider.bcbs.com

¢ Chiropractic care e Private-duty nursing

» Hearing aids
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.goviebsa/heaithreform, 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.qov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete
information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact Blue Cross®and
Blue Shield® of Michigan by calling the number on the back of your BCBSM 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. O. Box 30220, Lansing, M1 48909-7720 or hitp://www.michigan.gov/difs or difs-HICAP@michigan.gov

Does this plan provide Minimum Essential Coverage? Yes

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

Does this plan meet Minimum Value Standards? Yes

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

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

Language Access Services: See Addendum

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

A

2 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 pians. 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)

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

This EXAMPLE event includes services like:
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)

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

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

Diagnostic tests (blood work)

Prescription drugs
Durable medical equipment (glucose meter)

Mia’s Simple Fracture

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

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

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

Diagnostic tests (x-ray)

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

Total Example Cost $12,700 Total Example Cost | $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
] ~ Cost Sharing T L Cost Sharing B Cost Sharing
Deductibles $1,500 Deductibles ~ $900 Deductibles $1,500
Copayments 0 Copayments $200 Copayments %80
Coinsurance i $1,700 Coinsurance $0 Coinsurance $70
Eoid What isn't covered x What isn't covered What isn't covered
Limits or exclusions $60 _Limits or exclusions $20 Limits or exclusions _ $0
‘The total Peg would payis ~ $3,260 The total Joe would pay is $1,120 The total Mia would pay is $1,650
If you are an_coverEd_by an account-type plan such as an integrated health flexible spendiné ar_r%g_e}nent (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 - iike 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 card, or
877-469-2583, TTY: 711 if you are not already a member.

Si usted, o alguien a quien usted estd ayudando, necesita
asistencia, tiene derecho a obtener ayuda e 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.
Aol dul darbd ddlag e lid il et Sl K1Y
A ol dy 5y all Cila glaalty ixebuall i geealt
5wy el o 3 ga pall e Dlanll i oy Jail an s iaadl]
el 1€ jina 85 1Y (B77-469-2583 TTY:711 s
NBE KRCEERMMER BERE, SHEH
SRLUEHSERIINBTNRE. EABE—GHER.
HEEENESENEFBEERE  NREATREER
. IRRBIE 877-469-2583, TTY: 711,
st Riin o_ada panm ¢ alioiceds rfBa 48 3 4t o |
rhcaiseane hiym L oblon «hand o analiure ok
Y ~dia ;rﬂﬁu\ﬁm s | r(kmpnml .r&;% s __q_a.a,a.;.l.la
o e gadedaa i s Ji ety rdline ool
rtmian ot s e 877-469-2583 TTY:711
NEu quy vi, hay ngudi ma quy vi dang gilp d6, ¢an tro
giip, quy vi sé cé quyén duoc gilp va ¢ thém théng tin
bing ngdn nglf clia minh mién phi. D€ néi chuyén véi mat
théng dich vién, xin gof s6 Dich vit Khach hang & mit sau
thé cda quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chua phai la mdt thanh vién,

Nése ju, ose dikush gé po ndihmoni, ka nevojé pér
asistencé, keni té drejté t& mermi ndihmé dhe Informacion
falas né gjuhién tuaj. Pér té folur me njé pérkthyes,
telefoneni numrin e Shérbimit té Klientit né anén e pasme
té kartés tuaj, ose B77-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.

Brot 5t E= ASIHE1D W= AE0| RO
EQ3ICHM = =S F2 8 78S JHZ HIE
SEU0 EE 4 QU= AL YSUCH BRALRL
CH3H3HE 2 PH3te 31 RO Q= 12 Al
#HS2 Ha5tAHLE 010 2”0l Ol AR
877-469-2583. TTY: 711E2 BEISIA A2,

Tf% ST, AT WA TR FEE 30 PIAL A
AT T, BT ST STAE (AR SIEs 3 BN
TN AT ATH TEE | (FRA A (ST T
P TS, INTATH FLEH (TRE 7] AT TITS] 9596
F FF I 877-469-2583. TTY: 711 A% B@IHE AT+
TS ] T YT |

Jesli Ty lub oscba, ktére] pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezpiatnej informacji | pomocy
we wiasnym jezyku. Aby porozmawiac z ttumaczem,
zadzwori pod numer dziatu obstugi klienta, wskazanym na
odwrocie Twojej karty lub pod numer 877-469-2583,

TTY: 711, jeieli jeszcze nie masz cztonkostwa.

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

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

CEAH. FEEEROBOBYDFTCHIBELE
LENSBETIRMMACTVELES, ZREOERE
THHR-FEBRITY. MBEAFLEYTZI LN
TE¥FT., HEThhUFELA, AREEE 2RI
BREREOI—FOREICERTALARIT—Y
—ERAOBEES (A —THLAIX

877-469-2583, TTY: T11) FTHMEEC &1,

Ecim Ban HIH JBITY, KOTOPOMY BRl HONOISCTE, HYHHA
IOMOIE, TO BRI MMEeTe IPaBo Ha GECNIATHOE IOy ICHHE
moMomE u HEGopMaIHH Ha BamieM s3bike. Jaa pasrosopa
€ DEPEBOIIHKOM NOIBOHHTE IO HOMepY TesedoHa oTae1a
OOCTYAHBAHHS ENIREHICB, VEAIAHHONMY Ha 0OpaTHOR
CTOpOHE BamleH KApTH, HIH [0 HOMEDY

877-469-2583. TTY: 711, ecun y Bac HET WICHCTEA.

Ukoliko vama ili nekame kome Vi pomaZete treba pomof¢,
imate pravo da bespiatno dobijete pomo< i informacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
broj korisniZke sluZbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako vel niste €lan,

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

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

Important disciosure

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

600 E. Lafayette Bivd., MIC 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 aiso 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
Compiaint Portal available at
hitps:/focrportal.hhs.gov/ocr/portal/lobby.jsf, or by mall,
phone, or emall at: U.S. Department of Health & Human
Services, 200 independence Ave, S.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, emall:
OCRComplaint@hhs.gov. Complaint forms are available at
hitp://w .gov, ile/index.html,
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Blue Cross Blue Shield

Simply Blue PPO HSA ASC with Rx

(High Deductible Health Plan)




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



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2025
| ; mpleting this template,
MACOMB COUNTY EMPLOYEES | Note to ASC groups: Before completing this template, :’

please reference the disclaimer on the attached cover pag
Simply Blues™ HSA PPO with Rx ASC Coverage for: Individual/Family | Plan Type: PPO

— — i = m— e =]

e e

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

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

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

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

Important Questions Why this Matters:

In-Network Oa-of-Network

| Generally, you must pay all of the costs from providers up to the deductible amount before this
: \ $2,000 Individual/  |$4,000 individual/ Y : ‘ : |
‘What is the overall deductible? $4.000 Family $8,000 Family jglan begins to pay. If you have other family members on the policy, the overall family

ideductible 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? Ibefore you meet your deductible. services without cost-sharing and before you meet your deductible. See a list of covered
Ipreventive services at https://www.healthcare.qov/coverage/preventive-care-benefits/.

\Are there other deductibles for  No.

\specific services? IYou 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 out-of-pocket limit is the most you could pay in a year for covered services. If you have
{(May include a coinsurance ‘$6,000 Family $12,000 Family other family members in this plan, the overall family out-of-pocket fimit must be met.
\maximum) '

. . . . iPremiums balance:t;iiling éha_rges any
.“:,llaktelts “nnt:itt;ncluded ot Mpharmacy penalty and health care this  |Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

\plan doesn't cover.

| ' 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-network provider, and you might receive a
number on the back of your BCBSM ID  |bill from a provider for the difference between the provider's charge and what your plan pays
card for a list of nefwork 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 -No
!s_gecialist? '

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

Group Number 007000448-0066 SBC000022122958 20f9



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

What You Will Pay
In-Network Provider Out-of-Network Provider

Services You May

Common Medical Event Need

Limitations, Exceptions, & Other Important
Information

(You will pay the least) {You will pay the most)
Primary care visit to

treat an injury or INo Charge 20% coinsurance 'None
liness S I FL | e
If you visit a health care Specialistvisit ~ [NoCharge i}ZC_)% coinsurance (Nene o .
provider's office or clinic P iy, | E 'You may have to pay for services that aren't
i e \preventive. Ask your provider if the services .
m{ion |N° Charge (Not covered 'needed are preventive. Then check what your plan|
| ' \will pay for. o |
e | |
Diagnostic leg (x-ray, No Charge 20% coinsurance (None
blood work) |
If you have a test [— o (CTIPET e " ———s e 2
sng:r?;n?\n(Rl S) No Charge iZO% coinsurance May require prior authorization
: e — |
Generic or select $10 copay/prescription for ret_a||_30- In-Network copay plus an
. Day supply $20 copay/prescription o e
\prescribed over-the- | : 2 \additional 20% coinsurance of
for retail or mail order 90-day
If you need drugs to treat counter drugs - oply) the approved amount)

your iliness or condition
/More information about
prescription drug coverage
is available at
‘www.bebsm.com/druglists

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

$80 copay/prescription for retail 30-
| Nonpreferred brand- |day supply; $160

! name drugs copay/prescription for retail or mail

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

’Preferred brand-
(name drugs

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

Prior authorization, 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. :

| order 90-day supply)
Facility fee (e.g., | | 1 |
: ambulatory surgery  |No Charge 120% coinsurance None
if you have outpatient gnter)
surgery ==y -
IEZ);S:Clanlsurgeon No Charge 20% coinsurance |None
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Commeon Medical Event

In-Network Provider
{You will pay the least)

Services You May

Need

What You Will Pay
Out-of-Network Provider

(You will pay the most)

Limitations, Exceptions, & Other Important
Information

Egr::rqencv Lol _lll_\lo Charge INo Charge None
If you need immediate o - = e . :
medical attention tEr;esrg:r?:E Or:edlcal ;No Charge \No Charge Mileage limits apply
Urgent care iNo Charge ;20% coinsurance None
Esgglizlffgo(ril)g" No Charge 120% coinsurance Prior authorization is required
if you have a hospital stay I_3h ] = I e —— —— =
fo eysrc:an SUTBEON  No Charge 120% coinsurance None
if you need mental heaith ' Outpatient services are covered at participating
behavioral health services |Outpatient services  No Charge INo Charge facility only. Your cost share may be different for
(mental health and i ) - ) _|senvices performed in an office setting.
substance use disorder)  |inpatient services | No Charge 20% coinsurance Prior authorization is required.
| ' ' i i i
: . ; . Maternity care may include tests and services
|§geegar’:ilt. g 3 IC harge; deductible 'P vaiarati A walive s described elsewhere in the SBC (i.e. ultrasound)
Office visits pply O e and depending on the type of services cost share

|Postnatal: No Charge; deductible

Postnatal: 20% coinsurance

may apply. Cost sharing does not apply to certain

Habilitation services AnaIyS|s No Charge for Physical,

Speech and Occupational Therapy

Physical, Speech and
Occupational Therapy

I you are pregnant - |do_e—s riot iy maternity services considered preventive sefvices.
Childbirth/delivery s 5
bt ioasiona) sarioss |No Charge '20% coinsurance None
| - =
Childbirth/delivery o eni
facility services |No Charge ;20 % coinsurance :None
Home health care iNo Charge INo Charge |?£eaumoﬁzation is required
Rehabilitation ‘ Physical, Speech and Occupational Therapy is _]
- |No Charge 20% coinsurance limited to a combined maximum of 30 visits per
(PR o A member, per calendar year.
—
oryhava other sl;ncia] heaﬂi . No Charae for Applied Behavior INo Charge for Applied Behavior |Prior authorization is required for applied behawor
needs g PP Analysis; 20% coinsurance for  |analysis (ABA). Services rendered by an approved

licensed behavior analyst (LBA) will apply the In-
network cost-sharing.

Skilled nursing care |No Charge

INo Charge

\Prior authorization is required. Limited to 90 days ‘
\per member per calendar year
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What You Will Pay | Limitations, Exceptions, & Other Important
Common Medical Event o, In-Network Provider Out-of-Network Provider | " In?ormafion ¥

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

Services You May

! ; Excludes bath, exercise and deluxe equipment |
\Duraple medical

. No Charge INo Charge and comfort and convenience items. Prescription
lmm : i required. ; N
|Hospice services No Charge |No Charge Preauthorization is required visit limits apply .
If your child needs dental orEChiIdren’s eye exam (Not covered [Not covered None |
eye care T .
Eor rivite st oa Children’s glasses | Not covered ) |Not covered None
pediatric vision or dental,
contact your plan |Children’s dental T —— [Tr— ¢ I
administrator \check-up
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Excluded Services & Other Covered Services:

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

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

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

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

See hitp:/fprovider.bcbs.com

e Chiropractic care e Private-duty nursing

o Hearing aids

6 0of 9




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 Heaith 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 of 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 ptan 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 heip you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) Department of
Insurance and Financial Services, P. Q. Box 30220, Lansing, MI 48909-7720 or http://www.michigan.gov/difs or difs-HICAP@michigan.gov

Does this plan provide Minimum Essential Coverage? Yes

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

Does this plan meet Minimum Value Standards? Yes

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

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

Language Access Services: See Addendum

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

1Y

Pe 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 (deductibies,
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
W Specialist coinsurance 0%
B 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 (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)

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

Mia’s Simple Fracture

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

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

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

Diagnostic tests (x-ray)

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

Total Example Cost $12,700 Total Example Cost | 85600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
__ LostSharing : Cost Sharing Cost Sharin
Deductibles $2,000 Deductibles $2,000 Deductibles | $2,000
Copayments $0 Copayments $0 Copayments $0
Coinsurance . $0 Coinsurance $0 Coinsurance $0
> _ Whatisntcovered A What isn't covered What isn't covered o
Limits or exclusions  $60  Limitsorexdusions  §20 Limits or exclusions %0
The total Peg would pay is $2,060 The total Joe would pay is $2,020 The total Mia would pay is $2,000
If you are also covered by an account-type plan such asan inte‘ératedh_ealtﬁxib_[e spgnﬁarragem&lt (F&‘H 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. 80f9



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
Custemer Service number on the back of your card, or
877-469-2583, TTY: 711 if you are not aiready a member.
$i usted, o alguien a quien usted estd ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacién
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al nimero telefdnico de Servicio al
cliente, que aparece en |z parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
o ol b e ld day saclid il pads jlei o€ 13
MG A5 il iy 5y el Claghaall s Ll e 4 eaall
;l ol iy *L‘h J»’nnculmlj);d._ﬂ &;):._‘Jh:m.'nll
g 18 i S5 A1 13) AB77-469-2583 TTY: 711 sb
WG D[RETEDBHBR. WERL EHAH
RRLUEOBEVIINDHONNE. B CHEA.
BREENFEENESFRTCE  nREATENA
R BT 877-469-2583, TTY: 711,
e olu yous ¢+ alaigada rfha oA 3 e o shurd ¢
Cheuiaane him o olulo hood o aneligee _alue
Qﬁn'r@\“u“d‘\mw Mr&a aacuRin
‘g..___aamh\;;r(_ﬁ_u.l*-{ur{aréh‘n c\.hlh
e . ol e e 877-469-2583 TTY: 711
Néu quy vi, hay ngudi ma quy vi dang giup dé, can trg
gitp, quy v sé cd quyén durgc gitip va ¢o thédm théng tin
béing ngdn nglr ciia minh mién phi. DE néi chuyén vdi mit
théng dich vién, xin goi 56 Dich vy Khach hang & mét sau
thé cda quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chwa phai la mdt thanh vién.
Nése Ju, ose dikush qé po ndihmoni, ka nevojé pér
asistencé, keni té drejté t& merrni ndihmé dhe informacion
falas né gjuhén tua). Pér té folur me njé pérkthyes,
telefoneni numrin e Shérbimit té Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.

grek U E= AHEIIL &L U= AEOI AR
EQSIUY A= =20 F2E A2 2 I
e Q0 €8 = A2 USUIC. B AR}
CHEH 82D F3tS] t= RO U= 024 Ml
HEZ HJSIHLE 0[0] 3ROl Ot A=
877-469-2583, TTY: 7112 HE S &N 2.

f% IR, 1 I ST FI0ES A59 BRAT I
TR . ST AP SR {ERjE ST 3
MW AT JTAE AR | (FHAT APTH (ST Ty
T NS, NTIH FRGA CTEA (A TT A5 SNETS| T9E
T TR | 877-469-2583. TTY: 711 I W@y Srfer
SOy o T AR |

Jesli Ty lub osoba, ktére| pomagasz, potrzebujecie pomaocy,
rmasz prawo do uzyskania bezptatnej informaciji i pomocy
we wlasnym jezyku. Aby porozmawiac z ttumaczem,
zadzwori pod numer dziatu obstugl klienta, wskazanym na
odwrocle Twojej karty lub pod numer 877-469-2583,

TTY: 711, jeieli jeszcze nie masz czienkostwa.

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

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

CEAH, FREREEHOBORYOATERELE
EERIATIRMATENELEL, CRROERE
THR—rERMGY, MBEAFELLYTE LN
TEEY. HERMAYFELA, BREEESHh OB
SEEBRLON—FORTEIIEREh:-hAST—H
—ERAOREES (A i—ThHULVAIE

877469-2583, TIY:- M FETCHEME S,

Ec;H BaM BH JTHOY. KOTOPOMY Bhi HOMOTaeTe, HYAHI
[OMOITE, TO BH EMeeTe HPaRo Ha Gecmiatdoe HOIVICEHe
NOMOITH i HH¢pOpPMATRE Ha BameN f3BKe. I pa3roBopa
€ NepeBoITEKOM NOIBOHHTE N0 BOMEPY Teeorn 0TOeTA
oOCTyAHBAHHS KIHCHTOB, YKA3AHHOMY Ha oOpaTHOH
cTopoHe Bameii KAPTEL, BIH IO HOMEDY

877-469-2583, TTY: 711, ecm y Bac HeT WICHCTEA.

Ukoliko Vama ili nekome kome Vi pomalete treba pomoc,
imate pravo da besplatno dobijete pomoc | informacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
broj korisni¢ke sluzbe sa zadnje strane kartice ilf
877-469-2583, TTY: 711 ako vec niste ¢lan.

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

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

Important disclosure

Biue 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 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 Biue
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 maii, fax, or email
with: Office of Civil Rights Coordinator,

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

email: CivilRights@bcbsm.com. If you need help filing a
grievance, the Office of Civll Rights Coordinator is availabte
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
hitps://ocrportal.hhs.gov/ocr/portal/lobby jsf, or by mail,
phone, or email at: U.S. Department of Health & Human
Services, 200 Independence Ave, 5.W,, Washington, D.C.
20201, phone: 800-368-1019, TTD: B00-537-7697, email:
OCRComplaint@hhs.gov. Complaint forms are available at
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