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AGREEMENT

This Agreement is entered into on the first day of January, 2026, between the 16th Judicial Circuit Court,
hereinafter referred to as the Employer, and the Teamsters Local 214, hereinafter referred to as the Union.

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

and the Union.

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

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

ARTICLE 2

NON-DISCRIMINATION

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

ARTICLE 3

RECOGNITION

16TH JUDICIAL CIRCUIT COURT

Pursuant to and in accordance with all applicable provisions of Act 379 of the Public Acts of 1965, as
amended, the Employer does hereby recognize the Union as the exclusive representative for the purpose
of collective bargaining in respect to wages, hours, and conditions of employment for the term of this
Agreement for all employees described in MERC case Noc. R90 E-157.

ARTICLE 4

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

ARTICLE 5

DEDUCTION OF DUES

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



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

ARTICLE 6
REPRESENTATION

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

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

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

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

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

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

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

ARTICLE 7

GRIEVANCE PROCEDURE

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

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



STEP 1: VERBAL - IMMEDIATE SUPERVISOR: The employee must first discuss a grievance
with their immediate supervisor or designee. A steward must be present at this meeting.
The immediate supervisor will attempt to resolve the matter consistent with the terms of
this Labor Agreement and will give a verbal answer within 5 days of such discussion.

STEP 2: WRITTEN —DEPARTMENT HEAD: If the grievance is not settled at Step 1, the
Union, through its authorized representatives, must reduce the grievance to writing and
present it to the Department Head, within 10 days after the receipt of the verbal answer.
When a grievance is reduced to writing, it should 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 of the incident or the date the violation took place,
the specific section of the Labor Agreement alleged to have been violated and the signature
of one of the following: Business Agent, Union President, Vice-President or Steward, and
the signature of the grievant, and the date the grievance is reduced to writing. Inadvertent
omission of minor information will not prejudice the processing of the grievance. A meeting
will be held between the Parties unless mutually waived in writing. Within 10 days after
the completion of the meeting, or the waiver thereof, the Department Head or designee
will give a written answer to the Business Agent andfor the Union President within 5
business days.

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

a. The Human Resources and Labor Relations Director or designee will arrange a
meeting between the local Union representative, the Grievant and the Employer,
within 20 days after receipt of said grievance.

b. The decision of the Human Resources and Labor Relations Director or designee
will be given in writing on the grievance within 10 days after said meeting.

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

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

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



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

c. The Party seeking arbitration will notify the arbitrator within 10 days of their selection
and begin to arrange the scheduling of the arbitral hearing.

Authority Of The Arbitrator:

1.

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

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

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

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

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

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

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

The decision of the arbitrator must be in writing and due within 30 days of the close of the
hearing. This time [imit may be waived by mutual written consent of the Parties.

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

General Conditions:

1.

The Parties, in recognition of the cost of arbitration and the principle that like facts should
produce like results, hereby agree that once an employee has elected to pursue a remedy
by State or Federal Statute or Ordinance for alleged canduct which may also be a violation



of this Labor Agreement, such employee will not have simultaneous resort to the grievance
procedure and any grievance then being processed will be deemed withdrawn by the party
filing.

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

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

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

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

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

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

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

9, Records, reports and other information pertaining to a grievance which are requested by
the Union will be made available when appropriate for inspection and copying by the Union,
provided the proper representative of the Union makes a request and any affected
employee has authorized in writing the release of said information.

ARTICLE 8
SPECIAL CONFERENCES

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



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

ARTICLE 9

UNION BULLETIN BOARDS

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

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

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

ARTICLE 10

DISCIPLINE AND DISCHARGE

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

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

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

3. Disciplinary action may be imposed upon an employee for failing to fulfill his/her
responsibilities as an employee. Employees may be subject to disciplinary action for off
duty conduct which has a nexus to their employment. Any disciplinary action or measures
imposed upon an employee may be processed as a grievance through the regular grievance
procedure or through the Special Conference provision as provided for in this Agreement.

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

Suspension And Discharge:

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



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

Records in Personnel Files:

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

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

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

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

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

ARTICLE 11
PROBATIONARY PERIOD

Probationary Period For New Full-time Employees: A full-time employee, newly hired into this
bargaining unit, shall be considered a probationary employee for the first six (6) months of
employment from the date of hire, to determine their ability to perform duties assigned to them.
Anytime during this pericd the Employer may dismiss the employee, and such employee shall not
have recourse to the Grievance Procedure or Special Conferences provisions of this Agreement, as
such recourse relates to the dismissal.

Probationary Period For New Part-time Employees: A part-time employee, newly hired into this
bargaining unit, shall be considered a probationary employee for the first nine (9) months of
employment from the date of hire, to determine their ability to perform duties assigned to them.
Anytime during this period the Employer may dismiss the employee, and such employee shall not
have recourse to the Grievance Procedure or Special Conferences provisions of this Agreement, as
such recourse relates to the dismissal.




C.

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

1.

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

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

ARTICLE 12

SENIORITY

Seniority Is Defined As Follows:

1.

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

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

b. Department shall be defined as follows:

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

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

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

Seniority Lists: The Employer will furnish to the Union and shall post a seniority list once each
year, during the month of July. This list will show the employee's name, department, classification,
departmental seniority and entry into employment date.



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

Loss Of Seniority: An employee shall forfeit seniority rights for the following reasons:
1. They resign or terminate their employment with the Employer.

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

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

4, They retire.

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

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

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

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

ARTICLE 13

REGULAR WORK SCHEDULE

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

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

ARTICLE 14

EMPLOYEE DEFINED

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

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




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

ARTICLE 15
OVERTIME

Full-time employees shall receive compensation at the rate of 1 12 times their regular hourly rate
for all hours scheduled and authorized over and above their regular work week. Compensation as
used in this Article shall mean either cash payment or compensatory time. The Employer has the
right to offer overtime compensation either in the form of cash payment or compensatory time. An
employee has the right to refuse overtime if it is offered as compensatory time; however, the
Employer may then offer the overtime, in the form of compensatory time, to other employees.

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

ARTICLE 16
PROCEDURE FOR RECLASSIFICATION

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

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

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

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

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

10



ARTICLE 17
PROMOTIONS

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

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

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

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

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

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

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

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

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

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

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

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

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

11



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

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

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

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

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

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

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

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

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

ARTICLE 19
RECALL

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

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

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

C. Recall rights of affected employees covered by this Section will be limited to the following:

L Employees who are selected for employment in a hew department will, should subsequent
layoff occur in that department, have an option of retaining recall rights within their
previous classification in accordance with Recall Procedure as outlined in the Agreement
between the Parties.

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

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

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

ARTICLE 20

TEMPORARY ASSIGNMENT TO A HIGHER CLASSIFICATION

Temporary assignments are made at the discretion of the Employer in order to ensure orderly performance
and continuity of services. A regular employee temporarily assigned to a higher classification for a period
in excess of five (5) continuous working days will receive the minimum rate of the higher classification or
one (1) increment added to their current salary, whichever is greater. ’

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

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

ARTICLE 21
SICK TIME

A. Participants in the Deferred Retirement Option Plan (DROP) receive Sick Time in the manner
described in Article 33, Deferred Retirement Option Plan (DROP).

B. Full time employees will accrue paid sick time at the rate of up to 12 days per year or as required
to be compliant with PA 338 of 2018, Michigan’s Earned Sick Time Act (ESTA), as amended. Earned
sick time is available for use upon accrual. The maximum sick time that a full time employee can
accumulate is 180 work days.

C. Part time employees accrue paid sick time in accordance with PA 338 of 2018, ESTA, as amended,
at a rate of 1 hour for every 30 hours worked. Earned sick titne will be available for use upon accrual.
A maximum of 72 hours of accrued and unused earned sick time will be rolled over January 1st of
each year for use,
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It is the employée’s responsibility to monitor their time off banks to ensure they have sufficient
accrued time available before requesting time off. Permissible uses of sick time, or as further defined
by PA 338 of 2018, ESTA, as amended include:

1. Due to the medical diagnosis, care and treatment of mental or physical illness, injury, or
health condition, or for preventative care for an employee or an employee’s family member.

2. If the employee or the employee's family member is a victim of domestic violence or sexual
assault, for medical care, counseling, meetings, to obtain legal services, relocate, and to
participate in any civil or criminal proceedings from such domestic violence or sexual assault.

3. For the closure of the employee’s place of business, or to care for a child whose school or
place of care is closed by order of a public official due to a public health emergency.

4. Necessitated by a contagious disease or condition.
5. In accordance with Article 22, Bereavement Leave.

Family members include child, parent, spouse, or domestic partner, grandparent, grandchild, sibling,
daughter-in-law, son-in-aw, blood relative, or any person who is normally a member of the
employee’s household, or as further defined by PA 338 of 2018, ESTA, as amended.

The County reserves the right to require an employee to not report to work or to send an employee
home from work and require the use of sick time, if available, if it is determined that the employee’s
presence at work endangers the health of others in the workplace.

An employee absent for one of the reasons described in this article is expected to:
1. Inform their immediate supervisor of foreseeable absences 7 days in advance.

2. Inform their immediate supervisor of unfareseeable absences at least 1 hour prior to the
start of the employee’s shift or as soon as possible in the event of an emergency, according
to PA 338 of 2018, ESTA, as amended.

An employee utilizing sick time for more than 3 consecutive work days, or in the event of suspected
abuse, may be required to provide a return to work note and/or reasonable documentation to support
the use of sick time as outlined.

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

Sick Time Payoff:
1. Full time employees who are members of the Defined Benefit Plan:

a. Retirement: Upon separation of employment due to retirement from Macomb
County, or participation in the DROP, an employee will be paid 50% of a maximum
of 125 unused sick days. Any accumulated sick time above the 125 sick days will be
considered excess sick time.
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b. Death: In the case of death of a vested employee, payment of their unused sick
time will be paid in the same manner as J.1.a., above at the deceased employee’s
then current rate of pay, and will be made to the deceased employee’s estate/trust.

C. Excess sick time, 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).

2. Full time employees who are members of the Defined Contribution (401(a) Plan):

a. Upon separation of employment, an employee will be compensated for a portion
of their unused sick time up to 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 PERCENTAGE PAYOFF AMOUNT
TIME SERVICE
" AFTER 5 YEARS 25% up to a maximum of 125 work days
AFTER 10 YEARS 50% up to a maximum of 125 work days

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

3. Part time employees are not eligible for payoff of any accrued and unused earned sick time
upon separation of employment.

ARTICLE 22

BEREAVEMENT LEAVE

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

A.

A full-time employee may elect to take up to 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 will also include any person who is normally a member of the
employee’s household.

Full time employees may elect to take up to 3 bereavement leave days chargeable to Sick Time 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.

Part time employees may elect to take up to 3 bereavement leave days chargeable to Sick Time due
to the death of an employee’s family or friend listed in sections A or B of this article.

Full time and part time employees are permitted to take up to 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.
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All bereavement Leave requests are subject to prior approval by the Employer and shall not be
unreasonably withheld or denied.

ARTICLE 23

PAID TIME OFF

Participants in the Deferred Retirement Option Plan (DROP) receive Paid Time Off (PTO) in the
manner described in Article 33, Deferred Retirement Option Plan (DROP).

The purpose of PTO is to provide employees with flexible paid time off from work to be used for such
employee needs as vacation, personal business, inclement weather, and other activities, without
disrupting the operations of the department.

Full time employees working 37.5 hours or more weekly are entitled to accrue PTO according to the
following schedule.

YEARS OF CONSECUTIVE ANNUAL
FULL TIME SERVICE EQUIVALENT
COMPLETED OF:

LESS THAN 5 15 days

5 20 days

10 21 days

13 24 days

20 25 days

21 26 days

22 27 days

23 28 days

24 29 days

25| . 30 days

PTO days may be accumulated to a maximum of 30 work days.
PTO Is available for use upon accrual.

Full time employees accumulate PTO as above for each fully paid 2 week pay period of service. PTO
accumulates only on hours paid.

PTO requests will be reviewed by the Department Head or designee, and must have their approval.
Such approval will be at the Department Head or designee’s discretion to ensure efficient operations.

Full time employees may request PTO conversion to cash payment of up to 40 hours conversion,
maximum of 80 hours per year. Employees requesting PTO conversion must have encugh hours
available in their bank at the time of the request and the payment to be eligible for the conversion.
The requested PTO conversicn{s) must be submitted following Human Resources and Labor
Relations processes and the cash payment will be made the second pay in March and the second
pay in September in a regular paycheck with normal deductions.

Upon termination of employment, an employee will be compensated for their accrued and unused
PTO at the employee’s rate of pay at the time of separation.
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A,

ARTICLE 24

INSURANCE BENEFITS

Life Insurance:

1.

Full-time Employees (including DROP Patticipants):
a. The life insurance benefit provided by the Employer shall be $50,000.

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

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

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

Insurance Benefits:

1.

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

Dependent Eligibility:

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

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

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

1,

Full-time employees who have a current spouse who is also employed full-time by Macomb
County will be entitled to only one (1) medical, prescription drug, dental and vision plan for
both 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
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waiver payment of $167.00. The insurance waiver will be paid in the employee’s regular
paycheck.

a. Full-time employees shall establish proof of their eligibility to receive the insurance
waiver.
b. Full-time employees participating in the insurance waiver who lose coverage shall

be allowed to enrall 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, 20086, 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 Crdinance.

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

the retiree elects to exercise a retirement option whereby the eligible spouse
receives applicable retirement benefits following the death of the retiree.

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

All employees who retire or DROP after November 1, 2013, will have the medical and
prescription drug plan as outlined in Appendix C Post November 1, 2013 Retirees, until they
are Medicare eligible, subject to the limitations and provisions of D.2. and D.4. of this Article.
This provision does not apply to employees who retire or DROP pricr to November 1, 2013.

Full-time employees hired into the County on cor after January 1, 2016 will nat be eligible
for Employer provided retiree medical, prescription drug, dental or vision coverage and life
insurance.

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

Employees who retire under the provisions of the Macomb County Employees' Retirement
Ordinance who subsequently are employed on a full-time basis where the subsequent
™~
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employer offers a medical and prescription drug plan, shall not be eligible for Employer
provided medical and prescription drug benefits during such period of full-time employment.

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

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

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

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

Dental Plan:

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

Vision Plan;

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

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

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

The County shall provide, at its discretion, a Voluntary Benefit Program to include, but nct limited to,
supplemental life insurance, pet insurance, critical care insurance, short term disability and legal
services. The Employer will provide a payroll deduction for employees (including DROP participants)
wishing to purchase these voluntary benefits.

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

vision plans, life insurance, Voluntary Benefit Program and long term disability during employment
and/or upon retirement.
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ARTICLE 25

WORKER'S COMPENSATION DISABILITY

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

A,

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

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

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

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

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

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

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

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

1. The compensation received by such employee under the Worker's Compensation Act shall
be supplemented by payment from hisfher accumulated Sick Time 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 Time Reserve (and Paid Time Off
if the employee had so chosen) shall be charged only in the same proportion as his/her
Sick Time 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 Time Reserve (and Paid Time Off
if the employee had so chosen) has been depleted, whichever occurs first.

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

Upon the expiration of the 104 weeks an employee unable to return to duty shall be
terminated by the Employer. The Employer will have no further obligation to the former
employee, unless the employee qualifies for and receives retirement benefits as provided
in Article 32, Retirement System and the Macomb County Employees' Retirement
Ordinance.

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
refatlonship.

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

ARTICLE 26

MILEAGE

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

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

ARTICLE 27

LONGEVITY

A. Participants in the Deferred Retirement Option Plan are not subject to Article 27, Longevity, but shall
receive Longevity in the manner described in Article 33, Deferred Retirement Option Plan.

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

C. The basis of longevity compensation is as follows:

1

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

Continuous employment shall not be considered interrupted when absences arise as paid

vacations, paid Sick Time, approved Leave of Absence and paid Worker's Compensation
pericd not to exceed one year.
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3. The following schedule shall be used as a basis for longevity payments, paid to such
employees as of October 31st, provided said employees qualify as to length of service, as
per Paragraph A.1 of this Article, as follows:

CONTINUOUS YEARS OF
FULL-TIME SERVICE ON
STEP OR BEFORE OCTOBER AMOUNT
315T OF EACH YEAR
1 15 through 19 ' $600
2 20 through 24 $800
3 25 and thereafter $1,000

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

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

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

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

ARTICLE 28
HOLIDAY BENEFITS
A. The designated holidays are:
January 1% (New Year's Day) Martin Luther King, Jr. Day
Presidents Day One-half - day Good Friday
Memorial Day Independence Day
Labor Day Columbus Day
November 11t (Veterans’ Day) Thanksgiving Day
The day AFTER Thanksgiving December 24% (Christmas Eve)
December 25% (Christmas Day) December 31t (New Year's Eve)
June 19% (Juneteenth) General Election Day in the EVEN Numbered Years
B. Employees covered by this Agreement who normally work a regularly scheduled five (5) day week,

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

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

4, December 24% and December 31%:

a. Should December 24t 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 31 fall on Sunday, the preceding Fridays will
be observed as the designated holidays for that year.

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

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

ARTICLE 29
SALARY SCHEDULE
The Salary Schedule is attached to and Is a part of this Agreement.
ARTICLE 30

NEW EMPLOYEES - SALARY INCREMENTS

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

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

ARTICLE 31
JURY DUTY

In the event an employee is called for jury duty, the employee shall promptly provide a copy of the official
notice to his/her immediate supervisor and the employee shall be released to serve. The employee’s
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schedule may be adjusted by the Employer, provided, however, no employee shall be required to work any
number of hours, when added to the number of hours the person spends on jury duty, that exceeds the
number of hours normally and customarily worked by the person during a workday.

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

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

ARTICLE 32

RETIREMENT SYSTEM

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

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

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

1.

Employee Contribution: For any employee hired on or before December 31, 2001, ot who is
vested as of July 24, 2009, the employee’s contribution to the retirement system is 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 2.5% of the employee’s compensation.

County Pension Maximum: For any employee hired on or before December 31, 2001, or who is
vested as of July 24, 2009, the County pension will not exceed 65% of annual average
compensation.

For employees hired on or after January 1, 2002, the County pension will not exceed 66% of an
employee’s Final Average Compensation.

Pension Multiplier: For any employee hired on or before December 31, 2001, or who is vested

as of July 24, 2009, the pension multiplier is 2.4% for the first 26 years of credited service and
1% for each year of credited service thereafter,

For employees hired on or after January 1, 2002, the pension multiplier is 2.2% for all years of
credited service.

Final Average Compensation Formula: For any employee hired on or before December 31, 2001,
or who is vested as of July 24, 2009, the formula for computing Final Average Compensation,
used for calculating pension benefits for eligible bargaining unit members, will be based on the
average of an employee’s 104 highest consecutive pay periods of compensation out of the last
260 pay periods.

For employees hired on or after January 1, 2002, the formula for computing Final Average
Compensation, used for calculating pension benefits for eligible bargaining unit members, will be
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based on the average of an employee’s 130 highest consecutive pay periods of compensation
out of the last 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 will be counted as if the retroactive wages were paid to the employee
when the wages were paid, not when they were earned by the employee.

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

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

Effective January 1, 2023, in no case will 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 will 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 will also apply to the member’s DROP
benefit.

Eligibility:

a. For employees hired on or before December 31, 2001, or who is vested as of July 24,
2009, who meets the following criteria may retire upon the employee’s written application
filed with the Retirement Board:

1. Attained age 60 years and has 8 or more years of credited service; or
2.  Attained the age of 50 with at least 8 years of credited service, if the employee’s
age, when added to the employee's years of credited service, equal the sum of 70

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

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

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

2.  Attained the age of 55 with 25 years of credited service.
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10.

11.

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

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

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

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

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

f. In the event a former member Is re-employed by the County as a full time employee and
it has been 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 will be governed by any applicable Annuity Withdrawal provisions of the
Macomb County Employees’ Retirement System Ordinance.

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

Option D: A retirant will 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 will correspond to those
benefits known as Option A — 100% Survivor Allowance, Option B — 50% Survivor Allowance and
Option C - Allowance for 10 Years Certain and Life Thereafter, as described in the Ordinance.

Pop Up Option: A retirant may elect this option in combination with Option A or B of the
Ordinance. Under this option, a reduced retirement allowance is payable during the joint lifetime
of the retirant and their beneficiary nominated under Option A or B, whichever is elected. Upon
the death of the retirant, their beneficiary will receive a retirement allowance for life equal to the
percentage specified by Option A or B of the reduced retirement income payable during the joint
lifetime of the retirant and their beneficiary. Upon the death of the beneficiary, the retirant will
receive a retirement allowance equal, to 100% of the amount specified by the Macomb County
Employees’ Retirement Ordinance for the remaining lifetime of the retirant. The reduced
retirement allowance payable during the joint lifetime of the retirant and their beneficiary together
with the retirement allowance payable to one upon the death of the other will be actuarially
equivalent to the retirement allowance provided by the Macomb County Employees” Retirement
Ordinance as a single life annuity. This provision will be without force or effect unless or until the
retirant submits acceptable documentation of the death of their beneficiary to the Secretary of
the Retirement Board.

Deferred Retirement Allowance Option: In the event a vested bargaining unit member, leaves
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12,

13.

14,

15,

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 will be entitled to retire at the normal retirement
age and be subject to the retirement formula in effect at the time they left County employment
and as provided for in the Macomb County Employee’s Retirement Ordinance, provided that they
did not withdraw their accumulated contributions from the employees savings fund. Their
retirement allowance under the plan in effect at the employee’s termination of County
employment will 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 accumufated 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 will be no pension paid to an eligible vested former member until an application for
retirement is submitted and approved. In the event an eligible vested member dies prior to
applying for their pension, their beneficiary or estate/trust will not be entitled to a pension. The
vested member’s beneficlary or estate/trust will 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 toe be dependent upon the said metmnber for at least 50% 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, will 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 will thereafter continue
in force; provided, that prior to the effective date of their retirement, they will 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 will 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
onh account of their death.

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

Non-Duty Death Retirement Allowance, Automatic Provisions: Any vested bargaining unit
member who continues County employment and (1) dies while in County employment and (2)
leaves a spouse, the spouse will immediately recelve 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 vears, (2)
elected Option A in the Macomb County Employees’ Retirement Ordinance.

Deferred Retirement Option Plan (DROP): The Memorandum of Understanding executed in 2007
regarding the Deferred Retirement Option Plan (DROP) is incorporated by reference herein as
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Article 33, Deferred Retirement Option Plan. Vesting for the purposes of DROP excludes service
time under the Reciprocal Act 88.

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

1.

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

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

Will participate in a Defined Contribution Retirement Plan. Employees will contribute 3% of the
employee’s base pay and the Employer will contribute 7% of the employee’s base pay.

Upon the completion of 5 years of actual service with the Employer, employees will be eligible to
elect to increase their contribution by 1% 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 will increase its contribution from 7% to 9% 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, will receive $100 per pay period,

deposited by the County, into the Defined Contribution Retirement Plan, not to exceed $2600
per year.

Employees will 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%

Completicn of 5 years of service 100%
ARTICLE 33

DEFERRED RETIREMENT OPTION PLAN

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

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 30 day notice, at any time
after attaining the minimum age and service requirements for a normal service retirement. Vesting
for the purposes of DROP excludes service time under the Reciprocal Act 88.

B. Participation: The maximum period for DROP payments credited to the account is 5 years (the
“Participation Period”). There is no minimum time peried for participation. Employees may continue
to work beyond the 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 will receive the monthly pension
previously credited to their DROP account. Failure to exit employment at the expiration of the
DROP Participation Period will result in forfeiture of the employee’s monthly pension otherwise
payable to the DROP account. Interést 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 will be eligible to begin at the
start of a pay period and must complete and sign such application form. Such application will be
reviewed by the Human Resources and Labor Relations Department and a determination will 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 is effective, they will be considered to he a DROP participant
and will cease to be an active member of the Macomb County Employees Retirement System. The
amount of credited service, multiplier and Final Average Compensation will be fixed as of the
employee’s DROP date. When an employee’s Final Average Compensation is calculated, any
retroactive wages provided will 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 additional service time credit for
retirement purposes pursuant to the Macomb County Employees Retirement System.

DROP Account: The employee's DROP Account will be the regular monthly pension to which the
employee would have been entitled if they had actually retired on the DROP date. The payment
will be credited manthly 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 will be irrevocable. All individual DROP accounts will 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 will 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. If a DROP participant separates from employment prior to the end
of the calendar year, their interest will be prorated for that period and will be credited to their
DROP account (i.e. an employee who separates from employment in June will receive 6/12ths of
the annual interest).

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 will 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 60 days from the first pension check. All
withdrawal provisions and options under the Retirement Ordinance, which are available to
Retirement System members will 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
will cease as of the date that the employee begins participation in the DROP.
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Distribution of DROP Account: The employee participating in the DROP must choose one, or a
non-inconsistent combination of, the following distribution methods to receive payment(s) from
their individual DROP account:

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

2) A lump sum direct rollover to another qualified plan to the extent allowed by federal law
"and in accordance with any procedures established by the Macomb County Office of the
County Executive or the Retirement System for such rollovers. Failure to elect one of the
above options and receive such distribution within 60 days of termination of employment
will result in a lump sum distribution to the employee.

Death During DROP Participaticn: 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) will 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 will
be paid in a lump sum to the estate/trust of the employee. Benefits payable from the Macomb
County Employees Retirement System will 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 the Employer, the
employee’s participation in the DROP will cease, and the employee will receive such benefits as if
the employee had retired and terminated employment during the participation period.

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

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

PTO, Sick Time and Longevity in Final Average Calculation: The collective bargaining agreement
may provide for the crediting of PTO, Sick Time and Longevity for inclusion in determining an
employee’s Final Average Compensation for purposes of computing an employee’s pension.

Longevity, PTO and Sick Time: After the effective date of an employee’s participation in the DROP,
the employee’s Longevity, PTO and Sick Time will be determined as set forth below:

1. Longevity for DROP Participants:

a. At the time an employee elects to participate in the DROP, they will 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
will be made in December of each year as described in Section b, below.
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b. For DROP participants, the amount of longevity compensation paid in subsequent
years will 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
STEP OR BEFORE OCTOBER AMOUNT
315T OF EACH YEAR
1 15 through 19 $600
2 20 through 24 $800
3 25 and thereafter 41,000
ol Longevity compensation will be added to the regular payroll check, when due, for

eligible DROP participants. Tt will be considered a part of the regular compensation
and, as such subject to Federal and State withholding tax, sodial security, regulations
and ordinances of the County of Macomb and cther applicable statutes.

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

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

PTO for DROP Participants:

a) The purpose of PTO is to provide employees with flexible paid time off to be used
for such employee needs as vacation, personal business, inclement weather and
other activities, without disrupting the operations of the department.

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

YEARS OF CONSECUTIVE ANNUAL
FULL TIME SERVICE EQUIVALENT
COMPLETED OF:

LESS THAN 5 15 days

5 20 days

10 21 days

13 24 days

20 25 days

21 26 days

22 27 days

23 28 days

24 29 days

25 30 days

b) PTO requests will be reviewed by the Elected Official/Department Head or designee,
and must have their approval. Such approval will be at the Elected
Official/Department Head or designee’s discretion to ensure efficient operations.
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d)

g)

DROP participants may request PTO conversion to cash payment of up to 40 hours

per conversion, maximum of 80 hours per year. Employees requesting PTO
conversion must have enough hours available in their bank at the time of the
request and the payment to be eligible for the conversion. The requested PTO
conversion(s) must be submitted following the Human Resources and Labor
Relations processes and the cash payment will be made in the second pay of March
and the second pay of September in a regular paycheck with normal deductions.

Employees who begin DROP participation at a time of year other than January 1%,
will receive a pro-rata share of PTO for the balance of the calendar year computed
in the same manner as paragraph b., above.

PTO not utilized by a DROP participant by December 31% of a calendar year will be
forfeited.

There will be no compensation for PTO remaining in the DROP participants PTO bank
upon separation from employment.

DROP participants who utilize PTO in an amount in excess of a proportionate share
prior to voluntarily or involuntarily discontinuing employment will be obligated to
compensate Macomb County for all PTO time used In excess of such proportionate
share. This provision will not apply to a DROP participant whose involuntary
discontinuance of employment is caused by -duty related death or disability.

Sick Time for DROP Participants:

DROP participants will be provided with 72 hours of Sick Time on January 1% of
each year the employee participates in the DROP. Sick time not utilized by December
31% of a calendar year will be forfeited.

Employees who begin DROP participation at a time other than January 1%, will
receive a pro-rata share of 72 hours of Sick Time for the balance of the calendar
year.

After the exhaustion of Sick Time provided for in paragraph a., above, DROP
participants may utilize Excess Sick Time, If available.

There will- be no compensation for any Sick Time remaining in the DROP participant's
Sick Time bank upon separation from employment.

It is the employee’s responsibility to monitor their time off banks to ensure they have
sufficient accrued time available before requesting time off. Permissible uses of sick
time, or as further defined PA 338 of 2018, Michigan's Eamed Sick Time Act, (ESTA),
as amended include:

i Due to the medical diagnosis, care, and treatment of mental or physical

iliness, injury or health condition, or for preventative care for an employee
or an employee’s family member.
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i If the employee or employee’s family member is a victim of domestic
violence or sexual assault, for medical care, counseling, meetings, to obtain
legal services, relocate, and to participate in any civil or criminal proceedings
from such domestic violence or sexual assault. '

iiil, For the closure of the employee’s place of business, or to care for a child
whose school or place of care is closed by order of a public official due to a
public health emergency.

iv. Necessitated by a cantagious disease or condition.
V. In accordance with Article 22, Bereavement Leave
f. Family members include child, parent, spouse or domestic partner, grandparent,

grandchild, sibling, daughter-in-faw, son-in-law, blood relative, or any person who is
normally a member of the employee’s household, or as further defined by PA 338
2018, ESTA, as amended.

g. The County reserves the right to require an employee to not report to work or to
send an employee home from work and require the use of sick time, if available, if
it is determined that the employee’s presence at work endangers the health of others
in the workplace.

h. DROP participants absent for ane of the reasons described above are expected to:

i. Inform their immediate supervisor of foreseeable absences 7 days in
advance.

il Inform their immediate supervisor of unforeseeable absences at least 1 hour
prior to the start of the employee’s shift or as soon as possible in the event
of an emergency according to PA 338 of 2018, ESTA, as amended.

i A DROP participant utilizing sick time for more than 3 consecutive work days, or in
the event of suspected abuse, may be required to provide a return to work note
and/or reasonable documentation to support the use of sick time as outlined.

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

ARTICLE 34

LEAVE OF ABSENCE

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

1. Personal Leave
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B.

2.  Medical Leave for Employee andfor Family
3.  Military

Provisions:

1.  Personal Leave:

a.

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

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

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

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

An approved Personal Leave shall not exceed 6 months.

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

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

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

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

2. Medical Leave for Employee and/or Family:

a.

(of

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

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

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

An employee absent from work for more than 5 consecutive working days shall be required

to apply for and submit a request for Medical Leave in writing using forms required by Human
Rescources and Labor Relations.
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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 compensatory time and
Sick Time.

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

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

p. Failure to report for duty upon expiration of a Medical Leave shall be subject to loss of
seniority as outlined in Article 12, Seniority and termination of employment.

Military:

a. The Employer complies with the Uniform Services Employment and Reemployment Right Act
(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.
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¢. 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 Time, 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 35
MANAGEMENT RIGHTS

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

The Employer, in addition to the rights set forth in Section A above, shall have the right to hire,
promote, assign, transfer, discipline up to and including discharge, layoff and recall; to establish
schedules of work for employees, to establish fair and reasonable work rules and to fix and
determine penalties for the violation of such rules; to maintain discipline and 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.

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

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

ARTICLE 36

EMERGENCY MANAGER

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

ARTICLE 37

REIMBURSEMENT ACCOUNT PROGRAM

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

ARTICLE 38

TERMINATION OR MODIFICATION

A, This Agreement shall be and continue in full force and effect until December 31, 2028,

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

C. If either Party desires to modify or change this Agreement, it shall, no later than one hundred
twenty (120) days prior to the termination date or any subsequent termination date, give written
notice of amendment in which event the notice of amendment shall set forth the nature of the
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.

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

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

F. The foregoing Agreement shall not be construed or utilized in any manner that may impede or

prevent any elected cor appointed Macomb County Official from fulfilling or carrying out the Statutory
or Constitutional duties of his or her office.
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IN WITNESS WHEREOF, the County of Macomb and the 16TH JUDICIAL CIRCUIT COURT, by its Director,
Human Resources and Labor Relations, and representatives of Teamsters Local 214, on behalf of its
represented employees, hereby cause this Agreement to be executed.

FOR THE UNION: FOR THE EMPLOYER:
William Hart, President - Karlyn Seml%ﬁjirector
Teamsters Local 214 Human Resources and Labor Relations

fagr~—

Ferguson, ﬁhief Steward
Teanpsters Local 214

£arie Daleo, Friend of the Court Steward

Teamsters Local

___/
Aniy Hogan, Citedit ¢durt Steward

Teamsters Local 214

Dated: 3- IC]" 202
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TEAMSTERS LOCAL 214 — CIRCUIT COURT, FRIEND OF THE COURT AND DISTRICT COURT
CLASSIFICATION AND SALARY SCHEDULES

Classification PTA Grade
ADMINISTRATIVE COORDINATOR E
COLLECTION SPECIALIST F
ENFORCEMENT ASSISTANT D
OFFICE ASSISTANT B
OFFICE ASSISTANT SENIOR C
QFFICE ASSISTANT SENIOR, PART TIME PTC
OFFICE CLERK, PART TIME PTA
RECORDER SECRETARY D




2026 PAY GRADES FULL-TIME EMPLOYEES (4% INCREASE FROM 2025)

J “Stepi | Step2 | Step3 | Stepd | Steps | /Stepi6 4| diStep7 | Steps . Step® [ Stepdo
A| $34,155.52 $35,146.03 $36,165.26 $37,214.07 $38,293.26 $39,403.77 $40,546.48 $41,722.32 $42,932.27 $44,177.31
‘B.| $37,571.07 $38,660.63 $39,781.80 $40,935.46 $42,122.59 $43,344.15 $44,601.13 $45,894.57 $47,225.51 $48,595.04
“C.| $41,328.19 $42,526.69 $43,759.97 $45,025.00 $46,334.85 $47,678.55 $49,061.24 $50,484.01 $51,948.05 $53,454.55
‘D| $45,461.00 $46,779.37 $48,135.95 $49,531.91 $50,968.34 $52,446.42 $53,967.36 $55,532.41 $57,142.85 $58,800.00
E| $50,007.10 $51,457.30 $52,949.56 $54,485.10 $56,065.17 $57,691.06 $59,364.10 $61,085.66 $62,857.14 $64,680.01
F $55,007.80 $56,603.03 $58,244.52 $59,933.61 $61,671.69 $63,460.17 $65,300.50 $67,194.22 $69,142.85 $71,147.99

2026 PAY GRADES PART-TIME EMPLOYEES (4% INCREASE FROM 2025)
Step 1 Step 2 Step 3 Step 4 Step 5 Step6 . | Step? | Step8 | Step9’ Step 10
A $17.51565 $18.02361 $18.54629 $19.08412 $19.63757 $20.20706 $20.79307 $21.39607 $22.01656 $22.65503
C $21.19394 $21.80856 $22.44102 $23.09180 $23.76146 $24.45054 $25.15961 $25.88924 $26.64003 $27.41259




2027 PAY GRADES FULL-TIME EMPLOYEES (3% INCREASE FROM 2026)

Step 10

Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9
A| $35180.19| $36,200.41 | $37,250.22 | $38,330.49 | $39,442.06 | $40,585.88 | $41,762.87 | $42,973.99 | $44,220.24 |  $45,502.63
B | $38,698.20| $39,820.45| $40,975.25| $42,163.52 | '943,386.27 | $44,644.47 | $45939.16 | $47,271.41 | $48,642.28 | $50,052.89"
c| $42,568.04 | $43,802.49 | $45072.77 | $46,379.87 | $47,724.90 | $49,108.91 | $50,533.08 | $51,998.53 | $53,506.49 |  $55,058.19
D| $46,824:83 | $48,182.75| $49,580.03 [, $51,0017.87 | . $52,497.39 | $54,019.81 | $55586.38 | $57,198.381| ~ $58,857.14 | = $60,564.00
E| $51,507.31| $53,001.02| $54,538.05| $56,119.65 | $57,747.13 | $59,421.79 | $61,145.02 | $62,918.23 | $64,742.85 | $66,620.41
F | $56,658.03| 458301.12| - $59,991.86| $61,731.62 | $63,521:84 | $65,363.98 | $67,259.52 | $69,210.05 | $71,217.14 | $73,282.43
2027 PAY GRADES PART-TIME EMPLOYEES (3% INCREASE FROM 2026)
Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9 Step 10
A $18.04112 $18.56432 $19.10268 $19.65664 |  $20.22670 $20.81327 $21.41686 $22.03795 $22.67706 $23.33468
C $21.82976 |  $22.46282 | $23.11425| $23.78455 | $24.47430 | $25.18406 |  $25.91440|  $26.66592 |  '$27.43923 $28.23497




2028 PAY GRADES FULL-TIME EMPLOYEES (3% INCREASE FROM 2027)

Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9 Step 10
A | $36,235.60 | $37,286.42 | $38,367.73 | $39,480.40 | $40,625.32 | $41,803.46 | $43,015.76 | $44,263.21 | $45,546.85 | $46,867.71
B | $39,850.15| $41,015.06 | $42,20451| $43,428.43 | $44,687.86 | $45983.80 | ¢47,317.33] $48,683.55 | $50,104.55] $51,554.48 "
C | $43,845.08 | $45,116.56 | $46,424.95 | $47,771.27 | $49,156.65 | $50,582.18 | $52,049.07 | $53,558.49 | $55,111.68 |  $56,709.94
D |  $48,229.57 | . $49,628.23 | $5L,067.43| $52,548.41 | '$54,072.31 | §55,640.40 | $57,253.97 | T §58,914.33 | $60,622.85 | §62;380.92
E | $53,05253 | $54,591.05| $56,174.19| $57,803.24 | $59,479.54 | $61,204.44 | $62,979.37 | $64,805.78 | $66,685.14 | $68,619.02
F | 9$58,357.77 | §60,050:15| $61,791.62 | $63,583.57 | $65427.50 | $67,324.90 | $69,277.31.] $71,286.35 | $73,353.65 | $75,480.90
2028 PAY GRADES PART-TIME EMPLOYEES (3% INCREASE FROM 2027)
PART TIME (1950) 2025 PAY GRADES
Step 1 Step 2 Step 3 Step 4 Step b Step 6 Step 7 Step 8 Step 9 Step 10
A $18.58235 $19.12125 $19.67576 $20.24634 $20.83350 $21.43767 $22.05937 $22.69909 $23.35737 $24.03472
C| 42248465 $23.13670| $23.80768 |  $24.49809 $25.20853 $2503958 | $26.69183 | $27.46590'|  $28.26241 $29.08202
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Blue Care Network




BCN HMO Active Employees

As a self-funded group, you are solely responsible for compliance with the federal Summary of Benefit and Coverage (SBC) rules, including SBC creation and
distribution, BCN does not assume any responsibility for-SBC rule compliance relating to your group health plan, or for creation or disclosure of compliant SBCs. This
SBC témplate document is being provided as an example that may contain useful information concerning your BCN administered coverage as you create your own
group health plan's SBC. This SBC template document being provided is not fully compliant with the SBC federal rules. It is your responsibility to work with your legal
counsel to ensure proper compliance with the federal SBC rules. This SBC template document does not constitute legal, tax, actuarial, accounting, benefit design,
compliance or other adyice. BCN disclaims any liability or -esponsibility for any non-compliance by your group health plan with SBC rules and regulations relating to
creation, disclosure or other requwements 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 healtt) savings accounts, (HSA), or for example, weliness programs, reference based pricing or benefits, or coverage not
administered by'BCN, or whether the coverage prowdes 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

BON HMD Active Employees

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

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

For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossary. You can view the Glossary at https:/www.healthcare.qov/sbe-glossary or call 800-662-6667 to request a copy.

Important Questions |\Answers: Member / Family Why This Matters:

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

Are there services covered

before you meet your deductible? No You will have to meet the deductible before the plan pays for any services.

Are there other deductibles for  |NO

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

The oﬁt—o‘f—gééke;t limit is the most you could T{':3_337 ina yea;r for covered services. h—‘—y‘éu have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

What is the out—of-pocket limit
for this plan? $6,350/$12,700

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

What is not included in the out- [Premiums, balance billed charges and
of-pocket limit? health care this plan does not cover

Yes. See www.bchsm.com or call the This plan uses a 'Qrovidér—n-etworli. You wilfpéy less if 'y;)u use a Q. ;o;i&-e-r_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

network provider? card for a list of network providers. bill from a provider for the difference between the provider's charge and what your plan pays
800-662-6667 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.

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

Do you need a referral to see a S
you have a referral before you see the specialist.

specialist? Yes




BCN HMO Active Employees

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

What You Will Pay

Common . e Limitations, Exceptions, & Other Important
. Out-of-Network
Medical Event. Services You May Need Network Provider Provider Information
| (You will pay the least) (You will pay the most)
|Primary care visit to freat an injury or iliness |$20 copayvisit Not covered {$20 copay for online visits.
Requires referral. No charge for allergy
injections, allergy office visit and testing /30
_ Specialist visit $30 copay/visit Not covered combined visits for spinal manipulations
If you visit a health care performed by a chiropractor or osteopathic
provider’s office or clinic physician
You may have to pay for services that aren't
‘ , - " preventive. Ask your provider if the services
Preventive carefscreening/immunization No charge Not covered you need are preventive. Then check what
your plan will pay for.
Diagnostic test {x-ray, blood work} No charge Not covered May requiire preauthorization / No charge for
If you have a test lab services
Imaging (CT/PET scans, MRIs) No charge Not covered Requires preauthorization
Tier 1 - Mostly Generics $10 copay/30 days Not covered Preauthorization & step-therapy apply to select
If you need drugs to treat|+... o _ drugs.
your illness or condition Tier 2 - Preferred Brand $25 copay/30 days Not covered 50% coinsurance for sexual dysfunction drugs.
More information about Effective 1/1/2013 Tier 1 contraceptives are
prescription druq . } } covered in full
coverade Is available at Tier 3 - Non-Preferred Brand $50 copay/30 days Not covered 90 day mail order and retail copays are 2 the
www.bcbhsm:com/customdr standard retail copays.
uglist i i )
Specialty drugs l;)e;@d copays fisted above Not covered Limited to a.30 day supply
May require preauthorization/50% coinsurance
If you have outpatient  [Facility fee (e.g., ambulatory surgery center) |No charge Not covered for TMJ, orthognathic surgery, reduction
surgery mammoplasty, male mastectomy
Physician/surgeon fees No charge Not covered See "Outpatient surgery facility fee®




BCN HMO Active Employees

What You Wili Pay

Common . T Autonf.Natw ~’| Limitations, Exceptions, & Other Important
. Out-of-Network s %)
Medical Event Services You May Need Network Provider e Information
(You will pay the least) (You will pay the mos)
Emergency room care $100 copayvisit $100 copayvisit [Copay waived if admitted
If you need immediate , , Non-emergent transport is covered when
medical attention Emergency medical transportation No charge No charge preauthorized
Urgent care $30 copay/visit $30 copay/visit None
Preauthorization is required. 50% coinsurance
If you have a hospital  [Facility fee (e.g., hospital room) No charge Not covered for TMJ, orthognathic surgery, reduction
stay mammoplasty, male mastectomy
Physician/surgecn fee No 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,
or substance use Inpatient services No Charge Not covered Preauthorization is required
disorder services
. Postnatal and non-routine prenatal office
Office visits No charge Not covered visits-$20 copa
ilf you are pregnant Childbirth/delivery professional services No charge Not covered None
Childbirth/delivery facility services No charge Not covered None
Home health care $30 copay/visit Not covered E:\?eurzgs oreauthorizafion. Custodial care not
Requires preauthorization/ One period of
treatment for any combination of therapies
Rehabilitation services $30 copay/visit Not covered within 60 consecutive days per medical
. episode. Subject to meaningful improvement
If you need help — within 60 days.
recovering or have other Habilitation services Q:?é\ -0$280 %Sﬁef;:nsn. Not covered PT/OT/ST for autism spectrum disorder has
special health needs |HAbIRA(ON SETVICEs o7 K;’—T%.}l P otco unlimited visits. Requires preautherization.
Skilled nursing care No charge Not covered Requires preauthorization/Limited to 730 days
Requires preauthorization and must be
: , obtained from a BCN supplier. Convenience
Durable medical eguipment No charge Not covered and comfort items niot covered. Diabetic
supplies covered in full




Common
Medical Event

BCN HMO Active Employees

Services You May Need

Network Provider
(You will pay the least)

What You Will Pay i

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

Limitations, Exceptions, & Other Important
Information

o ) ' inpatient care requires preauthorization.
Hospice services No charge Not covered Housekeeping and custodial care not covered..
Children’s eye exam Not covered Not covered Contact benefit administrator for coverage.
if your child needs Children's glasse INot covered Not covered Contact benefit administrator f
dental or eye care ildren’s glasses ot covere ot covere ontact benefit administrator for coverage.
Children’s dental check-up Not covered Not covered Contact benefit administrator for coverage.




BCN HMO Active Employees

Excluded Services & Other Covered Services:

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

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

o Cosmetic surgery u.s. e Weight loss programs

e Dental Care (Adult) » Private-duty nursing

o Elective Abortion

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

o Bariatric surgery » Infertility 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 netwark 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 professicnals who specialize in obstetrics or gynecology, contact the Macomb County HRLR Department at (586) 469-5280.



BCN HMO Active Employees

Your Rights to Continue Coverage:

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

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information about
your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal or a
grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact : Blue Care Network, Appeals and Grievance Unit, MC C248,
P.0. Box 284,Southfield, MI 48086 or fax. 1-866-522-7345. For state of Michigan assistance contact the Department of Insurance and Financial Services, Office of General
Counsel-Appeals Section, 530 W. Allegan Street, 7% Floor, P. O. Box 30220, Lansing, MI 48909-7720, http:/Awww.michigan.gov/difs; call 1-877-999-6442 or fax: 517-284-
8838.

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

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP), Department of
Insurance and Financial Services, P. O. Box 30220, Lansing, MI 48908-7720, http://www.michigan.gov/difs or difs-HICAP@michigan.qov

Does this Plan Provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for @ 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: Biue
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 D card
To see examples of how this plan might cover costs for a sample medical sitnation, see the next page.




About these Coverage Examples:

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

=~ "7-  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)

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

This EXAMPLE event includes services like:
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 $0
M Specialist copayment $30
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment {glucose meter)

| Total Example Cost | $12,700] | Total Example Cost | §7,400]
In this example, Peg would pay: In this example, Joe would pay:
' Cost Sharing , Cost Sharing
Deductibles $0 Deductibles $0
Copayments $70 Copayments $800
Coinsurance $0 Coinsurance $0
What isn't covered _ What isn't covered _
Limits or exclusions $60 Limits or exclusions $60
[ The total Peg wouild pay is  §130 | | 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 Cther 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 | $1,900
In this example, Mia would pay:
3 Cost Sharing
Deductibles $0
Copayments $200
Coinsurance $0
b What isn't covered
Limits or exclusions $0
[ The total Miawouldpayis |  $200|
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ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language
if you, or sameone you're helping, needs assistance, you
have the right to get help and information in your
language at no cost. To talk to an Iinterpreter, call.the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 if you are not already a member.
57 usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho a.obtenerayuda.e informacién
en su idiomna sin-costo alguno. Para hablar con un
intérprete, llame al nimero telefé nice.de Servicical
clierite, que aparece en.la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
JPEYE N JEFTLAESELIA E ECPNPREI IV JFEL SRR R Ll g 1)
A o g Bl Ay peal! il sheall y 5o bl e o] geaalh
JEREL NP COE CIPPERON P DRLTE PYLRSL JEFS RO N PO JLRC
JJathy 18 it 3113 877-469-2583 TTY:711 &0
NRE RNBPEEERMORS. FERB. HHEN
BLUEHJEGATWBHNE. EAN—AHIEA,
BREENEFTRNEFPRERE - MREETFEEE
. IEIRTREE 877469-2583, TTY: 711, '
recfidids o SN g + L Shotquds rfla oid b gt B L
refui aacho feSiia « odyluia whand o daal¥are | Shae
Ll L gio rdAn i¥o0 ab T reBonizoml ardiyy, rela L faaiils
v~ oanaiita f ah B ety i L sl
w5 ohal vl o 877-469-2583 TTY:711
N&u quy vi, hay nguiri ma quy v dang gilip d&, can trg.
gitip, quy visé cé quyEn duree gilip va c6 thém théng tin
bang ngén.ngl cla minh mién phi. D& néi chuyén véi mit
thing dich vién, xin gol 56 Dlch vu Khich hang & m3t sau
thé cha quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chwa phai 13 mét thanh vién,
Nése ju, ose dikush gé po ndihmoni, ka nevojé par
asistencd, keni té drejté t& merrni ndiimé dhe information
falas né gjuhén tuaj. P&r té& folur me njé pérkthyes,
telefononl numrin e Shérbimit t& Kilentit né-arign e pasme
té kartés tua], ose 877-469-2583, TTY: 711 né&se nuk jeni
ende njé anktar.,

grol A5t E= ASHI &2 A= A0 TIR0]
HQBICHE, FSi= =20 H2 S Aote 2 IS
e 0] 28 4 s Ao UaUth 2L
CHststei™ wale e oo U= DAl A
wiE 2 ®ataioLL, 0l0] 210 ol s
877-469-2583, TTY: 7112 EElgt A A 2.

T AT, 7 A T TR I3 ST, STy
BT ST AT TS| (FA] T (TP 1T TRy
T TS, AN FREH (Tl (TSI TP SREHST 4=
T P A1.877-469-2583, TTY: 711 TW HeTIEl aFIf
HosY AT 2 ATFEA

lesh Ty lub-osoba, ktdrej pomagasz, potrzebujecia pomocy,
masz prawo do uzyskania bezptatne] informacji [ pomocy
we wiasnym jezyku. Aby porozmawiaé z thumaczern,
zadzwori pod numer diziatu-obstugi kllenta, wskazanym na
odwrocie Twoje] karty lub pod numer.877-469-2583,

TTY: 711, jezeli jeszcze nie masz cztonkostwa.

Falls Sie ader jemand, dem Sie helfen, Unterstitzung
benstigt, haben Sie das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache zu-erhaiten, Um mit einem
Dolmetscher zu sprechen, rufen Sle bitte.die Nummer.des
Kundendienstes auf der-Riickseite threr Karte an oder
877-469-2583, TTY: 711, wenn Sle noch keln Mitglied sind.
Se'tu ¢ qualcuno che stal aiutando avete bisogne di
assistenza, hai il diritto.di ottenere aluto e informazloni
nella tua lingua gratuitamente. Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numero
Indicato:sul retro della tua scheda-o chiamalil
877-469-258%, TTY: 711 se non-sel ancora membro.

CEAME. FEREEROSGOBYOATERELE
EEhAATCHEMNCEWELES, CRYEDERE
THHR—PERITEY, GHEAFLIEYTHEN
TEHERT. HEEdIHYEFA, AREBESThHEE
BB/ LOH—FOEMCRREIALDAEZT—Y
—EROBEES (F o A—TRULARK

877-469-2583, TTY: 1) FTHBECEE L

Ecom Ban s XEgy, KOTOPOMY BH IIOMOTaeTe, HyREa
DOMOINE, TO'BL EMEETE Hpaho AA GecnIaTHoe NOMyvdeHHe
TroMoNTH ¥ NHGOPMAIN Ha pameN MIEKe. Jna pazronopa

C NepeBoITIEON TIOIECHETE 10 HoMepy TemeoHa oTnem
OSCTYARBARRA KINEHTOB, YEIIAHHOMY KA 0OPATHOI
CTOpOHE BameH KAPTH, HTH IO HOMEPY
877-469-2583, TTY: 711,/ecym y Bac HeT WICHCTSA.

Ukcliko Vama i nekome kome Vi pomalete treba.pomoé,
imate prave-da besplatno dobijete pomoé i informacije na
svomjeziku. Da biste razgovarah sa prevodiocem, pozovite
broj -korisnicke sluzbe sa zadnje strane_Jka'rt[ce il
877-469-2583, TTY: 711 ako ved niste ¢lan:

Kung ikaw, 0.ang tyong tinutulungan, ay nangangailangan
ng tulong, may karapatan ka na makakuha ng tilcng at
Tmpormasyon sa lyong wika ng walang gdstos. Upang:
makausap ang isang tagasalin, tumawag sa humero ng
Customer Service sa [ikod ngiyong tarheta,

a 877-469-2583, TT¥: 711 kung ikaw ay hindi pa-isang
miyembro.

Important disciosure

Blue Cross Blue Shietd of Michigan and Blue Care Network
comply with:Federal civil rights laws and do not
discriminate. on the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary aids-and
services topeople 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 believe that Blue Cross Blue
Shield of Michigan or Biue Care Network has failed to
provide services or discriminated in another way.on the
basis of race,.colar, national origin, age, disability, or sex,
you can file a grievance in person, by matl, fax, or emall
with: Office of Civi] Rights Coordinator,

600 E. Lafayette Blvd.l, MC 1302, Detroit, Ml 48226,
phone: 888-605-6461, TTY: 711, fax: 866-553-0578,

ermait: CivlIRights @bcbsm.com. if youneed help filing a
grievance, the Office of Civil Rights.Coordinator is available
to'helpyou.

You can also file'a civil rights complaint with the U.S.
Departiment.of Health' & Human Services Office far Civil
Rights electrenically through the Office for Civil Rights
Complaint: Portal avallableat

_https:/facrportalhbs.gov/ocr/portal{iobby.jsf, or by mall,

phone, or email at: U.5. Department of Health & Human
Services, 200 Independence Ave, S.\W., Washington, D.C.
20201, phone; 800-368-1019, TTD: 800-537-7697, emafl:
GCRComplaint@hhs.gov, Complaint forms dre avallable at
tp://www.fihs.gov/ocr/office/file/index. htmi,
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Blue Cross Blue Shield

Community Blue PPO ASC




As a self-funded group, you are solely responsible for compliance with the federal Summary of Benefit and Coverage {SBC) rules, including SBC creation and
distribution. BCBSM does not assume any responsibility for SBC rule compliance relating to your group health plan, or for creation or disclosure of compliant SBCs.
This SBC template document is being provided as an example that may contain useful information concerning your BCBSM administered coverage as you create
your own.group health plan’s SBC. This SBC template document being provided is not fully compliant with the SBC federal rules. It is your responsibility to work with
your legal counsel fo ensure proper compllance with the federal SBC rufes. This SBC template document does not constitute legal, tax, actuarial, accounting, benefit
design, comphance 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 requuements 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 spendmg accounts (FSA),
health reimbursement arrangements (HRA), and health savings accounts, (HSA) or for example, wellness programs, reference based pricing or benefits, or
coverage | not administéred by BCBSM, or whether the coverage provides minimum essential coverage. If you have an ASC Plan Modification, it may be defined here
inonly a hmlted way :



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2026

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

! ﬂ i The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
K 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 o get a copy of the complete terms of coverage, visit www.bchsm.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 hitps://www.healthcare.gov/sbc-glossary or call the number on the back of your BCBSM ID card to request a copy.

Answers !
Important Questions ’———- . vers i Why this Matt
P In-Network | Out-of-Network : y this Maicers.:

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.

This plan covers some items and services evén 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:healthtare. dovicoverage/preventivescare=benefits/.

What is the overall deductible?

Are there other deductibles for |No.

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

- g 1 . " ) o - . ) .
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

?I\If::ypilrl%dde a coinsurance g?,23$80|n€;\rf:ﬁll;a|/ | ggg,zgg :?:rln‘!il[t;l(uall other family members in this plan, they have to meet their own out-of-pocket limits until the

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

maximum)

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

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

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

Will you pay less if you use a Yes. See www.bcbsm.com or call the network. You-will pay the most if you use an out-of-nefwork provider, and you might receive a

network provider? number on the back of your BCBSM D |bill from a provider for the difference between the provider's charge and what your plan pays
card for a list of network providers. (balance billing). Be aware, your network provider might use an out-of-network provider for

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

Do you need a referral to see a
specialist?

No. You can see the specialist you choose without a referral.

Group Number 007000448-0033 SBC000022122968 20f9



& 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

Qut-of-Network ProVider

Limitations, Exceptions, & Other Important
Information

If you visit a health care

provider’s office or clinic

(You will pay the least)

(You will pay the.most)

Primary care visit to treat [$40 copay/office visit; o
an injury or illness deductible does not apply 40% coinsurance None
Specialist visit gigscﬁgf;gj;{t; deductble 40% coinsurance None

Preventive care/

screening/
immunization

No Charge; deductible does
nof apply

Not covered

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

Diagnostic test (x-ray,

blood work) 20% coinsurance 40% coinsurance None
If you have a fest -
ml%!)ng (CTI/PET scans, 20% coinsurance 40% coinsurance May require prior authorization
$7copay/prescription for retail
Generic or select 30-Dapy gu%ply $$ 4 r&mgxgﬁ% t%lgzanrove g
prescribed over-the- copay/prescription for retail or amount: de du;tible doepspnot
counter drugs mail order 90-day supply P

If you need drugs to treat

your illness or condition
More information about

prescription drug coverage

deductible does not apply)

apply

is availableat
www:bchsm.com/druglists

Preferred brand-name
drugs

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

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

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.

Nonpreferred brand-name
drugs

$70 copay/prescription for
retail 30-Day supply $140
copay/prescription for retail or
mail order 90-day supply
deductibie does not apply)

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

if you have outpatient
surgery

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

20% coinsurance

40% coinsurance

None
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Common Medical Event

Limitations, Exceptions, & Other Important

Information

_WhatYouWillPay _
Services You May Need In-Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

Physician/surgeon fees

20% coinsurance

40% coinsurance

None

If you need immediate
medical attention

Emergency reom care

$250 copay/visit: deductible

does not apply

$250 copay/visit: deductible does

Copay waived if admitted or for an accidental

not apply

injury.

Emergency medical

fransportation

20% coinsurance

20% coinsurance

Mileage limits apply

Urgent care

$40 copay/visit; deductible
does not apply

40% coinsurance

None

 |Facility fee (e.g., hospital

20% coinsurance

40% coinstrance

Prior authorization is required

If you are pregnant

If you have a hospital stay [f00M) _
|Physician/surgeon fee  |20% coinsurance 40% coinsurance None
If you need behavioral 20% coinsurance for mental - .
h:alth services (mental Qutpatient services 20% coinsurance health; 40% coinsurance for Yg;grcnc;:tjsiﬂa;ﬁ Omfﬁgeb:e(:tlif;er ent for services
health and substance use substance use disorder P _ g
disorder) Inpatient services 20% coinsurance 40% coinsurance Prior authorization is required.
Prenatal: No Charae: Maternity care may include tests and services
déductibie does ngté I Prenatal: 40% coinsurance described elsewhere in the SBC (i.e. ultrasound)
Office visits e PP N and depending on the type of services cost share
Postnatal: No Charge; Postnatal: 40% coinsurance ; e
deductible does not apply - may apply. Cost sharing does not apply for

preventive services.

Childbirth/delivery
professional services

20% coinsurance

40% coinsurance

None

Childbirth/delivery facility
services

20% coinsurance

40% coinsurance

None

If you need help recovering
or have other special health
needs

Physician certification required.

Home health care 20% coinsurance 20% coinsurance
Physical, Speech and Occupational Therapy is
Rehabilitation services  |20% coinsurance 40% coinsurance limited to a combined maximum of 60 visits per

member, per calendar year.
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. . -What You Will Pay - Limitations, Exceptions, & Other Important
3 Common Medical Event  |Services You May Need In-Network Provider Out-of-Network Provider Information
{You will pay the least) {You will pay the most)

$40 copay/office visit;
deductible does not apply for  |40% coinsurance for Applied Prior authorization is required for applied behavior |

Habilitation services Applied Behavior Analysis;  {Behavior Analysis; 40% analysis {ABA). Services rendered by an approved:
20% coinsurance for Physical, {coinsurance for Physical, Speech|licensed behavior analyst (LBA) will apply the In- -
Speech and Occupational land Occupational network cost-sharing.
Therapy ]

. . . . Prior authorization is required. Limited to 120 days
0,
Skilled nursing care 20% coinsurance 20% coinsurance oer member per calendar year
: |Excludes bath, exercise and déluxe-equipmént
Durable medica] 20% coinsurance 20% coinsurance and comfort and convenience items. Prescription

equipment |required.

No Charge; deductible does  [No Charge; deductible does not

Hospice services Physician certification required. Visit limits apply.

not apply apply
If your child needs dental-or|Children’s eye exam Not covered Not covered None
eye care . ,
Eor more information on Children’s glasses Not covered Not covered None
pediatric vision-or dental,
contact your plan Children’s dental check- Not covered Not covered None
administrator up
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Excluded Services & Other Covered Services:

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

e Acupuncture treatment » Infertility treatment » Routine foot care
o Cosmetic surgery e Long term care » 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.) _ .

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

e Chiropractic care See htip:/fprovider.bcbs.com s 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.gov/ebsathealthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.qov or by
calling the number on the back of your BCBSM ID card. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

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

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

Does this plan provide Minimum Essential Coverage? Yes

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

Language Access Services: See Addendum

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

-

This is not a cost estimator. Treatments'shown are just examples of how this plan might cover medical care. Your actual costs will be different
* depending on the actual care you receive, the prices your providérs 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 exampies are based on self-only coverage... .. .

Peg is Having a Baby

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

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

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

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

Managing Joe’s Type 2 Diabetes

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

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

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost [ $12,700] | Total Example Cost | 95,600 |
In this example, Peg would pay: In this example, Joe would pay:
Cost Sharing B ' ' Cost Sharing  ° \
Deductibles $1,500 Deductibles $300
Copayments $0 Copayments $200
Coinsurance $1,700 Coinsurance $0
What isn't covered L - Whatisn'tcovered o
Limits or exclusions $60 Limits or exclusions $20
| The total Peg would pay is | $3,260 | | The'total Joewould payis |  $1,120]

Mia's Simple Fracture
(in-network emergency rcom visit and
follow up care)

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

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

Diagnostic tests {x-ray}

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

| Total Example Cost | $2,8004
In this example, Mia would pay:
- _ Cost Sharing
Deductibles $1,500
Copayments , $80
Coinsurance $70
B ~ What isn’t covered ,
Limits or exclusions $0
| The total Miawould payis | $1,650 |

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

The plan would be responsible for the ather 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 informationin 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,

5i usted, o alguien a quien usted est ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacién
en su idiema sin costo alguno. Para hablar con un
intérprete, llame al nGmero telefénico de Servicio al
cliente, que aparece en la parte trasera'de.su tarjets, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
ool selad 13l aets AT pads Jeal e I3l
AdG L ¢ g0 Haby iy sl e ledtyszeload) Lo 'JJ—*\“
,'l.éhiu.-qda.!.‘ ;,;,d\;)l‘.llm‘.i);d_,ﬂ&j.d\h_mﬁ
sl 18 5 85,1 15) «877-469-2583 TTY:711 pin

MR AREEERPMER. [ERE. SHER
ARLEHSEREHRBHNNME. B ﬁ—ﬁﬁﬁﬁ
BRTENFESENELERRE  REEFRER
. IFIRIEET 877469-2583, TTY: 711,
(L3 X a8l yonm ¢ adoteams o ...1.3 3 o e S o
~Foslaasho Bid - ohp‘-::m ~Hqodn Hm.m.« M
3 ___éin ~r{|5a\i}tnm i r-(fmmm\ rbm!o s .H__t\:bfo-u.ga
uamh&ar(.ﬂl.!.&!ﬁa!(ardlm asplh
o&u& X o 877-469-2583 TTY: 711
N&u quy vi, hay nguriri ma quy vi dang gilip 66, ¢an tro
gidp, quy vi s& cé quyén dugc gilip va cé thém thd ng tin
bbng ngén'nglt clia minh mién phi. D€ néi chuyén véi mdt
théng dich vién, xIn gol sd Dich vu Khich hang ¢ mit sau
thé cda quy vi, hoic 877-469-2583, TTY: 711 néu quy vi
chua phal la mgt thanh vién,
Nése ju, ose dikush gé po ndihmoni, ka nevojé pér
asistencs, keni té drejté té& merrni ndihmé dhe informacion
falas n& gjuhén tuaj. P&r té folur me njé pérkthyes,
telefononi numrin e Shérhimit té Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jenl
ende nj& anétar.

. Nﬁf’am

oked 5t E= A ST U= ALROI IR0
250, Aol S 2N 28 Aot 2 HIB
PR EE + U= He|F ASLICH SSAR}
CHataoted & AH5hel 31 S0l 8l= 024 A~
HE 2 MatatiiLt, 00| 30| Ol 3R
877-469-2583, TTY: 7112 FES & A 2.

Tf% AP, IS TR FEeT A% IEI, W2
AT T, BT AT ST REREs AT 3 B4
AT AT ST TR (ST AT (TSI Y
TYT TS, ST PG (T (R TP FIHGT A
T FHA QI 877-469-2583, TTY: 711 I GRS =I=
WS ST I NP

Jesli Ty lub.osoba, ktdrej pomagasz, potrzebujecie pomecy,
masz prawo do uzyskania bezptatnej informacji.f pomocy
we wiasnym JeZyku. Aby porozmawiac z ttumaczem,
zadzwori pod numer dzialu obstugi klienta, wskazanym na
odwrocie Two]ej karty lub pod numer 877-469-2583,

TTY: 711, jezeli jeszcze nie masz cztonkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstitzung
benitigt, haben Sie das Recht; kostenlose Hiife und
Informationen in lhrer Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Riickseite threr Karte an oder
877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.
Se tu o qualcuno che stai alutando avete hisogno di,
assistenza, hai il diritto di ottenere aiuto e infermazioni
nella tua lingua gratuitamente. Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numero
indicato sul retro della tua scheda o chiama il
B877-469-2583, TTY: 711 se non sei ancora-membrao.

CEAME FESEROSOBAYDOSLTXEEZLE
EShAHATIEMMAZTEVELEZSL, SHRHEDEE
CHR— 22V, HREAFLEYTEHI LN
TEFET. HEIDMAY EtHA, BREBFEETIHE
AREBEFLOI—FOERICRRIhIzhR 2T —Y
—EROTEEE (A 2 i—THNSE

8774692583, TTY: 711 FTEBIE{ &L\

Ecan Ban ®IE THUY, KOTOPOMY BH IIOMOTAETe, HYAHA
[IOMOMIE, TO BHL AMEETE IPao Ha GeCIIaTHOE MOy e HE
oMo B HEGOPMAIAA Ha BameM A35Ke, 11 pairosopa
¢ NepeRoTIAKCM MOIBCHHTE II0 HoMepy Tededoua oraem
obCTyAMBANHA KHHEHTOB, YEA3aHHOMY HAa oOpaTHo#
CTopoHe Bameil KApTH, FIH 10 HOMEPY

877-469-2583, TTY: 711, ecrmd ¥ BAC HET WICHCTBA.

WUkalike Vama ili nekome kome Vi pomaiete treba pomoé,
imate pravo da besplatno dobijete pomoé I informacije na
svom jeziku, Da biste razgovarall sa prevediocem, pozovite
broj karisni¢ke sluZbe sa zadnje strane kartice ilf
877-469-2583, TTY: 711 ako vet niste ¢lan.

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

o0 877-469-2583, TTY: 711 kung ikaw ay hindi pa isang
miyembro.

Important disclosure
Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national origin,
age, disabllity, or sex. Blue Cross Biue 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 failed to
pravide services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex,
you can file a gfievance in person, by mail, fax, or email
with: Office of Civil Rights Coordinator,
600 E. Lafayette Blvd., MC 1302, Detroit, M| 48226,
phone: 888-605-6461, TTY: 711, fax: 866-559-0578,
email:-CivilRights @bcbsm.com. If you need help filing a
grievance, the Office of CiviI.Rights Coordinator is available
to help you.
You can also file a civil rights complaint with the U.S.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal avaifable at
https:/focrportal.hhs.gov/ocr/portal/iobby jsf, or by mail,
phone, or email at: US. Department of Heaith & Human
Services, 200 Independence Ave, S.W., Washington, D.C.
20201, phone: 800-368-1013, TTD: 800-537-7657, email:
QCRComplaint@hhs.gov. Complaint forms are available at .
http: .hhs.gov/oer/office/fite/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 béing 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
retating to creation, disclosure.or other reqmrements You should also note that there may be additional special circumstances which may be applicable to your
specific group health plan situation which may aﬁect SBC content, including but not limited to account type arrangements such as flexible spending accounts (FSA),
health relmbursement arrangements (HRA), and healtt 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 01/01/2026

Note to ASC groups: Before completing this template,
MACOMB COUNTY EMPLOYEES please reference the disclaimer on the attached cover page.
Simply Blues™ HSA PPO with Rx ASC Coverage for: Individual/Family | Plan Type: PPQ

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

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

Answers i
Important Questions . ——— Why this Matt
P ° In-Network Out- of-Network1 y this Matters:

. . Generally, you must pay all of the costs from providers up to the deductible amount before this
gi’ggg E::I:If{ ualf gg’ggg :?;rlnv;ldua[l plan begins to pay. If you have other family members on the policy, the overall family
! y ' y deductible must be met before the plan begins to pay.

This plan covers some items and services even if you haven't yet met the deductible amount.
Are there services covered before|Yes. Preventive care services are covered [But a copayment or coinsurance may apply. Forexample, 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 fittps:/wviw,hedlthicare ovicoverage/preveitive:catesbenefits!,

What is the overall deductible?

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 7 - ' 7

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 limit must be met:
maximum) , ' -

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

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

' This pli n uses a provider network network. You wil pay less if you use a provider in the mn__
Yes. See wwwibchsmi.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 differénce 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 [ab work). Check with your provider before you get services.

Will you pay less if you use a
network provider?

Do you need a referral to see a
specialist?

No. You can see the specialist you choose without a referral.

Group Number 007000448-0066 SBC000022122958 20f9



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

Common Medical Event

Services You May

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Excepti,on,s, & Other Important

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

If you have a test

[Need {You viill pay the least) (You will pay the most) Information
Primary care visitto |
treat an injury or {No Charge 20% coinsurance None
illness
Specialist visit No Charge 20% coinsurance None
. | |You may have to pay for services that aren't
Preventive care/ ; L .
— = preventive. Ask your provider if the services
m{ion No Charge Not covered needed are preventive. Then check what your plan
will pay for.
Diagnostic test (xray, Charge 20% coinsurance None
blood work)
[Sn;:glsﬁgi]w(’%gPET No Charge 20% coinsurance May require prior authotization

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

is available &t

www.bcbsm.com/druglists

Generic or select
prescribed over-the-
counter drugs

$10 copay/prescription for retail 30-
Day supply $20 copay/prescription
for retail or mail order 80-day
supply)

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

Preferred brand-
name drugs

$40 copay/prescription for retail 30-

|day supply; $80 copay/prescription

for retail or mail order 80-day
supply)

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

Prior authorization, step therapy and quantity limits

|Nonpreferred brand-

name drugs

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

In-Network copay plus an
additional 20% coinsurance of

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) the approved amount)
Facility fee (e.g.,
. ambulatory surgery  |No Charge 20% coinsurance None
If you have outpatient center)
surgery —
;25;5|man/surgeon No Charge 20% coinsurance None
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Whiat You Will Pay

Limitations, Exceptions, & Other Important

Gommon Medical Event " In-Nétwork Provider Out-of-Network Provider nformation ;
) (You will pay the least) (You will pay the most)
E;?:rqency foom No Charge No Charge None
if you need immediate , '
medical attention ‘Egirq::tlgt\gorrr:edlcal No Charge No Charge Mileage limits apply
Urgent care No Charge 20% coinsurance None
Eggglg[f?goﬁ‘)g" No Charge 20% coinsurance Prior authorization is required
If you have a hospital stay |Physiciany -
feeysmlan SUIgEOn 1N Charge 20% coinsurance None
I you need mental heaith Outpatient services are covered at participating
behavioral health services |Cutpatient services  [No Charge No Charge facility only. Your cost share may be different for
(mental health and services performed in an office setting.
substance use disorder)  |Inpatient services  [No Charge 20% coinsurance Prior authorization is required.
| . , . Maternity care may include tests and services
sézr;a;ilt' ;\lo IC harge; dedutible Brenatal: 20% coinsurance described elsewhere in the SBC (i.e. ultrasound)
Office visits Postnatal- pN%yChar e deductible Postnatél- QO;Me and depending on the type of services cost share
does noté | ge, Cedlctibe POV SRR may apply. Cost sharing does not apply to certain
f you are pregnant PRIy maternity services considered preventive services.
'Chl|db|['_th/ dellvery No Charge 20% coinsurance None
professional services :
Ch|'l(_jb|rth/d.e ivery No Charge 20% coinsurance None
facility services
Home health care  [No Charge No Charge Preauthorization is required
|Rehabilitation Physical, Speech and Qccupational Therapy is
services No Charge 20% coinsurance limited to & combined maximum of 30 visits per
- ber, per calendar year.
If you need help recovering : . No Charae for Aonlied Betavi E?m thp oton y -y iod behavior
or have other sbecial health . . o Charge for Applied Behavior |Prior authorization is required for applied behavio
P I ) No Chgrge for Applied Behav[or Analysis; 20% coinsurance for  |analysis (ABA). Services rendered by an approved
needs Habilitation services [Analysis; No Charge for Physical . . . .
Speech én 4 Occupationsl Thera’ |Physical, Speech and licensed behavior analyst (LBA) will apply the In-
P p Py Occupational Therapy network cost-sharing.
loys . Prior authorization is required. Limited to 90 days
Skilled nursing care  |[No Charge No Charge per member per calendar year
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What You Will Pa_y

. Servi - A —— e Limitations, E tions, &
Commeon Medical Event Nggvc:ces You May In-Network Provider Out-of-Network Provider imitations xﬁﬁ?oir(m:tionmher important

, {You will pay the least) {You wiil pay the most}
|Durable medical | Excludes bath, exercise and deluxe equipment
e No Charge No Charge and comfort and convenience.ifems. Prescription
equipment it | .
: ' . . ~ |required.
|Hospice services No Charge No Charge Preauthorization is required visit limits apply
If your child needs dental or |Childrén’s eye exam {Not covered Not covered None
eye care o
Eor more information on !Chlldre_nsglasses Not cpvered . Not cqvered _ None
pediatric vision or dental, ! , .
contact your plan Children’s dental Not covered Not covered INone
administrator check-up 5 '
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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 ¢ Infertility treatment » Routine foot care
o Cosmetic surgery e Long term care s Weight loss programs
o Dental care (Adult) » Routine eye care (Aduit)

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

e Bariatric surgery e Coverage provided outside the United States. « Non-emergency care when traveling outside the U.S.

¢ Chiropractic care See hitp://provider.bebs.com o 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.qov/ebsathealthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
calling the number on the back of your BCBSM ID card. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

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

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

This is not a cost estimator. Treatmerits shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on thie 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 pfan. Use this information to compare the portion of costs you might pay under different
health plans. Please note.these coverage examples are based on self-only coverage. .

Peg is Having a Baby

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

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

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

B 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:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

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

M The plan’s overall deductible

W Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
M Other coinsurance 0%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

| Total Example Cost ] $12,700] | Total Example Cost | $5,600 |
In this example, Peg would pay: In this example, Joe would pay:
Cost Sharing L N CostSharing . _ |
Deductibles $2,000 Deductibles $2,000
Copayments 30 Copayments $0
Coinsurance $0 Coinsurance $0
} _ What isn't covered. ' Whatisn'tcovered . ]
Limits or exclusions $60 lelts or exclusions $20
[The fotal Peg would payis | $2,060]  [Thetotal Joewouldpayis | $2,020]

$2,000

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

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

Diagnostic tests (x-ray)

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

| Total Example Cost . | $2,800]
In this example, Mia would pay:
Cost Sharing. -
Deductibles $2,000
Copayments $0
Coinsurance $0
- . What isn't covered i .
L[mlts or exclusions $0
[Thetotal Miawould payis | $2,000 ]

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

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



ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

If you, or someone you're helping, needs assistance, you
have the right te get help and information in your
[anguage 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.

51 usted, o alguien a quien usted estd ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informaclén
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al niimero telefénico de Servicio al
cliente, que aparece en la parte trasera de su tarjets, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
Aalilel ssebud falayocld Al ad s gl K1)
AlS A g il iy perall e el y e lidlt o §eaalt
PIE S NYE SRV P PAE PG TS W PO P LITP |
il 1S yia K5 3] (877-469-2583 TTYI711 S0
MBE BASEENRRNER. HERE. S6EH
AREMBESIINBNRE. BEalh—REA,
ERTENFTONEFPESREE | nREETRGA
. SFIRTEEE 877-469-2583, TTY: 711,
reBibin w adu pap + L Shetaada rla id ab of s abund Led
~hcaactho rhia o SMulasy rthand L danaliyrd | SR
A St iy 4500 2 mi Rl iy, o L daalils
W mgnaohds oz Ji e odilon _Aapih
wmih . obul kN e B77-469-2583 TTY:711
N&u quy vi, hay nguirl ma quy vi dang gilp d&, can trg
gitp, quy vi sé cé quyen dugc gilp va cd thém théng tin
bing ngén ngl¥ cia minh midn phi. BE néi chuyén véi mjt
théng dich vién, xIn goi s& Dich vy Khach hang & mit sau
thé cla quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chua phdi I3 mét thanh vién,
Nése ju, ose dikush g& po ndihmeni, ka nevojé pér
asistencd, keni t& drejté té& mermi ndihmé dhe informacion
falas n& gjuh#n tuaj. Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.

Ohel 3t E= ASHO H1 A= A0 X=0]
EQ8HIY, Aok= S8 28 75l 2R HIB
720 €8 + U= 2T USLICL BSAS
CHatateie! Astel ItS Seiofl Y= DM Hbl&
WS 2 FEtoL, o0l 2120l Ol B
8§77-469-2583, TTY: 7112 BESIH A L.

A% ST, JT A N FHE A9 FIEI. AT
HEEH T, ST IS SIEH ATy Sy 3 ooy
TSR AT AT T | (FTE] T (TSR T
1 IS, AT FNET (TR (FOTT $MTT TS T
T T q 8774692583, TTY: 711 T oMy Sl
ST A T |

Jesli Ty lub osoba, ktdrej pomagasz, potfzebujecie pomoey,
masz prawo do uzyskania bezptatnej informac]i i pomocy
wa wiasnym jezyku. Aby porozmawlacé z tltumaezem,
zadzwon pod numer dzialu obstugi klienta, wskazanym na
odwrocle Twoje] karty lub pod numer 877-469-2583,

TTY: 711, jeteli jeszcze nie masz cztonkostwa.

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

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

CEAR, FRESEROOOBRYOAFTXEELE
EENBATIEMMSETVE LS, CREADERS
THR—FEBHEY, HHEAFLEYTHOEN
TEFT, HEXIDYEHA, AREBEEIR SIS
SREHLOH—FOEEICREEW ARG —Y
—EAOBBEBE (A vi—TRWAR

877-469-2583, TTY: T11) FCHBEEC &L,

Ecom BaM IR MEOY, EOTOPOMY BSl moMoraere, Hy Ha
ooMoImE, TO BEI HMECETE IPABO HA BCCIL‘BH!OC‘HOJIY'ICHHB
TIOMOTIH H HRGOPMANMA HA BAameN f3emke. s pasronopa
€ IIEPeROTIHEOM II03BOHITE ¢ HOMEPY Telehora oTAe A
OGCTYAIBANHE KIREHTOB, YEA3AHHOMY Ha oGparaoi
CTOPOHC BAICH KapTH, HIH RO HOMEDY

877-469-2583, TTY: 711, ecam y Bac HeT IEHCTRA.

Ukoliko Vama ill nekome kome V| pomaZete treba pomoc,
imate pravo da besplatno dobijete pomoc¢ | informacije na
svom Jeziku. Da biste razgovarali sa prevodiocem, pozovite
bro] korisnicke sluZbe sa zadn]e strane kartice Ili
877-469-2583, TTY: 711 ako veé niste ¢lan.

Kung ikaw, o ang iyong tinutulungan, ay nangangaifangan
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 [ikod ng Iyong tarheta,

o 877-469-2583, TTY: 711 kung lkaw ay bhindi pa isang
miyembro.

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national erigin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary aids and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
intecpreters 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 3 member. If you believe that Blue Cross Blue
shield of Michigan or Blue Care Network has failed to
provide services or discriminated in another way on the
basis of race, color, national origin, age, disabllity, or sex,
you can file a grievance in person, by mail, fax, or email
with: Office of Civil Rights Coordinater,

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

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

You can also file a civil rights complaint with the U.5.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at
https:/focrportal.hhs.gov/ecr/portal/tobby 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: 800-537-7697, emall:
OCRComplaint@hhs.gov, Complaint forms are available at
tp:, .h, v/ocr/office/filefindex.htmi.
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Health Alliance Plan




Alliance !Health
H nauranca
and Life i.‘urll"lp'—my

Health Alliance Plan of Michigan
Alliance Health and Life Insurance Company(Alliance)
Self-Funded Health Maintenance Organization (HMO) Plan
Summary of Benefits
AS000098 / XR002358

Self-Funded HMO
ASOOODQB / XR002358 / XW000713

OUt of:Network

FPreventive SArviCesh ol

Plan’AtHbutes
Benefit Period Calendar Year
Annual Deductible £0 Individual; $0 Family NIA
Colnsurance 0% N/A
Annual Coinsurance Maximum N/A N/A
These values do not accumulate: Premiums,
Annual Out-of-Pocket Maximum $6,600 Individual; $13,200 Family NIA balance-billed charges, and heaith care this plan

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

Rautine Well Visits Covered N/A

Related Laboratory and Radiology Services Covered NIA

Pap Smear, Mammogram, Tubal Ligaticn Covered NIA

Immunizations Covered N/A

Outpatient&;Physlman Sarvices, ; it 74 i

Primary Care Office Visit $25 Copay N/A

HAP Telehealth $25 Copay N/A Through our designated telekealth partner.
Specialist Office Visit $40 Copay N/A

Routine Audiclagy Exam Covered N/A S::S?;:;’aﬁ:{ g?f?c?w:i:zm. For non-routinie visits
Routine Eye Exam Covered N/A g‘:;;:;?aﬁ:{ 8?5‘(_’?;?520"' For non-routine visits
Chiropractic Services Mot Cevered NIA

Allergy Treatment Covered N/A

Allergy Injections Cavered N/A

Laboratory & Pathology Covered N/A ‘Some services require preauthorization,
Imaging MR!, CT & PET Scans Covered N/A Services require preauthorization.
Radiology (X-ray) Covered NiA Some seivices require preauthorization.
Radiation Therapy & Chemotherapy Covered NIA

Dialysis Covered N/A

CQutpatient Medical Drugs Covered N/A

Outpatient Surgical SErvices) ¥ e S

Qutpatient Surgery Covered NIA

Ambulatery Surgical Center Covered NIA

Emergencyﬂ]reni Care

Profassional Surg cal and Relaled Sennces

Covered

$50 Copay

Inpatient Hospital Services,:

(AT

Urgent Care
Emergency Room Care $200 Copay Copay will be waived If admitted
Emergen edlcal Transportanon

Covered

[Maternity Services ;75 ¥

Facility Fee

Physlician Services, Surgery, Therapy,

Laboratory, Radlalagy, Hospital Services and Coveted NIA

Supplies

Bariatric Surgery and Related Sennces $1,000 Copay N/A One procedure per lifetime
¥ e Y

Covered under Preventive Services. For non-routine

aui
Routine Prenatal Office Visits Covered NIA visits, see Specialist Office Visit.
" . Covered under Preventive Services. For non-routine
Routine Pastnatal Of
outine Pastnatal Office Visits Covered N/A visits, see Specialist Office Visit.
Labor Delivery and Newbormn Care Sea Inpatient Hospital Senices N/A

1o0f2
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Inpatient Services See Inpatlent Hospital Services IN/A

Qutpatient Services _ _ $25 Copay _ N/A _
Home Health Care Covered N/A Does not include Rehabilitation Senvices. Unlimited.
Hospice Care Covered NIA Up to 210 days per lifetime
Cavered for autharized services. Up to 730 days.
Skilled Nursing Care Caovered N/A Maximum benefit rensws after 60 days of
nencenfinement.
grrilhrggl;Medical Equipment; Prosthetics & Covered N/A (Covered for approved equipmnent anly.
$0 Cepay per Hearing Aid for Value
Technetogy Hearing Alds
$689 Copay per Hearing Ald for Basle
Technclogy Hearing Alds ’ N . .
7 . Through a NationsHearing Provider only. Limited to
Hearing Aid Hardware $989 Copay per Hearing Ald for Prime N/A 2 Hearing Aids per Benefit Period. Caopays da not
Technolegy Hearing Alds count toward the Out-of-Pocket Limit.
$1,539 Copay per Hearing Aid for Advanced )
Technelegy Hearing Alds
$2,039 Copay per Hearing Aid fer Premium
Technolegy Hearing Aids
Covered once each 12 month period thru HAP's
Vision Hardware Coverad NIA Contracted Providers. $80 benefit maximum for

Frames/Lens or Contact Lens, Details can be found
in your policy or plan documents,

Rehatilitation Services: Physical, Coverad NIA May be rendered at home. Up to 60 combined visits
(Occupational, and Speech Therapy per benefit period.

’ Limited to services associated with the treatment of
Habilitation Services: Physical, Occupational, Covered NIA lAutism Spectrum Discrders. See Rehabilitation

and Speach Therapy Sarvices for non-autism Habilitation cost sharing and
limits. Covered for authorized sensices only.

Limited to sendces associated with the treatment of

Applied Behavioral Analysis $25 Copay NIA |Autism Spectrum Disorders. Covered for authorized
services only.
Voluntary Sterilizations See Outpatient Surgical Services NIA Limited to vasectomy
Services for diagnosis, counseling, and freatment of
Infertility Services Covered N/A bodily disorders causing Infertility. Covered for
autharized services only,
Assisted Reproductive Technologies Covered NIA One altempt per lifetime
Temporomandibular Joint Disorder Covered N/A [Coverage for non-invasive treatmants cnly.
Pharmacy (Afliliated pharmacy providers only) _ _ T - " ~
Tier 1 $20 Copay 30 day supply, $40 Copay 90 day supply
A 80-day supply of non-maintenance drugs must be
Ter 2 $20 Copay 30 day supply, $40 Capay 90 day supoly filled at our designated mail arder pharmacy. Other
Tier 3 $40 Copay 30 day supply, $80 Copay 90 day supply exclusions & limitations may apply. Cerain speciaity
rugs may bée approved for 60 or 90 days. In this
|Tier 4 $60 Copay 30 day supply, $120 Copay 80 day supply case, if a copay or max is shown for specialty drugs,
" ou will pay two times that amount for up to 60 days,
[Tier 5 $60 Copay 30 day supply at specialty pharmacy only three times that amount for up to 80 days.
Tier 6 $60 Copay 30 day supply at specialty pharmacy only

- In case of canflict between this summary and your Self-Funded HMO Benefit Guide, thé terms and conditions of the Self-Funded HMO
Benefit Guide will govern.

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

- Some services require prior authorization. Failure to abtain prior authorization before services are received could result in a reduction
or denial of benefits.

- Students away at schoo! are covered for acute iliness and injury related services according to Alliance criteria.

Self-Funded HMO plans are administered by Alliance Health and Life Insurance Company, a wholly owned subsidiary of Health Alliance
Plan.

- For Outpatient Mental Heaith & Substance Use Disorder Services delivered via HAP Teleheaith, you will pay the lower of either the
Outpatient Mental Health & Substance Use Disorder Cost-Share or the HAP Telehealth Cost-Share.
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Blue Care Network

(Post November 1, 2013 Retirees)




Benefits-at-a-Glance

Classic

00100532 MACOMB COUNTY EMPLOYEES GROUP
SF01/SF12

Effective Date: 01/01/2026

This is intended as an easy-to-read summary. It is not a contract. Additional limitations and exclusions may apply to covered services. For a complete description of
benefits, please see the applicable Blue Care Network certificates and riders. Payment amounts are based on the Blue Care Netwotk approved amount, less any
applicable deductible, coinsurance and copay amounts required by the plan, If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan
documents, the plan document will control. This coverage is provided pursuant to a contract entered into in the State of Michigan. Services must be provided or
arranged by member's primary care physician or health plan.

Preauthorization for Select Services- Services listed in this BAAG are covered when provided in accordance with Certificate requirements and, when required, are
preauthorized or approved by BCN except in an emergency.

Note: A list of services that require approval before they are provided is available online at https:/ibcbsm.com/pricrauth.

Note: Blug Care Network provides administrative claims services only. Your employer or plan sponsor is financially responsible for claims.

Member's responsibility (deductibles, copays, coinsurance and dollar mx1mums)

Benefits o -
Deductible - Coinsurance and select fixed dollar copays apply (as None o o o c T o

defined by your plan documents), once the deductible has been met.
Note The Deductlble will apply to cenam serwces as defined below,

leed Dol[ar Copays $0 for a!lergy |n]ecl|ons
‘$20 for PCP office visits
$30 copay for referral physician visits
$30 for urgent care visits
$100 for emergency room visits

Co:nsurance 50% for select eerwces as noted below o ‘

Colnsurance Maximum None T '

Out of Pocket Maximum - Includes deductible, copays, and coinsurance $6,350 per memberl$12 700 per famlly per calendar year
amounts for all covered services.

Preventive SB]’V[CBS

hadadol ——— ____ E—

'Beneﬂts

Health Maintenance Exam Covered 10[_)%_' o i 7

Aqt]ual Qynem[oglcal Exam Covered 100% _

Pap Smear Scu:eenmg Iaboratory services only Covered 100% N

Well- Baby and WeII Child Visits Covered 100%

Page 1 of 5 bebsm.com 000025345822
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Preventive services (contlnued)

Beneflts
[mmunlzatrons

Prostate Spemf c Antrgen (PSA) Screenlng Iaboratory services only
Routme Colonoscopy

Mammography Screenmg

Vo]unlary Stenhzatron of Femaie_ §eproduci|ve Organs ’

Braast Pdnaps (DME gurdelrnes app_ly)

Routine Maternity Prenatal and Postnatal Care

S

S — |

Covered 100%
Covered 100%

Covered 100% -
Covered 16@“@_ w _-
Covered 100%

Physwtan oﬁ" ice servrces
uBeneflts

PCP Office Visits

Note: Applicable cost sharing applies when other services are received

in the office

$20 copay

|

Medlcal Onllrre Visits - when performed by a BCN participating provider Covered 100% Onlme VISlts s with t the B-C‘N dnlme vendor are COVered T

Note: Not all services delivered virtually are considered an anline visit

but may be considered telemedicine. Telemedicine services will be
subject to the applicable cost share associated with the service
provided.

Referral Physician Visits - when referred for other than preventive
services

Note: Applicable cost sharing applies when other services are received
in the office

$30 copair —

Emergency medical care

aBeneflts —__———““” "__ o
Hospltal Emergency Room - copay waived if admitted as inpatient

Urgent Care Center
Retail Health Clinic
Ambulance Services - medically necessary

ﬁﬁﬁﬁﬁﬁﬁ T
i
S

$100 copay
$30 copay

$30 copay
GCovered 100%

Diagnostic services N

P e T

Benefits

Laboratory and Paiho[ogy Tests

Diagnostic Tests and X-rays

High Technology Radiology Imaging (MRI, MRA, CAT, PET)
_Radiation Therapy

Maternity serwces provided by a physrman

Covered 100%
Covered 100%
Covered 100%
Covered 100%

![_'""""" “'f'*“' B e s =

‘BMES___ e . L
Routme Prenatal and Poslnatal Care Visits

C-overe-d 100%

Dehvery and Nursery Care - professional services (see "Hospital Care" Covered 100%

for facility charges)

Page 2 of 5
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Hospital care _

fI_Benefits S ” w—---—-————-—-—--—_-—l
General Nursing Care, Hospital Services and Supplies Covered 100%‘_ :W w_ o :—“: _j_“_:::_—:
ooy ot 00—
Alternatives to hospital care

Benefits I ]
Skilled Mursing Care Covered 100% ST o

Hospice Care

Home Health Care

Surgical services

Beneflts

L|m|ted to 730 30days | per llfetrme e

Surgery mcludes all re]aled surglcal semces and anesthesra

Voluntary Sterrhzatlon of Male Reproductlve Organs - see Preventlve
Servrces for Voluntary Stenlrzatron of Female Reproductrve Organs

Human Organ Transplants (subject fo medrca[ cntena)

Reduotron Mammoplasty (subject to medrcal cntena)

Male Mastectomy (subjeot to medrcal crlterla)

TemporomandlbularJomt Syndrome (subject to medical cntena)

Orthognathlo Surgery (subject lo medrca] cnterra)

Weight Reduction Procedures (subject to medical criteria) - Limited to
one procedure per lifetime

Covered 100% T ;-_‘ ] ”—t;.J
'Covered 100% T ) l
_ L _ o
Covered100% :_ i

5 0% oornsurance

50% cornsurance

i
D T—

50% cornsurance

1
it
[Pepe—

—

0% cornsurance

Covered 100%

H
e ——d

Benefrts

o D T

Inpatrent Mental Health Care

Resrdentral Substance Use Dlsorder

Outpatlent Mental Health Care includes online and telemedicine visits
Note: For diagnostic and therapeutic services, see the Diagnostic
Services section above for applrcab[e cost sharing.

Qutpatient Substance Use Disorder

Covered 100% —

Covered 100%

Covered 100%

Covered 100% _‘ i

Page 3of 5 behsm.com
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Autism spectrum disorders, diagnoses and treatment

senefts . ]

Applied behavioral analysis (ABA) treatment _See your outpat:ent mental 'health care cost share
Note: Pricr to sesking ABA treatment, the member must be evaluated
by an interdisciplinary team including, but not limited to, a physician,
behavioral health specialist, and a speech and language specialist for
the services to be authorized. This interdisciplinary evaluation can be
performed atan approved autism e evaluatton center (AAEC)

Qutpatient physical therapy. speech therapy and occupational therapy $30 copay
for autism spectrum. Unlimited visits for PT/OT/ST with autism
spectrum disorder dmgnosts

Other covered services, |nc|ud1ng mental health services, tor Autlsm See youroutpahent mental health medlcal ofr ice vrsrt and prevenhve
Specirum Disorder benefi.

Other services

rBenefits hmj
Allergy Testing and Therapy Covered 100% i o e ’ﬂ“:__f
Allergy Off oe Visits $30copay - :_T__ T — o __:“:mf:": T
Edlergy Injectlons (__Iovered 1Q0%_ __—-:—___ :_“ I: ::__:—_;::_:"J

L|m|ted lo 30 visits per calendar year

Chiropractic Spinal Mampulatlon when referred $30 copay o ' ]
f
|

Odtpattertt F;ttysical, Speech and Oocupattonal Therapy - subject o $30 copay

meaningful improvement within 60 days One period of treatment for any combination of therapies within 60 ;
consecutive days per medical episode
Infemlrty Counseling and Treatment 50% cainsurance (e;otddee_ rp\rdro fertﬁi_z_ation) __ "_”'-_ ______ ,
Durable Medical Equipment Covered 100% TR - T e _ ~-T-— :—._—_—.__—,
Diabetic Supplies Covered 100% N i T

Note: Certain diabetic supplies are covered through the pharmacy
benefit if you have BCN pharmacy coverage. Applicable prescription
drug oost-shanng will apply.

Prosthetic and Orthotic Appllances Covered 100%
Heanng Aid Not covered

lBenefrts o “MM____—‘:_‘E_ S ----'--——~~*1
Generic Tier $10 copay o !
Preferred Brand Tier $25 copay ] ’ o o 'TMﬁ:r M_' MMI
Nonpreferred Brand Tier $50 copay ) o K T ;
éontrac_eptives Womens Contraceptlyesk éér]eﬁé 100%, Preferred Brand - $25 copay, :
Nonpreferred Brand - $5€] copay .
Drugs fo-rthe Treatment of Sexual Dysfunction Drugs for the Treatment of Sexual [tysfunotion 50% coinsurance T
Mail Order Prescription Drugs Two times the apphcable copay up to a 80 day supply Spec-laty d_ruge ar_e_ ;
not covered through mail order pharmacies. o
Specialty Drug Pharmacy Specialty drugs are covered only when purohased t_h_rol_r-g-t_t_tt;a_BCN e h’\
{

Exclusive Pharmacy Network for Specialty Drugs

Page 4 of 5 behsm.com 000025345322
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Prescription drugs {continued)

Benefts - - ]
Variable Cost Share Coupon Program Your plan includes a prescrlptlon drug discount program for certain

med|canons When a manufacturer-coupon is used through the BCN
discount program, the amount paid after the discount applies toward the.out
of f pocket mammum

Diabetic Supplies Select dlabellc supplles and equment are coverad, appllcable cost shen—ng.1
.wﬂl apply. Cost sharing may not apply to certain preferred giucometers as
def ned on the drug [lst

Prescription Drug Deductible _None

Custom Drug List !The fist of prescnption drugs that have been approved by the us. Food and
Drug Administration and approved by the BCBSM/BCN Pharmacy and
.Therapeuhcs Committee. The list represents the clinical judgment of
Michigan physicians, pharmacists and other experts in the diagnosis and:
freatment of disease and promotion of health. Medications are.selected
based on clinical effectiveness, safety and opportunity for cost savings.
‘Some drugs included in the Custom Drug List require prior authorization
‘and/or step therapy by BCN before they are covered. The drug list may be
‘madified by BCN as needed to remove or add a covered drug or to modify
Ithe requirements for authorizafion of a covered drug. The list may be found
at https:/www.bcbsm.comidruglists

P

For Intemal Purposes Only

Benefits Selected - CLSLGF :

OMHSAF,100MSF, 10255F, 30RPF, 6350MF ASSF ASDF,CO20F, DMESF, DERCWF,EDMP.ER1 00F GLPCCF,MOP20F,ONVOF, OPTHEF, P&OS5F, PDLRF RXVAR SMTI0F,SN730F UR30
F.WRCWRF
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Blue Cross Blue Shield

Community Blue PPO ASC

(Post November 1, 2013 Retirees)




MACOMB COUNTY EMPLOYEES PULL DIV
0070004480056 - 0C1WH
Effective Date: 01/01/2026

This is intended as an easy-lo-read summary and provides only a general overview of your benefits. It is not a contract. Additional limilations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay. For a complete
description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritien. if your group is self-funded, please see
any other plan dacuments your group uses. If there is a discrepancy bstween this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.

Prior authorization for Select Services - Services listed in this BAAG are covered when provided in accordance with Certificate requirements and,
when required, receive prior authorization or approved by BCBSM except in an emergency.

Note: A list of services that require approval before they are provided is available online at bebsm.com/importantinfo. Select Approving covered
services.

Pricing information for various procedures by in-network providers can be obtained by calling the customer service number listed on the back of your
BCBSM ID card and providing the procedure code. Your provider can also provide this information upon request.

Prior authorization for Specialty Pharmaceuticals - BCBSM will pay for FDA-approved specialfy pharmaceuticals that meet BCBSM's medical
policy criteria for treatment of the condition. The prescribing physician must contact BCBSM to request prior authorization of the drugs. If prior
authorization is not sought, BCBSM will deny the claim and all charges will be the member’s responsibility.

Spedialty pharmaceuticals are biotech drugs including high cost infused, injectable, oral and other drugs related to specialty disease categories or
other categories. BCESM determines which specific drugs are payable. This may include medications to treat asthma, rheumatoid arthritis, muitiple
sclerosis, and many other diseases as well as chemotherapy drugs used in the treatment of cancer, but excludes injectable insulin.

Blue Cross provides administrative claims services anly. Your employer or plan spansor is financially responsible for claims.

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $5K A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLVS0ASG;CB-OPMIN
6350 A;CB-OV $40 ASC;CBC 20%-IN ASC;CBC 40%-0N ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35/$70ASC;PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart90;XVA ASC

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.

Services from a provider for which there is no Michigan PPO network and services from an out-of-netwerk provider in a geographic area of Michigan deemed a *low access
area” by BCBSM for that particular provider specialty are covered at the in-network benefit level. If you receive care from a nonparticipating provider, even when referred, you
may be billed for the difference between our approved amount and the provider’s charge.
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Eligibility Information ) _
| Members HEIigibility-Criteria

Dependents e Subscriber's legal spouse
e« Dependent children: related toyou by birth, marriage, legal.
adoption or legal guardianship; eligible for coverage until the end of
. the year in which they tum age 26 }
Sponsored dependents » Dependents of the subscriber related by blood, marriage or legal
adoplion, over age 19 and not eligible as a dependent under the
,  provisions of the subscriber’s confract, provided the dependent
meets all eligibility requirements. The subscriber is responsible for
__Paying the cost of this coverage.

Member's responsibility (deductibles, copays, coinsurance and dollar maximums)

l Benefits ! In-network |0ut—of—network J
Deductible 1$1,500 for one member, $3,000 for one member,

+$3,000 for the family (when two or more | $6,000 for the family (when two
.members are covered under your or more members are covered
contract) each calendar year under your contract) each
. | calendar year
:Note; Deductible may be waived for ) ]
covered services performed in anin- Note; Qut-of-network deductible
tnetwork physician's office and for ¢ amounts also count toward the in-

covered mental health and substance ' network deductible.
yuse disorder services that are equivalent;

"o an office visit and performed in an in-

ynetwork physician's office.

H

Flat-dollar copays h T e 340 copay for office visils and office fe $250l(.:opay f(;r_é'fnergency
1
[

consultations room visils
« $40 copay for chiropractic and
osteopathic manipulative therapy ;
.« $250 copay for emergency raom :
visits '
‘= $40-copay for urgent.care visits .
Coinsurance amounts {percent copays) ¢ 30% of approved amount for private | « 50% of approved amount for
duty nursing care . private duty nursing care
s 20% of approved amount for mental i « 40% of approved amount for
health care and substance use mental health care and
Note: Coinsurance amounts apply once the deductible has been met. disorder treatment substance use disorder
s 20% of approved amount for most Ireatment
other covered services (coinsurance | «  40% of approved amount for
waived for covered services i most other covered services
performed in an in-network i
physician's office)

Annual coinsurance maximums - applies to coinsurance amounts for all  $2,500 for one member, i $5,000 for one member,
covered services - but does not apply to deductibles, flat-dollar copays, | $5,000 for the family (when two or more | $10,000 for the family (when two
private duty nursing care coinsurance amounts and prescription drug cost- members are ¢gvered under your ' or more members are covered
sharing amounts contract) each calendar year | under your contract) each

+ calendar year

. Note: Qut-of-network

: coinsurance amounts also count

. toward the in-netwark
coinsurancge maximum,

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $5K A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLV$0ASC;CB-OPMIN
6350 A;CB-OV $40 ASC;CBC 20%-IN ASC;CBC 40%-ON ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CRS$7/$35/$TOASC;PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASG;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart90;XVA ASC

Blue Cross Blue Shield of Michigan is a nonprefit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. If you receive cars from a nonparticipating provider, even when referred, you
may be billed for the difference between our approved amount and the provider's charge.
Page 2 of 11 000025346174



Beneflts

{

{ In- network [O_ut-of-network

Annual out-of-pocket maximums - applles to deductibles, flat-dollar
copays and coinsurance amounts for all covered services - including cost-
sharing amounts for prescription drugs, if applicable

Lifetime dollar maximum

Preventive care services
F'Beneﬁts

Health maintenance exam - includes chest x-ray, EKG, cholesterol
screening and other select lab procedures

Gynecologlcal exam

Pap smear screening - laboratory and pathology services

Voluntary sterilizalion of female reproductive argans

Prescription contracepllve dewces mcludes insertion and removal of an
intrauterine dewce bya Iu:ensed physician

Contraceptwe injections

Well- baby and Well-chlld wsnts

Adult and chlldhood preventlve services and immunizations as
recommended by the USPSTF, ACIP, HRSA or other sources as
recognized by BCBSM that are in compliance with the provisions of the
Patient Protection and Affordable Care Act

Fecal occult blood screening

" 100% (no deductible or

%6, 350 for one member, $12,700 for one member,
‘$12,700 for the farily (when two or more $25,400 for the family (when two
‘members are covered-'under your or more members are covered
contract) each calendar year under your contract) each

. ' - , calendar year

Note: Qut-of-network cost-

U sharing amounts also count

' toward the in-network out-of-
pocket maximum.

None _
” In-network ' ﬂ()ut-of-network
1100% (no deduchble ar i Not covered
icopay/coinsurance), one per member

per calendar year '

_Note: Additional well-wemen visits may |
‘be a|l0wed hased on medical necessity.

!
"~ 1100% (no deductlble ar '{ Not covered
‘copay/cainsurance), two per member per

calendar year )

'Note: Additional well-women visits may 1
be allowed based on medical necessity. !

U Not covered
copay/coinsurance), cne per member
per calendar year

+100% (no deductible or

copay/coinsurance)

100% (no deductible or

copay/coinsurance)

100% (no deductible or

copay/coinsurance)

+100% (no deductible or

copay/coinsurance)

* Buvisils, birth through 12 months

» B visits, 13 months through 23
months

s B visils, 24 months through 35
months

« 2 visits, 36'months through 47
monihs

s Visits beyond 47 months are limited
to one per member per calendar year
under the health maintenance exam
henefit

100% (no deductible or

.copaylcainsurance)

60% after out-of-network
deductible

' 100% after out-of-network
deductible

" 0% after out-of-network
deductible

Not covered

Not covered

100% (no deductible or
copay/coinsurance), one per member
per ca!endar year

Not covered

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $5K A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLVS0ASC;CB-OPMIN
6350 A;CB-0V $40 ASC;CBC 20%-IN ASC;CBC 40%-ON ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35/$70ASC;PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;5D ASC;Walgrns Smart90;XVA ASC

Blue Crass Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Asscciation,
Services from a provider for which there Is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area" by BCBSM for that particular provider specialty are covered at the in-network benefit level. i you receive care from a nonparticipating provider, even when referred, you
may be billed for the difference between our approved amount and the provider's charge.
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[Beneﬁts I In-network | Out-of-network ]
Flexible sigmoidoscopy exam ,100% (no deductible or Not covered
,copay/coinsurance), one per member
per calendar year |
Prostate specific antigen (PSA) screening 1100% (no deductible ar . | Not covered

copayfcoinsurance), one per member
per calendar year

Routine mammogram and related reading 100% {no deductible or

| copay/coinsurance)

60% after out-of-network
deductible

“Note: Subsequent medically necessary | Note: Qut-of-network readings
‘'mammaograms performed.during the and interpretations are payable
same calendar year are subject to your ! only when the screening
deductible and coinsurance. I mammegram itself is performed
__ | by anin-network provider.

One per member per calendar year

Colonoscopy - routine or medically necessary 100% (no deductible or | 60% after out-of-network
zcopayfcoinsurance) for the first billed deductible
colonoscopy

i '
Note: Subsequent colonoscapies
performed during the same calendar
year are subject fo your deductible and

‘coinsurance.

One per member per calendar year

i
]
+

Physician office services

l Benefits ” In-network " Qut-of-network J
Office visits - must be medically necessary ‘$40 copay per office visit 60% after out-of-network

f deductible

Note: This includes mental health and substance use disorder services !
equivalent to medical office visits..

Online visits - by physician or BCB3M selected vendor must be medically  100% (no deductible or

| S ——

| 60% after out-of-network

necessary copaylcoinsurance) ! deductible
Note: Online visits by a non-BCBSM selected vendor are not covered. Not
all services delivered virtually are considered an online visit, bul may be :
considered telemedicine. Telemedicine services will be subject to the '
applicable cost share associated with the service provided. '
Outpatient and home medical care visits - must be medically necessary 80% after in-network deductible E 60% after out-of-network
, deductible
Office consultations - must be medically necessary _$40 copay per office consultation ' 60% after out-of-network
\ e deductible
Urgent care visits - must be medically necessary $40 capay per urgent care visit i 60% after out-of-network
deductible

Emergency medical care
LBeneﬁts

o __JI ln-net@v_ofk_ )

Hospital emergency rcom

Ambulance services - must be medically necessary

80% after in-network deciuctible

$250 copay per visit (copay waived if
admitted or for an.accidental injury)

HOut-of-rietwork

i $250 copay per visit (copay
. waived if admitted or for an

accidental injury)

\ 80% after in-network deductible

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $5K A;CB-ECMP-ASG;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLVSDASC;CB-OPMIN
6350 A;CB-OV $40 ASC;CBC 20%-IN ASC;CBC 40%-ON ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35/$T0ASC;PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart90;XVA ASC

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Senvices from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area® by BCBSM for that particular provider specialty are covered at the in-network benefit lavel. f you receive care from a nonparticipating provider, even when referred, you
may be billed for the difference between our approved amount and the provider's charge,
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Dlagnostlc services

[ Benefits 7 ” In-netwark llOUt-Of-HEtWOTK J
Laboratory and pathology services :80% after.in-network deductible 60% after out-of-network
l deductible
Diagnostic tests and x-rays '80% after in-network deductible 60% after out-of-network
! deductible
e A —o - , . o
Therapeutrc radiclogy 80% after in-network deductible i 60% after out-of-network
' deductlble

Benefits ” In-network “Out-of—network J
Prenatal care visits |100% {no deductible or 60% after out-of-network
»copay/coinsurance) ! deductible
Postnatal care visit 100% (no deductible or ' 60% after out-of-network
copaylcolnsurance) | deducuble
Delivery and nursery care 80% after in- network deductible 60% after out-of-netwark
deductible

Note: For faclllty ser\nces See "Hospltal Care"

Hospital care

I Benefi ts

Semiprivate room, inpatient physician care, general nursing care, hospital
services and supplies

" |Jinenetwork

80% after in-network deductible

ilOut-of—network

'« B0% after out-of-network
deductible

Unlimited days

Note: Nonemergency services must be rendered In a participating

hospital.
Inpatient consultations 80% after. in-network: deducl|b1e ' 60% after out—of-network
' deductible
Chemotherapy 80% after in-network deductible 60% after out-of-network
] B deducnble
Alternatives to hospital care
| Benefits |} tn-network /| out-of-network |

Skilled nursing care - must be in a participating skilled nursing facility

ABD% after |n-network deductlble i __- -

80% after in-network deductible

Limited to a maximum of 120 days per member per calendar year

Hospice care 100% (no deductible or

copayfcoinsurance)

100% (no deductible or
copayfcoinsurance)

Up to 28 pre-hosplce counsellng visits before electing hospice services;
when elected, four 90-day periods - provided through a participating
hospice program only; limited to dollar maximum that is reviewed and

adjusted periodically (after reaching dollar maximum, member transitions
into individual case management}

80% after |n-netw0rk deductible '()-“n/:afler in-network deductible

Home health care:

+ must be medically necessary

+ must be provided by a participating home health care agency e L
ADM PLANYR JAN;CGB ASC;CE-AMB ASG;CB-ECM-N$2.5KA;CB-ECM-ON $5K A;CB-ECMP- ASG CB ET 5250 ASC;CB-MTC $40 ASC ;CB-OLVS0ASC;CB-OPMIN

6350 A;CB-OV $40 ASC;CBC 20%-IN ASC;GBG 40%-ON ASC;CBD $3K-ON ASG;CBD 1.5K-IN ASC;CBOPMON 12.7K A; CR$'H$35!$70ASC PD-ES80-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart20;XvVA ASC

Blue Crass Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area” by BCBSM for that particular provider specialty are covered at the in-network benefit level. If you receive care frem a nonparticipating provider, even when referred, you
may be billed for the difference between our approved amount and the provider’s charge.
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Benefits __ " Hin-network [Out-of-network

Infusion therapy: "80‘%; after ir;-network deduc!iEJ[e 80% after in-network deductible
«  must be medically necessary
* must be given by a participating Home Infusion Therapy (HIT) :
pravider or in a participating freestanding Ambulatory Infusion Center ;
(AIC)
_+_may use drugs that require prior authorization - consult with your doctor SR L

Surgical services

| Benefits - N ” In-network iIQUt'C!f'HEtWOrk
Surgery - includes related surgical services and medically necessary '80% alter in-network deductible i 60% after out-of-network
facmty services by a partlclpatmg ambulalory surgery f facﬂlty _ | deductible
Presurgical consuitations 100% (no deductible or . 80% after out-of-network
copay/cainsurance) 1 deductible
Voluntary sterlllzatlon of male reproductwe organs 80% after in-network. deductible ! 60% after out-of-network

! deductible

Note: For voluntary sterilizalion of female reproductive organs, see
"Preventive care serwces

—_—— _—_, e e e m—— - a [ J— ——_ - =

Elective Abomon Ser\nces Not covered Not covered

Human organ transplants

[ Benefits {l n-network ![_Out-of-network ]
Specified human argan transplants - must be in a designated facility and 100% (no deductlble ar i 100% (no deductible or
coordinated through the BCBSM Human Organ Transplant Program (1- copay/coinsurance) copay/coinsurance) - in
800-242-3504} designated facilities only
Bone marrow transplants - musl be coordinated through the BCBSM 80% after in-network deductible 60% after out-of-network
Human Organ Transplant Program (1 800-242 3504) deductlble
Specified oncology clinical tnals 80% after in-network deduclible 0% after out-of f-network

, " deductible
Note: BCBSM covers clinical trials in comphance with PPACA.
Kidney, cornea and skin transplants 80% after in-netwark deductible 60% aﬂer out—of network
deductible

Behavioral Health Services (Mental Health and Substance Use Disorder)

Note: Some mental health and substance use disorder services are considered by BCBSM to be equivalent to an office visit or medical online visit.
When a mental health or substance use disorder service is considered by BCBSM ta be equivalent to an ofiice visit or medical online visit, we will
process the claim under your Physician Office Services.

| Benefits !l In-network H Out-of-network !
Inpatient mental health care and inpatient substance use disorder 80% after ln-network deductlble ' 60% after out-of-network
treatment ) deductible

Note: Facility services are covered i in partlmpatmg facilities only. Unlimited days

Residential psychialric treatment facnhty. 80% after in- nelwork deductlble 60% after out-of-network
= covered mental health services must be performed in a residential deductible
psychiatric treatment facility
« treaiment requires pricr authorization
*_ subject fo medical criterta

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $5K A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLVE0ASC;CB-OPMIN
6350 A;CB-OV $40 ASC;CBC 20%-IN ASC;CBC 40%-ON ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASG;CBOPMON 12.7K A;CRS$7/$35/$T0ASC, PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart90;XVA ASC

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geegraphic area of Michigan deemed a “low access
area” by BCBSM for that particular provider specialty are covered at the in-network benefit level. If you receive care from a nonparticipating provider, even when referred, you
may be billed for the difference between our approved amount and the provider's charge.
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Benefits ] In-network

ﬁ Out-of-network
. .

Qutpatient mental heaith care: {

« Facility and clinic ' B0% after in-network deductible i 80% after in-network deductible
)

Note: Facility services are covered in paricipaling facilities only.

* Online visits - for services equivalent to a medical online visit $40 copay per-online visit 50% after out-of-network
deductible
___Note: Online visits by a non-BCBSM selected vendor are not covered. | R ]
*+ Physician's office 80% after in-network deductible 1 60% after out-of-network

1 deductible

Note: For services equivalent to a medica! office visit. See "Physician .
Office Services".

Outpatient substance use disorder treatment - in approved facﬂltles only  80% after-in-network deductible ! 80% after out-of-network
! deductible (in-network cost-
[ sharing will apply if there is no

! PPO network)
Autism spectrum disorders, diagnoses and treatment
| Benefits | In-network |Qut-of-network {
Applied behavior analysis (ABA) treatment - subject to prior authorization $40 copay per off' ice VISIl ? 60% after out-of-nefwork
: deductible
Note: Prior to seeking ABA treatment, the member must be evaluated by  Note: Services rendered by an
an interdisciplinary team including, but not limited to, a physician, ' approved licensed behavior
behavicral health specialist, and a speech and language specialist for the , analyst (LBA) will apply the in-
services to be authorized. This interdisciplinary evaluation can be ' network cost-sharing.
performed at an approved autism evaluatlon center (AAEC)
it il aiathianitbiid A - , . e e
Qutpatient physrcal therapy, speech therapy and occupatronal therapy for 80% after in-network deductible ' B0% after out-of-network
aulism spectrum disorder L deductible
Physical, speech and occupational therapy with an autism diagnosis is
unlimited
Other covered services, mcludlng nutrmonal counselmg and menlal health 80% after m—network deductlble 80% after out-of-network
services, for autlsm spectrum dlsorder ' deductible
Other covered services
| Benefits - ’ In network ':Out-of-network- |
Qutpatient Diabetes Management Program (ODMP) + 80% after in-network deductible for 60% after out-of-network
diabetes medical supplies deductible
+ 100% (no deductible or
Note: Screening services required under the provistons of PPACA are copay/coinsurance) for diabeles self- |
covered at 100% of approved amount with no in-network cost-sharing management training X
when rendered by an in-network provider. |
Note: When you purchase your diabetic supplies via mail order you will
lower your out—of pocket cosls
Allergy teshng and lherapy 100% (no deductible or 60% aﬂer out-of- network
copay/coinsurance) deductible
Chiropractic spmal manipulation and osteopalhlc mampulatlve therapy $40 copay per visit ' 60% after out-of-network
deductible

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $5K A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLV$0ASC;CB-OPMIN
6350 A;CB-OV $40 ASC;CBC 20%-IN ASC;CBC 40%-0N ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35/$70ASC;PD-ES80-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart90;XVA ASC

Blue Cross Blue Shield of Michigan s a nonprefit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area” by BCBSM for that particular provider specialty are covered at the In-network benefit level. if you receive care from a nonparticipating provider, even when referred, you
may be billed for the difference between our approved amount and the provider's charge.
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Benefits JI In-network Out-of-network

Qutpatient physical, speech and occupational therapy - provided for 180% after in-network deductible ; 60% after out-of-network
rehabilitation ! deductible

Note: Services at

, -nonparticipating outpatient

i physical therapy facilities are not

. tcovered.
Limited to a combined 60-visit maximum per member per calendar year
Durable medical equipment 180% after in-network deductible i 80% after in-network deductible

Note: DME items required under the preventive benefit provisions of
PPACA are covered at 100% of approved amount with no in-network cost-
sharing when rendered by an in-netwark provider. For a list of preventive
DME items that PPACA requires to be covered at 100%, call BCBSM.

Prosthetic and orthotic appliances -80% after in-network deductible 80% after in-network deductible

Private duty nursing care 170% after In-network deductible | 50% after out-of-networl
} deductible

ADM PLANYR JAN;CB ASG;CB-AMB ASG;CB-ECM-IN$2.5KA;CB-ECM-ON $5K A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLV$0ASC;CB-OPMIN
6350 A;CB-0OV $40 ASC;CBC 20%-IN ASC;CBC 40%-ON ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35/$70ASC;PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart90;XVA ASC

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-cf-network provider in a geographic area of Michigan deemed a "low access
area® by BCBSM for that particutar provider specialty are covered at the in-network benefit level. if you receive care from a nonparticipating provider, even when referred, you
may be billed for the difference between our approved amount and the provider's charge.
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Preferred Rx Program ASC

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

Prescription Drug Discount Program - Prescription drug manufacturers provide coupon pragrams for certain medications. Your benefit plan
requires you to take advantage of BCBSM-approved coupon programs for select medications. This benefit may lower the cost-sharing typically
required for these drugs. Your out-of-pocket expense will be no more than your benefit cost-sharing. When a manufacturer coupon is used, only the
amount you paid for the prescription will apply towards your annual out-of-pocket maximum.

NOTE: Adjustments may be required to accurately reflect your annual out-of-pocket maximum to reflect your true out-of-pocket cost.
This program may be discontinued at any time if it is no longer supported by the vendaor.

Specialty Pharmaceutical Drugs - The preferred pharmacy for specially drugs is Walgreens Specialty Pharmacy. Specialty drugs are covered
onky when dispensed through the Walgreens Specialty Pharmacy or any in-network participating pharmacy.

A list of specialty drugs is available on our website at bcbsm.com/pharmacy. Click What are specialty drugs, then click Specialty Drug Program Rx
Benefit Member Guide. The guide is updated monthly.

If you have additional questions, you can call Walgreens Specialty Pharmacy customer service at 1-866-515-1355.

We will not pay for more than a 30-day supply of a covered prescription drug that Blue Cross defines as a "specialty pharmaceutical”. We may make
exceptions if a member requires more than a 30-day supply. Blue Cross reserves the right to limit the quantity of select speciaity drugs to no more
than a 15-day supply for each fill. Your copay or coinsurance will be reduced by one-half for each fill once applicable deductibles have been met.

Select Controlled Substance Drugs - BCBSM will limit the initial fill of select controlled substances to a 5-day supply. Additional fills for these
medications will be limited to no more than a 30-day supply. The confrolled substances affected by this prescription drug requirement are available
anline at bchsm.com/pharmacy.

Member's responsibility (copays and coinsurance amounts)

Note: Your prescription drug copays and coinsurance amounts, including mail order copay and coinsurance amounts, are subject to the same annual
out-of-pocket maximum required under your medical coverage. The following prescription drug expenses will not apply to your annual out-of-pocket
maximum.

* any difference between the Maximum Allowable Cost and BCBSM's approved amount for a covered brand-name drug

« the 25% member liability for covered drugs obtained from an out-of-network pharmacy

Benefits I In-network pharmacy HPUt'Of'HEtWOI'k pharmacy I
— 4l . = b Rr— T ke e
Generic or select prescribed over-the-counter drugs i You pay $7 copay ' You pay $7 copay plus an additional 25% of
| + BCBSM approved amount for the drug

—— PUNU b e DT TR

Preferred brand-name drugs !You pay $35 copay ! You pay $35 copay plus an additional 25% of
i ; ) | BCBSM approved amount for the drug _

Nonpreferred brand-name drugs ',You pay $70 copay i You pay $70 copay plus an additional 25% of

BCBSM approved amount for the drug

Note: Over-the-counter {OTC) drugs are drugs that do not require a preseription under federal law. They are identified by BCBSM as select
prescription drugs. A prescription for the select OTC drug is required from the member's physician. In some cases, over-the-caunter drugs may need
to be tried before BCBSM will approve use of other drugs.

Covered services

[Beneﬁts N !l In-network pharmacy H Out-of-network pharmacy I
FDA-approved drugs 100% of 'appfov'ed amount less blz;h 7 75% of approved amount less plan
qp_pqy{cgirlg_uyance _* copayfcoinsurance
Prescribed over-the-counter drugs - when covered by .100% of-approved amount less plan ' 75% of approved amount less plan
BCBSM copaylgoir]surance ' capaylcainsurance

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $5K A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLV$0ASC:CB-OPMIN
6350 A;CB-OV $40 ASC;CBC 20%-IN ASC;CBC 40%-ON ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35/$70ASC;PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-] CC-WL;SD ASC;Walgrns Smarta0;XVA ASC
Blue Cross Blue Shield of Michigan Is a nonprofit corperation and independent licensee of the Blue Cross and Blue Shield Asscclation.
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IEenefits ]Lln-network pharmacy J[Out-of-network pharmacy N 1

State-controlled drugs 100% of approved amount less plan " 75% of approved amount less plan
copayfcomsurance . L copay/coinsurance
FDA approved generic and select brand-name 100% of approved amount | 75% of approved amount

prescription preventive drugs, supplements and vitamins,
as reqwred by PPACA

O S R e

Other FDA approv_ed_ b_ra-nd—name prescrrptl_o_n- p_rezn-uTe-qOa‘/;-of—ap_p—ro;edamounl less plan , 75% of approved amount less plan
drugs. supplements and vitamins as required by PPACA rcopa_ylc_:o_l_neuran_ce o - A capay/coinsurance
Adult and chlldhood select preventive rmmunrzahons as  100% of approved amount : 75% of approved amount

recommended by the USPSTF, ACIP, HRSA or other ,
sources as recognized by BCBSM that are in compliance
with the provisians of the Palient Protection and

Affordable Care Act

FDA-approved generlc and se[ect brand-name 100% of approved amounl " 75% of approved amount
prescription contraceptive medication (non-self- :
administered drugs are not covered) !

—— e e e ———— et et Tl

Other FDA-approved brand-name prescription 100% of approved amounl less plan - 75% of approved amount less plan

contraceptive medication (non-self-administered drugs are \copay/coinsurance | copay/coinsurance

not oovered) N

Dlsposable needles and synnges when dlspensed wrth 100% of approved amouni less plan - 75% of approved amount less plan

insulin or other covered injectable legend drugs copayfcoinsurance for the insulin or ; copaylcomsurance for the insulin or other covered
other covered injectable legend drug ! injectable legend drug

Note: Needles and syrmges have no copaylcomsurance 8 i

on e o mmmma e et

Select diabetic supplles and devrces (test strips, lancets 100% of approved amount less plan T 75% of approved amount less plan
and glucometers) copayfcoinsurance [ copay/coinsurance

For a list of diabetic supplies available under the
pharmacy benefit refer to your BCBSM drug list at
BCBSM.com/pharmacy.

Note: Qver-the-counter (OTC} drugs are drugs that do not require a prescription under federal law. They are identified by BCBSM as select
prescription drugs. A prescription for the select OTC drug Is required from the member's physician. In some cases, over-the-counter drugs may need
to be tried befare BCBSM will approve use of other drugs.

Features of your prescription drug plan

Prefemred Drug List { A regularly updated list with medications approved by the U.S. Food and Drug Administration and reviewed by our |
“Pharmacy and Therapeutics. Cammitiee. The Preferred Drug Listincludes medications that have been selectéd for |
their clinical effectiveness, safety.and maximized savings.. The drug list maintaing affordable medication access |
‘and promotes the use of lower-cost allernatives for members.

‘e Generic drug tier - This tier includes generic drugs made with the same active ingredients, available in the
+ same strengths and dosage forms, and administered in the same way as equivalent brand-name drugs. They
also-require the lowest copay/coinsurance; making them the most cost-effective option for the treatment. ]
i Preferred brand-name drug tier - This tier includes non-specialty preferred brand-name drugs. These drugs !
are more expensive then generic and:members pay more for them. !
r‘- Nonpreferred brand-name drug tier - This tier includes:non-speciality brand:name drugs for-which there's ;
either a generic alternative cr a more cost-effective preferred brand-name drug available. Members pay more |
. for these nonpreferred brand-name drugs.

ADM PLANYR JAN;CB ASG;CB-AMB ASC;CB-ECM-INS2.5KA;CB-ECM-ON $5K A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC:CB-OLVS0ASC;CB-OPMIN
6350 A;CB-0V $40 ASC;CBC 20%-IN ASC;CBC 40%-ON ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/535/$70ASC;PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart90;XVA ASC
Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.

Page 10 of 11 000025346174



Features of your prescription drug plan 7

Mandatory pricr authorization

medications before prescribing a more expensive brand-name drug. It applies only to prescriptions being filled for
the first time of a targeted medication.

Before filling your initial prescription for select, high-cost, brand-name drugs, the pharmacy will contact your
‘physician.fo suggest a generic alternative. A list of select brand-name drugs targeted for the preferred therapy
.program is available at bcbsim.com/pharmacy, along with the preferred medications.

{If our records indicate you have already tried the preferred medication(s), we will authorize the prescription, [f we
{have no record of you trying the preferred medication(s), you may be llable for the entire cost of the brand-name
idrug unless you first try the preferred medication(s) or your physician obtains prior authorization from BCBSM.
:These provisions affect all targeted brand-name drugs, whether they are dispensed by a retail pharmacy or
'through a mail arder provider,

Quantity limits

To stay consistent with FDA approved labeling for drugs, some medications may have quantity limits.

Prior authorization/step therapy

A process thal requires a physician to oblain approval from BCBSM before select prescription drugs (drugs
identified by BCBSM as requiring prior authorization) will be covered. Step Therapy, an initial step in the "Prior
Authorization” pracess, applies criteria to select drugs to-determine if a less costly prescriptian drug may be used
for the same drug therapy. Some-over-the-counter medications-may be covered under step therapy guidelines.
This also applies to mail order drugs. Claims that do not meet Step Therapy criteria-require prior authorization.
Details about which drugs require prior authorization or step therapy are available online site at
bcbsm.com/pharmacy.

Maximum allowahle cost drugs

'When you receive a generic maximum allowable cost (MAC) drug from an in-network pharmacy, you pay your cost
!'sharing as noted in your coverage,

Select brand-name drugs will apply the generic cost share amount found in your cost-share rider. To determine
your cost share tier please refer to our website: www.bchsm.com/pharmacy.

Saver20 Program

-OptumRx mail order pharmacy. If meémbers do NOT obtain those medications fram a Walgreens retail or OptumRx
mail order pharmacy after their-second refill, the member will be required to pay the. full approved amount.

The member's copay is two times the-amount of their 30-day supply copay.

A py_abbroaéh h éhcouragjés ph}_,vsicians-ib— prescribe generic, generic alternative ar over-the-counter :

¢
Saver90 requires members who use maintenance medications to obtain a-80-day supply from a Walgreens retail'uri

!
!

ADM PLANYR JAN;CB ASG;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $5K A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLVSBASC;CB-OPMIN
6350 A;CB-OV $40 ASC;CBC 20%-IN ASC;CBC 40%-ON ASC;CBD $3K-ON ASC;CBED 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35/$70ASC;PD-ES90-2x ASC;PD-

PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart30;XVA ASC

Blue Cross Blue Shield of Michigan is a nonprofit corporaticn and independent licensee of the Blue Cross and Blue Shield Asscclation.
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Health Alliance Plan

(Post November 1, 2013 Retirees)




Ainistered by Alliance Heathy
and Lifz Insurance Company

i
PlanTAtrGutes

Health Alliance Plan of Michigan

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

Summary of Benefits
AS000096 f XR002356 / XW000712

Summary Self-Funded HMO
AS000096 / XR002356 / XW000712

Office Visit/ Physical Exam / Well Baby

Benefit Pericd Calendar Year
Annual Deductible 30 Individual; $0 Family N/A
Coinsurance 0% NIA,
1Annual Coinsurance Maximum N/A N/A
These values do not accumulate: Premiun_'ls.
[Annual Out-of-Packet Maximum $6,600 Individual; $13,200 Family N/A batance-bllled charges, and health care this pian

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

Oltpatient Surgical Services
Quipatient Surgery

Exam Covered N/A

g::‘a‘}sgsLaboratory and Radiclogy Covered NIA

Pap Smear, Mammaogram, Tubal Ligation Covered NIA

Immunizations Covered NIA

Outpatient- & Physician'Services

Primary Care Office Visit $20 Copay N/A

Telehealth Visit $20 Copay NIA Thro.ugh cur contracted telehiealth services
provider.

Specialist Office Visit $30 Copay N/A

Routine Audialogy Exam Covered N/A 32&2??3222&%25%;2?25'{” non-routine

Routine Eye Exam Covered NIA agﬁsesx:;nszzg:iﬁgtegfggﬁéifur non-routine

Chiropractic Services Not Covered NiA

Allergy Treatment Covered N/A

Allergy Injections Covered N/A

Laboratory & Pathology Covered N/A Some services require preauthorization.

Imaging MRI, CT & PET Scans Covered N/A Services require preauthorization.

Radiology (X-ray) Covered NIA, Some services require preauthorization.

Radiation Therapy & Chemotherapy Covered NIA

Dialysis Covered N/A

Outpatient Medical Drugs Covered N/A

|Ambutatory Surgical Center

Professional Surgical and Related
Sendces

Emergency/Urgent Care
Urgent Care

$30 Copay

[Emersency Room Care

$150 Copay

Copay will be waived if admitted

Emergency Medical Transportation

Inpatiznt Hospital

Emergency transport only.

Facillty Fee NIA

Physician Services, Surgery, Therapy, j
Laboratory, Radiclogy, Hospital Services Covered NiA

|and Supplies

IBarialric Surgery and Related Services $1,000 Copay NIA One procedure per lifetime
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‘ Maternity, Services

Phatmacy, (AHiliated!pharmacy, providars

Preferred Generic Drugs

Prenatal Office Visits Covered NIA Covered under Preventive Services
Postnatal Office Visits $30 Copay N/A
Labor Defivery and Newbom Care See Inpatient Hospital Services . NA
Inpatient Services See Inpatient Hospital Services NIA
Outpatient Services $20 Copay NIA
Other Sorvices) e . W . _ . i
Does notinclude Rehabilitation Services.
Home Health Care Covered NIA Unlimited.
Hospice Care Covered N/A Up to 210 days per lifetime.
Covered for authorized services Up to 730 days.
Skilled Nursing Care Coverad NIA Maximum benefit renews after 80 days of
\nonconfinement.
g?tlt?:tlke:sMedical Equipment; Prosthetics & Covered N/A Covered for approved equipment only.
Rehabilitation Services: Physical, Covered NIA May be rendered at home. Up to 60 combined
QOccupational, and Speech Therapy visits per benefit petiod.
Habiltation Senvices: Physical Limited to services asscociated with the treatment
; . ! Covered N/A of Autism Spectrum Disorders through age 18.
Occupational, and Speech Therapy Covered for authorized services only.
Limited to services associated with the treatment
Applied Behavioral Analysis $20 Ccpay NiA of Autism Spectrum Disorders through age 18.
Covered for authorized services only.
[Voluntary Sterilizations See Qutpatient Surgical Services N/A Limited to vasectemy.
) Services for diagnosis, counsefing, and treatment
Infertility Services Covered NIA of bodily disorders causing infertility. Covered for
authorized services only.
|Assisted Reproductive Technolegies Caovered NIA Cne attempt per lifeime.
Temparcmandibular Joint Disorder Caovered NIA Coverage for non-invasive freatments only.

$15 Copay 0 day supply, $30 Copay 90 day suppl

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

Non-Preferred Generic Drugs

$15 Copay 30 day supply, 530 Copay 90 day supply

be filled at our designated mail order pharmacy.

Preferred Brand Drugs

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

COther exclusions & limitatons may apply.

Non-Preferred Brand Drugs

$50 Copay 30 day supply, $100 Copay 80 day supply

Certain specialty drugs may be approved for 60

Preferred Specialty Drugs

$50 Copay 30 day supply at specialty phammacy only

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

Non-Preferred Specialty Drugs

$50 Copay 30 day supply at speciaity pharmacy only

shown for specialty drugs, you will pay two times
that amount for up to 60 days, three times that
amount for up to 90 days.

Template Rev 01/2020

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

HMO Benefit Guide will govern.

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

or denial of benefits.

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

Alliance Plan.
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O DELTA DENTAL

Delta Dental PPO™ (Point-of-Service}
Summary of Dental Plan Benefits
For Group #7346-0001, 0003, 0009, 0015, 0052, 0100, 0102, 1000, 1001, 1002
Macomb County

This Summary of Dental Plan Benefits should be read along with your Certificate. Your Certificate provides additional information
about your Delta Dental plan, including information about plan exclusions and limitations. If a statement in this Summary conflicts
with a statement in the Certificate, the statement in this Summary applies to you and you should ignore the conflicting statement in
the Certificate. The percentages below are applied to Delta Dental's allowance for each service and it may vary due to the Dentist's

network participation.*
Control Plan — Delta Dental of Michigan
Benefit Year — January 1 through December 31

Covered Services —

Délta Dental PRO™ Delta Dental Nonparticipating
~ Dentist - Prémier® Dentist Dentist
“Plan Pays = . Plan Pays Plan Pays*
Diagnostic & Preventive
Diagr_wstic and Preven'tive.Services — exams, cleanings, N 100'% T ' 100% 100%
fluoride, and space maintainers . o
Palliative Treatment — to temporarily relieve pain 100% B 100% 100%
Radiographs — X-rays .. 1o0% . . 100% 100%
Basic Services
Minor Restorative Services — fillings and crown repair 80% 75% 75%
Endodontic Services — root canals o 80% 75% 75%
Periodontic Services — to treat gum disease 80% 75% 75%
Oral Surgery Services — extractions and dental surgery 80% 75% 75%
Major Restorative Services — crowns - 80%, 75% 75%
Other Basic Services — misc. services ) 80% 75% 75%
Relines and Repairs — to prosthetic appliances . BO0% . . 75%. . 75%
Major Services
Prosthodont!c Services — bridges, implants, dentures, and 50% 50% 50%
crowns over implants

* When you receive services from a Nonparticipating Dentist, the percentages in this column indicate the portion of Delta Dental's
Nonparticipating Dentist Fee that will be paid for those services. This amount may be |ess than what the Dentist charges and you are
responsible for that difference.

» Oral exams (including evaluations by a specialist) are payable twice in any period of 12 consecutive months.

¥ Prophylaxes (cleanings) are payable twice in any period of 12 consecutive months.

> People with specific at-risk health conditions may be eligible for additional prophylaxes {cleanings) or fluoride treatment. The
patient should talk with his or her Dentist about treatment.

» Fluoride treatments are payable twice in any pericd of 12 consecutive months for people age 18 and under.

» Bitewing X-rays are payable once in any period of 12 consecutive months and full mouth X-rays {(which include bitewing X-rays)
or a panorex are payable once in any five-year period.

» Sealants are not a Covered Service.

» Composite resin (white) restorations are optional treatment on posterior teeth.

¥» Porcelain and resin facings on crowns are optional treatment on posterior teeth.

» Implants are payable once per tooth in any five-year period. Implant related services are Covered Services.

» Crowns over implants are payable once per tooth in any five-year period. Services related to crowns over implants are Covered

Services.

Having Delta Dental coverage makes it easy for you to get dental care almost everywhere in the warld! You can now receive expert
dental care when you are outside of the United States through our Passport Dental program. This program gives you access to a

D-201-Delta-PPOSUM-0725-M! KR#90391047




worldwide network of Dentists and dental clinics. English-speaking operators are available around the clock to answer questions and
help you schedule care. For more information, check'our website or contact your benefits representative to get a copy of our
Passport Dental information sheet,

Maximum Payment — $1,000 per Member total per Benefit Year on all services,
Deductible — None.

Waiting Period - Enrollees who are eligible for Benefits are covered on the first day of the month following 30 days of continuaus
employment and on retirement date (0015, 1000, 1001).

Eligible People — All designated employees and retirees of Macomb County as determined by Macomb County.

Also eligible are your Spouse and your Children to the end of the month in which they turn 26, including your Children who are
married, who na longer live with you, who are not your dependents for Federal income tax purposes, and/or who are not
permanently disabled.

Coordination of Benefits — If you and your Spouse are hoth eligible to enroll in This Plan as Enrollees, you may be enrolled as both
an Enrollee on your own application and as a Dependent on your Spouse’s application. Your Dependent Children may be enrolled on
hoth your and your Spouse's applications as well. Deita Dental will coordinate Benefits between your coverage and your Spouse's
coverage.

Benefits will cease as determined by Macomb County.

Customer Service Toll-Free Number: 800-524-0149 (TTY users call 711)
https://www.DeltaDentalMl.com
Daocument Creation Date: October 24, 2025
D-201-Delta-PPOSUM-0725-MI KR#90391047






a) Macomb County (M) svp00 1EETH
dencctp SCHEDULE OF BENEFITS AND FIXED CO-PAYS dencap.com
DEMNTAL PLANS
~— 7 7 ANNUAL MAXIMUMS {for éach member)” "~~~ $4,500] i K “"OFFICE VISIT CO-PAY CoTTT
Primary Care $3,500] |9430 Office Visit {for observation) $10
Specialty Care $1,000] }9999 Office Visit (regular hours) $10
code description co-pay code description co-pay
DIAGNOSTIC (Class | - Preventive) RESTORATIVE (Class Il - Basic)
0120 Periodic Oral Evaluation $0 2140 Amalgam Filing - one surface $22
0140 Limited Oral Evaluation - problem focused $0 2150 Amalgam Filling - two surfaces $33
0150 Comprehensive Cral Evaluation $0 2160 Amalgam Filiing - three surfaces $44
0431 Prediagnostic Test $0 2161 Amalgam Filling - four or more surfaces " $56
1110 Prophylaxis/Routine Cleaning - adult $0 2330 Composite Filling - one surface, anterior $28
1120 Prophylaxis/Routine Cleaning - child 50 233 Composite Filling - two surfaces, anterior $37
9995 Teledentistry - synchronous; billed with exam $30 2332 Camposite Filling - three surfaces, anterior $48
9996 Teledentistry - asynchronous; billed with exam $30 2335 Composite Filling - four surfaces, anteriorfincisal angle $67
PREVENTIVE (Class | - Preventive) 2391 Composite Filling - one surface, posterior $49
1206 Topical Application of Fluoride - vamish $0 2392 Composite Filling - two surfaces, posterior $58
1208 Topical Application of Fluoride - excluding vamish $0 2393 Composite Filling - three suifaces, posterior $69
1330 Oral Hygiene Instructions $0 2394 Composite Filling - four surfaces, posterior $7¢9
RADIOGRAPHS (Class | - Preventive) PROSTHETIC REPAIR (Class [i - Basic)
0210 Intraoral - complete series $0 2910 Re-cement Partial Coverage Restoration $25
0220 Periapical - first radiographic image $0 2915 Re-cement Indirectly Fabricated or Prefab Post and Core $25
0230 Periapical - each additional radiographic image $0 2920 Re-cement or Re-bond crown $25
0240 [ntraoral - occlusal radiographic image $0 5410 Adjustment to Complete Denture - upper $32
0270 Bitewing - single radiographic image $0 5411 Adjustment to Complete Denture - lower $32
0272 Bitewings - two radiographic images 30 5421 Adjustment to Partial Denture - upper $32
0273 Bitewings - three radiographic images 30 5422 Adjustment to Partial Denture - lower $32
0274 Bitewings - four radiographic images $0 5511 Repair to Broken Complete Denture Base - lower $50
0330 Panoramic Radiographic Image $0 5512 Repair to Broken Complete Denture Base - upper $49
ADJUNCTIVE SERVICES (Class Il - Basic) 5520 Replace Missing/Broken Teeth - deriture, per tooth $35
0470 Diagnostic Casts (each) $18 5611 Repair Resin Partial Denture Base - lower $48
1351 Sealant - per tooth $0 5612 Repair Resin Partial Denture Base - upper $49
1353 Repair to Sealant - per tooth 30 5621 Repair Cast Parial Framawork - lower $90
1510 Fixed Space Maintainer - unilateral per quadrant $0 5622 Repair Cast Partial Framewark - upper $90
1516 Fixed Space Maintainer - bilateral, upper $0 5630 Repair or Replace Broken Clasp - per tooth $90
1517 Fixed Space Maintainer - bilateral, lower $0 5640 Replace Missing/Broken Teeth - pattial, per tooth $32
1520 Removatle Space Maintainer ~ unilateral per quadrant $0 5650 Add Tooth to Existing Partial Denture $53
1526 Removable Space Maintainer - bilateral, upper $0 5660 Add Clasp to Existing Partial Denture - per tooth $116
1527 Removable Space Maintainer - bilateral, lower $0 5730 Reline Complate Upper Denture - in office $90
1551 Re-cement or Re-bond Bilateral Space Maintainer - upper $25 5731 Reline Complete Lower Denture - in office $90
1552 Re-cement or Re-bond Bilateral Space Maintainer - lower $25 5740 Reline Partial Upper Denture - in office $91
1553 Re-cement or Re-bond Unilateral Space Maintainer - per $25 5741 Reline Partial Lower Denture - in office . 392
quadrant 5750 Reline Complete Upper Denture - lab $1386
2840 Protective Restoration (sedative filling) $22 5751 Reline Complete Lower Denture - lab $136
9110 Palliative (Emergency) Treatment - minor procedure $21 5760 Reline Partial Upper Denture - lab $135
9215 Local Angsthesia 30 5761 Reline Partial Lower Denture - lab $135
9230 Inhalation of Nitrous Oxide $21 6330 Re-cement or Re-band Fixed Partial Denture $27
9239 1V Moderate (Conscious) Sedation/Analgesia - 50% ENDODONTICS (Class |ll - Major)
first 15 minute increment 3110  Pulp Cap - direct $22
9243 IV Moderate (Conscious) Sedation/Analgesia - 50% 3120 Pulp Cap - indirect $22
each subsequent 15 minute increment 3220 Therapeutic Pulpotomy $110
9310 Consultation (second opinion) $45 3310 Root Canal Therapy - anterior tooth $325
9910 Application of Desensitizing Medicament $22 3320 Raoot Canal Therapy - premolar tooth $350
9930 Treatment of Complications, Post-Surgical - unusual $16 3330 Root Canal Therapy - molar tooth $400
9944 Hard Occlusal Guard (night guard) - full arch $137 3346 Retreat of Previous Root Canal Therapy - anterior tooth $400
9945 Soft Occlusal Guard (night guard) - full arch $137 3347 Retreat of Previous Root Canal Therapy - premolar tooth $500
9946 Hard Occlusal Guard (right guard) - partial arch $137 3348 Retreat of Previous Roat Canal Therapy - molar tooth $550
9951 Occlusal Adjustment - limited $53 3410 Apicoectomy Surgery - anterior tacth $169
B o R SPECIALTY CARE T 3421 Apicoectomy Surgery - premolar tooth, first root $168
- Endodontics - Oral Surgery - Periodontics - Pedodontics - 3425 Apicoectomy Surgery - molar tooth, first root $169
Approved refemal from DENCAP is required 3426 Apicoectomy Surgery - each additional root $85
3420 Retrograde Filling - per root $55
DENCARP pays 50% of our specialist's fees up to the Spedialty Care Annual ~ 7 LAB'WORK AND.PRECIOUS METALS
Maximum for covered services; you are responsible for the remaining Additional charges may apply for [ab work and precious metals
balance. for procedures involving crowns, bridges, prosthadontics, space
maintainers, appﬁancés and any repairs to such items.
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s)

Macomb County (M)

313-972-1400
888-98-TEETH

dencap SCHEDULE OF BENEFITS AND FIXED CO-PAYS dencap.com
DENTAL PLANS
code description co-pay code description co-pay
PROSTHODONTICS (Class [Il - Major) CROWNS {Class Ill - Major)
5110 Complete Upper Denture $500 2390 Crown - resin-based composite, anterior $134
5120 Complete Lower Denture $500. 2542 Onlay - metallic, two surfaces §407
5130 lmmediate Upper Denture $550 2543 Onlay - metallic.-three surfaces $405
5140 Immediate Lower Denture $550 2544 Onlay - metaliic, four surfaces 3417
§211 Upper Partial Denture - resin base 3550 2642 Onlay - porcelain/ceramic, two surfaces 3417
5212 Lower Partial Denture - resin base $550 2643 Onlay - porcelainfcerarnic, three surfaces $400
5213 Upper Partia) Denture - cast metal framework with resin $600 2644 Onlay - parcelain/ceramic, four surfaces $414
base, including clasps, rests, and teeth 2662 Onlay - resin-based composite, two surfaces $397
5214 Lower Partial Denfure - cast metal framework with resin $600 2663 Onlay - resin-based composite, three surfaces $401
base, including clasps, rests and teeth 2664 Onlay - resin-based composite, four surfaces $403
5225 Upper Partial Denture - flexible base, including any clasps, $600 2740 Crown - porcelainfceramic $507
rests and teeth 2750 Crown - porcelain fused to high noble metal $477
5226 Lower Partial Denture - flexible base, including any clasps, $600 2751 Crown - porcelain fused to predominantly base metal $343
rests and teeth 2752 Crown - porcelain fused to noble metal $362
5820 Interim Partial Denture - upper $375 2780 Crown - 3/4 cast high noble metal $346
5821 Interim Partial Denture - lower $375 2781 Crown - 3/4 cast predominantly base metal $352
5850 Tissue Conditioning - upper $42 2782 Crown - 3/4 cast noble metal $408
5851 Tissue Conditioning - lower 42 2783 Crown - 3/4 porcelain/ceramic $497
6010 Endosteal Implant in Conjunction with Denture $1,142 2790 Crown - full cast high noble metal $399
6012 Endosteal Implant in Conjunction with Denture $988 2791 Crown - full cast predominantly base metal $325
6210 Pontic - cast high noble metal $470 2792 Crown - full cast noble metal $352
6211 Pantic - cast predominantly base méltal $334 2783  Crown-intérim $134
6212 Pantic - cast noble metal $358 2930 Crown - prefabricated stainless steel, primary tooth $79
6240 Pontic - porcelain fused to high noble metal $431 2911 Crown - prefabricated stainless steel, permanent tooth $79
6241 Pontic - porcelain fused to predominantly base metal $312 2932 Crown - prefabricated resin $84
6242 Pontic - porcelain fused to noble metal $326 2933 Crown - prefabricated stainless steel with window $80
6245 Pontic - porcelain/ceramic 5478 2950 Core Buildup - including any pins $79
6740 Retainer Crown - porcelainfceramic $536 2952  Post and Care in Addition to Grown $95
6750 Retainer Crown - parcelain fused to high noble metal $431 2954 Prefabricated Post and Core in Addition to Crown $95
6751 Retainer Crown - poréelain fused to predominantly base $305 ORAL SURGERY (Class Ill - Major)
metal 7111 Extraction - coronal remnants (primary tooth) $32
6752 Retainer Crown - parcelain fused to noble metal $326 7140 Extraction - erupted tooth or exposed root 532
6730 Retainer Crown - 3/4 cast high noble metal $410 7210 Surgical Removal of an Erupted Tooth $56
6781 Retainer Crown- 3/4 cast predominantly base metal $252 7220 Removal of Impacted Tooth - soft tissue $63
6782 Retainer Crown - 3/4 cast noble metal $305 7230 Removal of Impacted Tooth - partially bony 71
6783 Retainer Crown - 3/4 porcelainiceramic $515 7240 Removal of Impacted Tooth - completely bony 391
6790 Retainer Crown - full cast high noble metal $445 7241 Removal of Impacted Tooth - complicated $127
6791 Retainer Crown - full cast predominantly base metal $254 7250 Surgical Removal of Residual Tooth-Roots $100
6792 Retainer Crown - full cast noble matal $331 7280 Surgical Access of an Unerupted Tooth $137
FE=RIODONTIES {Class [Il - Major} 7285 Incisional Biopsy of Oral Tissue - hard $340
0180 Comprehensive Periodontal Evaluation $27 7286 Incisional Biopsy of Oral Tissue - soft $185
4210 Gingivectomy/Gingivoplasty - 4+ teeth/spaces per quad $132 7287 Exfoliative Cytological Sample Collection $63
4211 Gingivectomy/Gingivoplasty - 1-3 teeth/spaces per quad $108 7310 Alveoloplasty in Conjunction with Extractions - $56
4212 Gingivectomy/Gingivoplasty - access for restorative $81 4+ teeth/spaces per quad
procedure, per tooth 7311 Alveoloplasty in Conjunction with Extractions - 343
4240 Gingival Flap Procedure - 4+ teeth/spaces per quad $221 1-3 teeth/spaces per quad
4241 Gingival Flap Procedure - 1-3 teeth/spaces per quad $174 7320 Alveolaplasty not in Conjunction with Extractions - $95
4249 Clinical Grown Lengthening - hard tissue $368 4+ teeth/spaces
4260 Osseous Surgery - 4+ teethfspaces per quad %268 731 Alveoloplasty not in Conjunction with Extractions - $74
4261 Osseous Surgery - 1-3 teeth/spaces per quad $221 1-3 teeth/spaces
4341 Perio Scaling and Root Planning - 4+ teeth per quad $58 74T Removal of Lateral Exostosis $157
4342 Perio Scaling and Root Planning - 1-3 teeth per quad $48 7472 Removal of Torus Palatinus $151
4355 Full Mouth Debridement $37 7473 Removal of Torus Mandibularis $148
4381 Site Specific Therapy, generic - per toath $45 7510 Incision and Drainage of Abscess - intradral soft tissue $44
4810 Perindontal Maintenance $42
4921 Gingival Imigation - per quad 6
Benefits are subject to change.
} ~ ORTHODONTICS (Class IV - Orthodontics)- Limitations and Exclusions found at:
Approved referral from DENCAP 1o an in-network Orthodontist is required dencap.com/general-policies
Continuous coverage is required for the duration of the treatment
Up to Age 19, $1800 benefit / Qver age 19, $1200 benefit (Lifetime benefit)
» 12 {0 24 months standard orthodontic treatment; Interceptive Ortho is not covered
v2025.08 PH78B| 1084|1089 | 1070 CDT thru 2026 EFFECTIVE 1/04/2026



GENERAL LIMITATIONS & EXCLUSIONS

- __DIAGNOSTIC:EXAMS e
Petlodlc, Limited ar Comprehensive Oral Evatuation
Comprehensive Perlodontal Evaluation WO EXAMS EVERY 12 MONTHS
Assessment of a Patlent
Consultation/Second Opinion
. Tew 5 DIAGNOSTIC:X-RAYS . - " " " o
Full Mouth Radlographs ONCE EVERY SYEARS
Panoramic Radiagraph ]
Periapical Radlographs NO MORETHAN 12 IMAGES PER 12 MONTHS
Bitewing Radiographs NO MORE THAN 4 IMAGES, ONGE EVERY 6 MONTHS
T e PREVENTIVE e -
TWO EVERY 12 MONTHS
Prophylaxis {Cleaning) - Adult Twa additional cleanings may be allowed every 12 manths far patients that are pregnant, diabetic, or atherwise
medically compromised, at the recommendation of a licensed dental professional.
Prophylaxis (Cleaning) - Child THREE EVERY 12 MONTHS
Debridement ONCEEVERY 2 YEARS

TWO EVERY 12 MONTHS

Under the age of 3, flouride s covered 4 every 12 months

ONCE PER 2 YEARS, PER QUADRANT - COVERED UPTO AGE 14

Space Maintalners ONGE PER LIFETIME, PER QUADRANT - OVER THE AGE 14
{Primary Teeth Only)
ONCE EVERY 3 YEARS, PER TOOTH; AGES 5-15

Sealant ONCE PER LIFETIME, PERTQOTH; AGES 16-19

First and second unrestored melars cnly

~ RESTORATIONS:MINOR. .

Toplcal Application of Flouride Varnish/Non-Varnish

N

_ - .

Amalgam Fillings OMNE FILLING PER SURFACE, PERTOOTH EVERY 2 YEARS
Composite Fillings

GONE FILLING PER SURFACE, PER TOOTH EVERY 2 YEARS

hESTOHAT[ONS:_CROWNS‘
Onlays, Porcelaln and Non-Parcelain Crowns ONCE EVERY 5 YEARS, PER TOOTH
Stainless Steel Crown ONCE EVERY 5 YEARS, PER TOOTH; COVERED UPTO AGE 21
. e CROWNREPAR T - T
Recement Restoration ONCE EVERY 6§ MONTHS, FERTOOTH
Protective Restoration
ONCE PER LIFETIME, PER TOOTH; COVERED UP TO AGE 21
Pulp Cap
Core Buildup
i . ONCE EVERY & YEARS, PERTOOTH
Post and Core In addition to Crown
|[Pin retention ONGE EVERY 2 YEARS, PERTOOTH
L ] . ENDODONTICS
Pulpotomy ONCE PEALIFETIME, PER TOOTH - COVERED UP TO AGE 21
Root Canals ONCE PERLIFETIME, PERTQOTH

Molarroct canal therapyIs not a covered benefit for third molars { 1,16, 17, 32).
ONCE PERLIFETIME, PER TOOTH
Retreatment of molars is not a covered benefit forthird molars { 1.16, 17, 32).

Retreatment of Root Canat

Apicoectomy ) ONCE PER LIFETIME, PER TOOTH; COVERED UP TO AGE 21

= _._W. — 7_L — i 7 e mFEﬁIQﬁUNﬁCS m— », e ——— __._:‘m,...m s
ONCE EVERY TWO YEARS, PER QUADRANT

Peridontal Scaling and Root Planing Caovered when probing depths are grealer than or equal to 4mm. The expected prognosis ot the teeth must be
mare than ane Iear.

Clinical Crown Lengthening ONCE PER LIFETIME, PER TOOTH

Gingivectomy/Ginglvoplasty ONCE PER LIFETIME, PER TOOTH OR QUADRANT

Osseous Surgery ONGE EVERY 3 YEARS

FullMouth Debridement ONCE EVERY 2 YEARS

B e i . ... _ PROSTHODONTICS e o

Complete or Inmedlate Upper/Lower Denture

Uppet/Lower Partial Denture - Resin ar Flexible base ONCE EVERY 5 YEARS

Upper/Lower Partial Denture - Cast Metal frame

Occlusal Guard ONCE PER LIFETIME

DV3.2026 DENCAP Dental Plans Effective 01/2026



cTTr e o T ., 7 ADIUSTMENTSTODENTURES/PARTIALS __~ ~ "~

ONCE EVERY 3 YEARS

Adjust or repair Complete Upper/Lower Denture or Partial Adostment s not payable on same date of senice a5 a Aelne,
ONCE EVERY 3 YEARS

Reline complete UpperILower Denture or Partlal Adjustment is nat payable an same date of sendce as a Reline.

Replace missing/broken teeth or Add Tooth to Denture or Partlal ONCE EVERY 12 MONTHS, PERTOOTH

Repalr or replace broken clasp ONCE EVERY 12 MONTHS
ONCE EVERY TWO YEARS

Aebase comple:e upperllower denture ar partlal Reline is not payable on same date of service as an adjustment.

Recement or Re-bond fixed partiat denture ONCEEVERY 12 MONTHS

ST i 7 T 'ORALSURGERY =~ = - e T

Extractions - Surgical and Non-Surgical ONCE PER LIFETIME, PER TOOTH

Removal of Lateral Exostosis - Upper/Lower
ONGE PER LIFETIME

Oroantula Fistula Clasure
|Primary Closure of Sinus Perforation
Alveoloplasty with extractions

ONCE PER LIFETIME, PER QUADRANT

Alveoloplasty without extractions ONCE PER FIVE YEARS, PER QUADRANT
Tooth Reimplantatlon ONCE PER LIFETIME, PER TOOTH - COVERED UP TO AGE 22
S e ,PEDODONTICS o B ) T T T
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Pedlatrlc dental services are avallable for memhers under the age of six (6) These services are cons:dered specnalty care and are covered under your spemalty care
[henefit, if applicable. To ensure coverage and minimize out-of-pocket costs, DENCAP recommends obtaining a referral from an in-network general dentist befare
scheduling an appointment.

EHB (Essential Health Benefits) annual limitation on cost sharing {patient maximum out of pocket cast} is $450 per child, $900 for two or more children; this
applies anly to EHB eligible services. For a list of all EHB eligible services, please refer to your Schedule of Benefits and Fixed Co-payments in the EHB section.

T — —— e e — — T —— T — T —

.. . o i GENERAL E)(CLUSIONS (Non—Covered Beneflts)
lDental Services not listed an the "Schedule of Benefits and Fixed Co-Pays” Is not a covered benefit

P O L perupn n_

Dental treatment for cosmetic purposes, or treatment rendered for the explicit purpose of improving appearance, such as imptants, transplants or grafts.
Treatment for Temporal Mandibular Joint (TMJ) Disorder

Lab fees billed in conjunction with covered dental treatment is not a covered benefit.

Dental treatment performed in a hospital and/or any related hospital fees are not a covered benefit.

*Dental insurance claims submitted due to an auto accident should be processed through an automobile insurance carrier, and are not a covered benefit.
Extraction of asymptomatic teeth is not a covered benefit

Root canal therapy where furcationinvolved teeth exists, or where teeth are deemed non-restorable is not covered.

Retreatment of root canal therapy within five years of the original root canal if the final restoration has not been completed, is not a covered benefit.
Treatment of cleft palate, anodontia, and mandibular prognathism is not a covered benefit.

Replacement of last, missing, ar stolen appliances are not a covered benefit.

Behavior management fees for covered persons requiring additional or unusual efforts to complete a dental procedure is not covered.

Experimental, investigational or temporary procedures and/er appliances Is nota covered benefit.

Dental weatment started before a covered person's policy became effective, or services rendered after the termination of benefits will not be covered,

Parcelain, porcetaln substrate, and cast restorations on primary teeth is hot a covered benefit.

Missed appointments, duplication of radlographs and oral hygleneinstructlun procedures aré non-covered benefigs,
e : 5 .. 7 7 ORTHODONTIC EXCLUSIONS
Retreatment of prior nrlhodnntlc services, unless provided under this policy is not a covered benefit.

Orthodontic treatment that would not render satisfactory results and/ar the overall prognosis Is poor is not covered.
Orthodontic treatment during a period of Ineligibllity Is not covered

Repalr or replacement of alost or broken orthodantic appliance is Rot a covered benefit.
Interceptive Orthadontic treatment is not a covered benefit.

Surgical procedures indicental to orthodontic treatmentis not covered.

Active treatment extending maore than 24 months from the banding date due to lack of patient caoperation and/or deviation from the treatment plan is not covered.
After initial banding, transfers to another QOrthodantic Provider is not covered.

- . T WAITING PERIODS ' ’ 0
|Flerer to the plan Schedule of Benefits and Co- Payments far applicable benefit waitlng periods.

DV3.2026 DENCAP Dental Plans Effective 01/2026
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BCBSM Vision Benefits




MACOMB COUNTY EMPLOYEES
0070004480075 - 08BG2
Effective Date: 01/01/2026

Vision Coverage

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

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

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

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

Member's responsibility (copays)

i- Benefits " VSP network doctor ” Non-VSP provider I
Eye exam ;Nnne None o
Prescription glasses (lenses andfor frames) ENone | None (member responsible for

* difference between approved

i ! amount and provider's charge)
b -

1

i

Medically necessary contact lenses None } Nane (member responsible for
; + difference between approved
Contact lens suitability examination (fitting and evaluation) Up to $60 copay ! amount and provider's charge)

!
Note: No copay is required for prescribed contact lenses that are not E
medically necessary. . ;

_——— p— —_—— — —_——_—— - —_—— A e e mmme o b ame = o= e o J—

Eye exam

| Benefits Jl VSP network doctor |N0"-V3P provider J
Complete eye exam by an ophthalmologist or optometrist. The exam '100% of approved amount Reimbursement up to $58 less $5
includes refraction, glaucoma testing and other tests necessary o { . | copay (member responsible for
determing the overall visual health of the patient. ' e e __| any difference)

One eye exam in any pericd of 12 consecutive months

LLenses and frames

[ Benefits JlVSP network doctor “NOH'VSP provider {
Standard lenses (must not exceed 60 mm in diameter) prescribed and .100% of approved amount i Reimbursement up o approved
dispensed by an ophthalmologist or optometrist. Lenses may be molded or , amount based on lens type
ground, glass or plastic. Also covers prism, slab-off prism and special base {member responsible for any
curve lenses when medically necessary. ) __ _ difference)
= Standard Progressive Lenses - Covered when rendered by a VSP One pair of lenses, with or without frames, in any period of 12 consecutive

network doctor months

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

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Page 10of2 000016537875



[Beneﬂts J 'VSP network doctor [NOH-VSP provider

Standard frames $100 allowance that is apphed toward | Reimbursement up to 365 less
frames (member responsible for any cost $10 copay (member responsible
{exceeding the.allowaricea) less i for any difference)

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

different frames within the frame allowance.

Contact Lenses

l Benefits H VSP network doctor INOH-VSP provider 1

Medically necessary contact lenses (requires prior authorization approval ‘100% of approved amount Reimbursement up to $210,

from VSP and must meet criteria of medically necessary) (member responsible for any
! difference)

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

Contacl lens suitability examinatien (filting and evaluation) |$120 allowance that is applied toward | $105 allowance that is applied
contact lens exam (fitting and materals) | toward contact lens exam (fitting
Elective contact lenses that improve vision (prescribed, but do not meet  |and the contact lenses (member and materials) and the contact
criteria of medically necessary) responsible for any cost exceeding the | lenses (member responsible for
allowance) any cost exceeding the
allowance)

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

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

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



HAP

Please refer to the HAP Medical Benefits Summary




LETTER OF AGREEMENT
between
THE COUNTY OF MACOMB
and
TEAMSTERS LOCAL 214
ASSIGNMENT OF A CIRCUIT COURT REPORTER

A. The regularly assigned Court Reporter shall be retained by a new Judge who replaces a Judge who
has terminated his/her service with that court.

B. The court shall not displace an existing Court Reporter for the sole purpose of using video recording
equipment in-lieu-of a Court Reporter. However, the Employer shall have the right, wherever a
vacancy occurs in a Court Reporter position or whenever a new judgeship is created, to utilize video
recording equipment in-lieu-of a Court Reporter, Should a Video Recording system be installed
pursuant to this provision, the Employer agrees to collectively bargain with the Union regarding the
effects of this decision.

C. Members may volunteer to cover other Judges of the same court or a visiting Judge. Management
may require members to report for another Judge of the same court or a visiting Judge. The
members' work-load will be taken into consideration before such assignment is made.

VIDEQ COURT TRANSCRIPTS

A. Upon approval of a procedure by the Employer and subject to Section C., the Employer agrees that
persons seeking video court transcripts shall be informed of the appropriate bargaining unit member
to contact to obtain a transcript.

B. The bargaining unit members shall be responsible to perform all video transcript work for which they
are retained under this Article. A procedure to implement the production of this transcript work shall
be developed by the bargaining unit members and shall have the approval of the Employer.,

The transcripts shall be produced using appropriate video transcription equipment, as approved, but
not provided, by the Court.

C. Should the bargaining unit members prove unable to timely and accurately produce all transcripts
from a video court, the Court reserves the right to make other arrangements for the production of
transcripts, at its sole discretion.

TRANSCRIPT FEES

To the extent permitted by law, an employee may elect to have a transcript payment, which has been
processed and paid through the Employer's Payroll system, placed in deferred compensation, after
completion of all appropriate documentation.



CERTIFIED SHORTHAND REPORTER CERTIFICATE

The Employer agrees to reimburse bargaining unit members under this Appendix for the annual renewal cost
of the Certified Shorthand Reporter Certificate, as required by the Employer.-

FOR THE UNION: FOR THE EMPLOYER:
William Hart, President Karlyn Semlobv,) Director
Teamsters Local 214 Human Resources and Labor Relations

Megap Ferguson, Chigf Steward

Marie Daleo, l!riend of the Court Steward
geamj;mca[ 214 Q

Amy Hc{éan/ Circuit Court Steward
Teamsters Local 214

Dated: 3 - {q - 2.026




MEMORANDUM OF UNDERSTANDING
REGARDING CERTAIN HEALTH BENEFITS

WHEREAS, The County of Macomb currently offers health insurance coverage to covered females that
includes an elective abortion benefit and excludes prescription drug coverage for contraceptives and
excludes coverage for voluntary sterilization; and,

WHEREAS, The Macomb County Board of Commissioners has, by resolution, forbidden the use of public
funds for elective abortion;

NOW BE IT RESOLVED THAT, the County of Macomb and the Teamsters Local 214, on behalf of certain
Circuit Court and Friend of the Court employees hereby agree to remove elective abortion coverage from
the health insurance offered through their Collective Bargaining Agreement and substitute prescription drug
coverage for contraceptives and coverage for voluntary sterilization. Provided, however, nothing in this
Memorandum of Understanding shall deny medically necessary care to a covered female, or apply in cases
where pregnancy is the. result of criminal sexual assault.

FOR THE UNION: FOR THE EMPLOYER:
William Hart, President Karlyn Sem[ow,Lt')irector
Teamsters Local 214 Human Resources and Labor Relations

Megag Ferguson, Chjgf Steward
Teandsters Local 21

Marie Daleo, Friend o! the Court Steward
8%

AW |-(6§é’ﬁ, Circuft Court Steward

Teamsters Local 214

Dated: 3 _ lol ’2—92-(0
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