AGREEMENT
between
COUNTY OF MACOMB
and
TECHNICAL, PROFESSIONAL AND OFFICEWORKERS ASSOCIATION OF MICHIGAN (TPOAM)
FAMILY COURT/JUVENILE DIVISION

JUVENILE JUSTICE CENTER
PUBLIC DEFENDERS’ OFFICE

January 1, 2026
through December 31, 2028



TABLE OF CONTENTS

ARTICLE PAGE(s)
V== 0 =T o T 1
W nTa = T g2 | S 1
NON-DiISCHMINALION ..vvviirrieiiriisnmiiis it e an s 1
Article 1 Strikes And Lockouts Prohibited ...t e tssss e s ensses 1
Article 2 3= a3 1 e S SR 1
Article 3 Representation and FEES and DUES .......cccvrvcemrcrrcimrmissesssessssnsessseresesnssssssersvmssesssarnsssees 2
Article 4 L0z 0] (=T ] ) T S 2-3
Article 5 Wage Rates For New Classifications ... snsmmmsinnisiieiiieeeeieesesssessarsssessasseses 3
Article 6 Grievance ProCEAUIE ..uuiviiseisnirisse s sasssan i s e et eesnanas 3-6
Article 7 Probationary PEriOq it nrsssssssessssesssesssssssnssssessss ssssssssesssssnsssssaness 6
Article 8 Employee Defined ......vcvimmimimmmmsmmiiiiii s sssssssssessssssssssssssssssssasssssrnssenens 6
Article 9 Wage and Increment SChedull ... iiriinmmnninesensasssssssssanssnssesssvsesssssssssssssssnanss 6
Article 10 WaAG0E INCTEIMENTS iceriristienmrrissnrrsssresssnrssssneesssseresersnsesssntssssnessssatisessnsnssanssssnsssssnessssnsssns 7
Article 11 TeMPOTArY ASSINIMIENE i iistrriiiiireriasieerssssnre s snrsien e e s s s tersarssaraseseasssansnnrnssnrsnsassanssssanns 7
Article 12 OVRITIME. .. uieisrr i ierir s s reseses e s s s sme e s s eresssmenas ssnsnvrnnanaran e R R R R R AR ES 7-9
Article 13 01 I 9
Article 14 HolidaY BeNefitS vuvmiimiiiiieenriisrsnisse s sessesesssessesssessansas s ssss s s nn s eas eosesnsnsnmrenessans 9-10
Article 15 Lo I 1= SO 10-12
Article 16 Bereavement Leave . seessesesssses 12
Article 17 Worker's Compensation DiSablity .......cocurrsrsrsmnsssmssssssss s s sses 12-14
Article 18 [ 1 I 4 L= o OO U PO 14
Article 19 Leave Of ADSENCE wiuuvmmmmmmmmmiiir s s s e s vsn e s nn s 15-17
Article 20 Insurance BeNefits ....uvuiiemnireriiinninsnssnnisnissn i eeee e sesessssssssessnssssssssnessnsssasenes 17-20
Article 21 Retirement SYSEEM v e e 20-24
Article 22 Deferred Retirement Option Plan (DROP) cueeccvierssssesssesessssesesssessssssessssssesssnsneres 24-30



Article 23 I 3T L PSR 30
Article 24 Union Bulletin Boards ... snssssssssisnns e 31
Article 25 Management RIghts ....vicieciiiiiir e v . 3
Article 26 EMErgenCy MaANA0ET...c.mvu e irmerrrrrrisssssssserseesessssmersreessssssssssmssrasessssessssssnsnsesssssnnsssnsnnssas 31
Article 27 Discipline and DISChArGe ......cccouuirrrcarisirrrssermsarnsssersssssssssssessssessssnsesssnssssnsssssnsesssnes 32-33
Article 28 SENIOMLY trrsssrsssarssassssesssisssissnnisinissinmsnnssesissessassssesssnssssesssesssssssneesassssnssssssssnessnsssnsesas 33-34
Article 29 Layoff and Recall..........cmmmmmmmmmmeiniin e s s 34-36
Article 30 JOD POSHINGS 1 icimreertiscassaensenmmnmimmiminaiisinereserssrsntrssessessssssssmsesssessasssssessnsssnssssnensnssnsanen 36
Article 31 PromotiONS couvuvvervsies s s ————- 36-37
Article 32 Procedure For Classification REVIEW .....uuucsssiiiicrcnersrnsssssssesssssssssssssssssssssssssssesenns 37
Article 33 Special CONMEIENCES .uivviiiiissirsssrssne s ersss s e b s st e s e s sanesse s e e s nesan s snennns 37
Article 34 Mileage ReIMbBUISEMENT .......icciiieiiiiisnieia e csssssssssmssessssmsssssssnssssssssssssrsesmnessssesns 38
Article 35 SAVINGS ClAUSE .uvvicirissrrisssrs s rssannssn s s s asasssns e s snssssanesssansnssns sensnsnessasnsns 38
Article 36 Reimbursement ACCOUNE PrOGIaM ...ccvccceerciiicinvrsneivasesstassssemesisensmsssnssssas s nssssssssserssssees 38
Article 37 Termination or Modification ... scrsess e —————— 38-39
SIgNALUIE PAOE  1icrrssiirmisrmmiimisniniissnnisssinn e e e s s remane amas arssnearssssnssnsasavs seas s sn s snssnsnssnnsessssnnsessnnne 40
Appendix A County Departments And Classifications.....c..ucriririssrmnsceennecosmresssrsvnsnerssenn Attached
Appendix B Wage and Increment SChedule ... eeemieecienniericc s ssss s ssssssssss Attached
Appendix C Active Employee BenefilS. i inrnnnnnessnsesessssseensesnevrsessssnsssmmenseenens Attached
Appendix D Post-November 1, 2013 Retiree BENEfitS .......c.oummmmmsmsmmsmmmmsmsnis e o ieseeesns Attached
Appendix E Active Employees Dental BENESTES ..uuuveciveirsmrsnvsnmmsnmssnsnsnnnssnesssssnseecessmeeneneenes Attached
Appendix F Active Employees Vision BENEFILS ......ccevvrrrenierssnssessessesvessseessessaevsssssssssesssanssnsenns Attached
Memorandum of Understanding: Certain Health BENEfitS......uuvorevvrserissriessserssssreissnsessseesseneesssnrsesses Attached



AGREEMENT

TECHNICAL, PROFESSIONAL AND OFFICEWORKERS ASSOCIATION OF MICHIGAN (TPOAM)

This Agreement entered into on the first day of January, 2026, between the 16% Judicial Circuit Court and
the County of Macomb and the Technical, Professional and Officeworkers Association of Michigan (TPOAM)
hereinafter referred to as the Union, on behalf of all regular employees of the duly recognized and clearly
defined collective bargaining units, as set forth in Article 2, Recognition.

PURPOSE AND INTENT

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

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

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

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

ARTICLE 1

STRIKES AND LOCKOUTS PROHIBITED

The Parties hereto recognize that it is essential for the health, safety and public welfare of the County that
services to the public be without interruption and that the right to strike is forbidden by the Statutes of the
State of Michigan. Any employee guiity of engaging in a slowdown, work stoppage, or strike, shall be
subject to disciplinary action up to and including discharge.

The Employer agrees that It shall not lock out its employees.
ARTICLE 2
RECOGNITION

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



ARTICLE 3

REPRESENTATION AND FEES AND DUES

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

A,

A bargaining unit employee may sign an authorization for deduction of dues/fees for membership
in the Union. The authorization for deduction of dues/fees may be revoked by the bargaining unit
member upon written notice to the Employer, with a copy to the Union.

The amount of dues/fees shall be designated by written notice from the Union to the Employer.
If there is a change in the amount of dues/fees, such change shall become effective the month
following transmittal of the written notice to the Employer. The Employer shall deduct the
dues/fees once each month from the pay of the employees that have authorized such
deductions.

Deduction of dues/fees shall be remitted to the Union at 27056 Joy Road, Redford, MI 48239-
1949. In the event a refund is due, an employee for any sums deducted from wages and paid to
the Union, it shall be the responsibility of such employee to obtain the appropriate refund from
the Union.

If an authorized deduction for an employee is not made, the Employer shall make the deduction
with the next regular dues deduction {currently the second pay of each month).

The Union will protect, save harmless and indemnify the Employer from any and all claims,
demands, suits and other forms of liability by reason of action taken by the Employer for the
purpose of complying with this Article of the Agreement.

Unless otherwise provided in this Article, all matters pertaining to a bargaining unit employee
establishing or re-establishing membership in the Union with a dues deduction card, including
requirements established by the Union for providing paid services to non-union bargaining unit
employees, shall be governed by the internal conditions mandated by the Union pursuant to its
authority under section 10(2) of the Public Employment Relations Act. It is the Union’s
responsibility to provide the new dues deduction card for payroll.

ARTICLE 4
REPRESENTATION
The Union shall notify the Employer in writing of the name(s) of the Officers of its bargaining unit.
In the event there is a change in the Union President or Vice President, the Union shall inform the

Employer forty-eight (48) hours prior to such President or Vice President taking over his/her duties.

The Employer agrees to recognize one (1) President and one (1) Vice President for the bargaining
unit.

The Union will represent the bargaining unit.

The Vice President, or designee, shall be permitted a maximum of five (5) hours per week during
their normal working hours, without loss of time or pay, for the purpose of investigating and
presenting grievances to the Employer. A greater period of time may be permitted by prior
authorization from their immediate Supervisor or the Department.



E. The Union President, or designee, shall be permitted a maximum of ten (10) hours per week during
normal working hours, without loss of time ar pay, for the purpose of conducting labor relations
related union business to include, but not limited to, investigating grievances referred to the Union.
A greater period of time may be permitted by prior authorization from their immediate Supervisor or
the Department.

F. Bargaining Committee:

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

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

ARTICLE 5
WAGE RATES FOR NEW CLASSIFICATIONS

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

ARTICLE 6

GRIEVANCE PROCEDURE

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

Step 1:

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

Step 2:

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



A meeting will be held between the Parties within 10 days, unless mutually waived in writing. Within 5
days after the completion of the meeting, or the waiver thereof, the Elected Official/Department Head or
designee will give a written answer to the Union President.

Step 3:

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

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

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

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

Step 4:

If the grievance is not resolved at Step 3, or through grievance mediation, the Unicn has 30 days from the
Step 3 answer or the date of the grievance mediation in the event of grievance mediation, to file a Notice of
Intent to Arbitrate, by sending a letter to the Director, Human Resources and Labor Relations. If the Union
fails to request arbitration within this time limit, the grievance will be deemed not eligible to go to arbitration.

A. All arbitration hearings will be governed by the rules of the Michigan Employment Relations
Commission {MERC), to the extent that those rules are not inconsistent with this Labor Agreement,

B. 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.

C. 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 5, Wage Rates For New Classifications.

D. 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 answer or
recommendation on the merits of the grievance.



A.

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 that there will be no appeal from any such decision unless such decision will extend
beyond the limits of the powers and jurisdiction herein conferred upon such arbitrator.

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

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

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

GENERAL CONDITIONS:

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 to hear
the unresolved grievance within that 30 days, the Union 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.

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

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.

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 sources during
the period in question.

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

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

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



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

H. Access fo Records: 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, if applicable, any
affected employee has authorized, in writing, the release of said information.
ARTICLE 7

PROBATIONARY PERIOD

A. Probationary Period For New Full-Time Employees: All full-time employees, newly hired into this
bargaining unit, shall be required to successfully complete a probationary period; the length of said

probationary period shall be for the first six (6) months of employment from the date of hire. During
the probationary period of @ new employee, he/she may be terminated at any time without the right
of appeal or a statement of cause,

B. Probationary Period For New Part-Time Employees: All part-time employees, newly hired into this
bargaining unit, shall be required to successfully complete a probationary period; the length of said
probationary period shall be for the first nine (9) months of employment from the date of hire. During
the probaticnary pericd of a new employee, he/she may be terminated at any time without the right
of appeal or a statement of cause.

C Probationary Period For Employees Who Have Had A Change in Classification: Employees in this
bargaining unit who have had a change in classification (promotion, demotion, lateral transfer, bump

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

ARTICLE 8

EMPLOYEE DEFINED

A. 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.

B. Regular Part Time Employee: A “Regular Part-Time Employee” is an individual employed in a part-
time budgeted position and regularly scheduled to work less than thirty (30) hours per week for six
(6) consecutive months. Regular part time employees shall not be entitled to any benefits pursuant
to this Labor Agreement.
ARTICLE 9

WAGE AND INCREMENT SCHEDULE

Appendix B, Wage and Increment Schedule, is attached to and is part of this Agreement.



ARTICLE 10

WAGE INCREMENTS

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

ARTICLE 11
TEMPORARY ASSIGNMENT

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

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

The procedure set forth in Article 10, Wage Increments, shall be utilized to approve or disapprove
increments pursuant to this provision.

ARTICLE 12
OVERTIME

A. Call-In: An employee called in for work at times other than their normal scheduled shift, shall receive
a minimum of four (4) hours pay at time and one-half (1 1/2) and such employse shall perform a
minimum of four (4) hours work within their classification. Any authorized paid leave, except Sick
Time, shall be considered as work time for purposes of this Article.

B. Overtime Pay: Full-time employees shall receive compensation at the rate of 1 1/2 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 shall be no accrual of compensatory time in excess of 40 hours.

Employees may request to be paid for unused compensatory time and the County shall, within
thirty (30) days of such request, pay the employee for unused compensatory time.

C. All overtime shall be paid at the employee's hourly rate at the time the overtime was worked.



D. Cvertime Notification and Assignment Procedure;

1

Definition and Procedure:

a. Scheduled: a need to fill a vacancy on an overtime basis which is known to the
employer more than three (3) hours before the time at which the vacancy is created.

Overtime opportunities as determined by Management, will be allocated on a rotation basis
beginning with the eligible employee currently at the top of the regular employees'
list. If refused, the overtime shall be offered to the next eligible employee on the
list. If the overtime is not accepted by a regular employee, the same procedure will
be followed with the substitute employees' overtime list.

b. Emergency: a need to fill a vacancy on an overtime basis which is not known to the
employer at least three (3) hours prior to the time at which the vacancy is created.

The employer may take whatever steps are ultimately necessary to cover such overtime.
Generally, the overtime will first be offered to employees working the previous shift
in the unit where the overtime is needed. If no volunteers, then offer overtime to
employees in other units, If more than one employee volunteers for a particular
opportunity, the overtime shall be assigned to the employee nearest the top of the
list established.

C. Forced: a need to fill 2 vacancy on an overtime basis which remains after the
Employer has attempted to fill the vacancy on a voluntary basis, requiring the
assignment of mandatory overtime.

(1) The overtime will be assigned to the employee working the previous shift in
the unit where the overtime is needed who has least recently been forced
to work overtime.

2) If there is more than one employee who has not yet been forced to work
overtime, the least senior employee shall be forced.

3) Substitute employees may not be forced to work overtime.

(4 An employee will normally only be forced within the unit they regularly
works. However, in an emergency situation, the employer may find it
necessary to secure overtime help from other units. This will happen only
when no other alternative exists.

E. General Conditions:

1,

2,

Employees will not work more than sixteen (16) consecutive hours.
In case of an emergency an employee may be required to work beyond their regular shift.

The Employer will attempt to notify the employee but is not required to make repeated efforts
to contact an employee for specific overtime.

An employee must inform the Employer when an employee is unable to work overtime in the
same manner they would inform the Employer when unable to work a regularly scheduled
shift. Disciplinary action may result when an employee fails to work assigned overtime.



5. The above method of assignment of overtime in no way changes, diminishes or maodifies the
Employer's right to manage its work force.

ARTICLE 13
JURY DUTY

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

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

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

ARTICLE 14
HOLIDAY BENEFITS

A. The designated holidays are:

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

Presidents Day One-half 2 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 251 (Christmas Day) December 31% (New Year's Eve)

June 19% (Juneteenth) General Electicn 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 hgliday fall on Saturday, the immediately preceding Friday shall be observed as
the designated holiday for that year.

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



4, December 24" and December 315

a. Should December 24% and December 31¢ fall on Friday, the precedlng 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 they work the scheduled day before
and the scheduled day after the holiday and the holiday, if scheduled, or is excused with
pay for the entire day from work.

ARTICLE 15
SICK TIME

Participants in the Deferred Retirement Option Plan will receive Sick Time in the manner described in
Article 22, Deferred Retirement Option Plan (DROP).

Full time employees, 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.

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 Time will be available for use upon
accrual. A maximum of 72 hours of accrued and unused earned Sick Time will be rolled over January
ist of each year for use.

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
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 Aricle 16, Bereavement Leave
Family members include child, parent, spouse, or domestic partner, grandparent, grandchild, sibling,

daughter-in-law, 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 of 2018, ESTA, as amended.
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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.

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

2. 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.

An employee utilizing Sick Time for more than 3 consecutive waork 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 PTO, may, upon application, have the
duration of such iliness charged against their Sick Time bank rather than against PTO. Notice of such
itliness 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 will receive Sick Time
payoff as described below:
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.

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) will receive
Sick Time payoff as described below:

Upen 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:
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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 Sick Time upon
separation of employment.

ARTICLE 16

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 stepparent, current mother-in-law, current father-in-law, current
spouse, children, current daughter-in-taw, 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 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.

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

ARTICLE 17

WORKER'S COMPENSATION DISABILTY

An employee who has incurred bodily injury 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.
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Any employee suffering an injury within the meaning and definition of this paragraph shall file a
report in writing relating to such injury with hisfher 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 pericd 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 8, Employee Defined. A current employee filling the
position on a temporary basis shall not accrue classification seniority. The position shall become a
regular vacancy at the time the active employment relationship is terminated with the employee
receiving Worker's Compensation.

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

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

1. The compensatfon received by such employee under the Worker's Compensation Act shall
be supplemented by payment from his/her 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 Waorker's Compensation payments for
less than 104 weeks, the Employer shall pay to such employee a sum of money, in addition
to Worker’s Compensation payments, whereby the combination of Worker's Compensation
payments and such Employer supplement shall equal two-thirds (2/3) of the employee's
regular wage or salary. The Employer's 2/3rds pay supplement shall be made for a period
not to exceed twenty-six (26} weeks; however, in no case shall the combination of the
supplement payments (H.1 and H.2) exceed 104 weeks.

3. Upen 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 21, Retirement System and the Macomb County Employees' Retirement Ordinance.

4, Any Sick or Paid Time Off earned and accrued once the County 2/3rds pay supplement begins
shall be paid to the former employee upon termination of the active employment relationship.
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The foregoing provisions shall neither restrict nor enlarge upon the provisions and benefits accorded
by the Macomb County Employees' Retirement Ordinance relative to total and permanent disability
provided for therein.

ARTICLE 18

PAID TIME OFF (PTO)

Participants in the Deferred Retirement Option Plan (DROP) will receive Paid Time Off (PTQ) in the
manner described in Article 22, Deferred Retirement Option Plan.

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 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.

Full time employees 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 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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ARTICLE 19

LEAVE OF ABSENCE

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

reasons:

1.

2.

3.

Provisions:

1.
a.
b.
C.
d.
e,
f.
g.
h.
i

2.

Personal Leave
Medical Leave for Employee and/or Family
Military

Personal Leave:

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

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

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

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

An approved Personal Leave shall not exceed 6 months.

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

While on an unpaid Personal Leave, benefits will be cancelled at the end of the
month from the point of unpaid status. Upon return from an unpaid Personal Leave
of Absence, insurance benefits will be reinstated in accordance with the waiting
periods as outlined In Article 20, 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 28, Seniority and termination of
employment.

Medical Leave for Employee and/or Family:

a.

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

An eligible employee who is unable to work due to their own medical condition
caused by an illness or injury or the medical condition of a family member caused
by illness or injury may request a Medical Leave.
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A family member shall be defined as parent, current step parent, current spouse,
children, current step children, brother, sister, grandparent or grandchild. It shall
also include any person who is normally a member of the employee’s household.

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

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

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

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

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

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

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

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

pay.

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

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

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

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

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

The Employer complies with the Uniform Services Employment and Reemployment
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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 reascn of duty in the uniformed services, shall notify the Elected
Official/Department Head or designee of the upcoming military service
requirements.

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

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

4. Family And Medical Leave Act: The Employer shall comply with all aspects of the Family

and Medical Leave Act (FMLA). Leaves will run concurrent with any FMLA eligible Leave.

A. Life Insurance:

ARTICLE 20

INSURANCE BENEFITS

1, Full-time Employees (including DROP Participants):

a.

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

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

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

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

B. Insurance Benefits:

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

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

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

1.

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

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

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

be allowed to enroll in Macomb County’s medical, prescription drug, dental and
vision plans as soon as administratively possible and the insurance waiver payments
shall cease as scon as administratively possible.

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

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

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

18



2. 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.

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

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

5. Retired employees and/or their eligible spouse as defined in D.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.

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

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

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

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

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

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

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

19



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

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

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

ARTICLE 21
RETIREMENT SYSTEM

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 thereof, provided, that the provisions thereof may be amended by the
Retirement Board as provided by the statutes of the State of Michigan and provided further, that an
annual statement of employee’s contributions is available upon request.

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

1. Employee Contribution: For any employee hired on or before December 31, 2001, or who is
vested as of June 19, 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.

2. County Pension Maximum: For any employee hired on or before December 31, 2001, or
who is vested as of June 19, 2009, the County pension will not exceed 65% of Final 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.

3. Pension Multiplier: For any employee hired on or before December 31, 2001, or who is
vested as of June 19, 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.

4. Final Average Compensation Formula: For any employeé hired on or before December 31,
2001, or who is vested as of June 19, 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
compensation out of the last 260 pay periods.
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For employees hired on or after January 1, 2002, the formula for computing Final Average
Compensation, used for calculating pension benefits for eligible bargaining unit members,
will be 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 June 19, 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 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 to an
employee pension, will provide a straight life retirement allowance equal to the number of
years, and fraction of a year, of an employee’s credited service multiplied by the sum of
2.2% of the employee’s Final Average Compensation for all years of credited service,

Effective January 1, 2020, in no case 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 June
19, 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 mare years of credited service; or

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

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

1. Attained age 60 years and has 8 or more years of credited service; or
2. Attained the age of 55 with 25 years of credited service.
C. For employees hired into the County on or after January 1, 2012, any member who

meets the following criteria may retire upon the employee’s written application filed
with the Retirement Board:
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10.

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

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

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

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

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

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

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

and it has been 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 who 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 Cption 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 egual 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
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11,

12,

13.

14,

the Macomb County Employees’ Retirement Ordinance as a single life annuity. This provision
will be without farce or effect unless or until the retirant submits acceptable documentation
of the death of thelr beneficiary to the Secretary of the Retirement Board.

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

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

There will be no pension to an eligible vested member until an application for retirement is
submitted and approved. In the event an eligible vested member dies prior to applying for
their pension, their beneficiary or estate/trust will not be entitled to a pension. The vested
member’s beneficiary 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 Board finds to be dependent upon the said member 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 ali 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
benefictary 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 on account of their death.

Non-Duty Death Before Retirement, Non-spousal Beneficiary Nominated: In the event of a

non-duty death of a vested member prior to retirement, a non-spousal beneficiary will receive
only contributions and interest.

Non-Duty Death Retirement Allowance, Automatic Provisions: Any vested bargaining unit
member who continues County empioyment and (1) dies while in County employment and
(2) leaves a spouse, the spouse will inmediately receive a retirement allowance computed
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15.

1.

in the same manner in all respects as if the member had (1) retired the day preceding the
date of the member's death, notwithstanding that the member might not have attained age
60 years, (2) elected Option A in the Macomb County Employees’ Retirement Ordinance.

Deferred Retirement Option Plan (DROP): The Memorandum of Understanding executed in
2007 regarding the Deferred Retirement Option Plan (DROP) is incorporated by reference
herein as Article 22, Deferred Retirement Option Plan. Vesting for purposes of DROP
excludes service time under Reciprocal Act 88.

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

Will be eligible to receive a one-time fixed payment of $1000 from the Macomb County
Employees’ Retirement System. This payment will be made to an employee after separation
from employment and who meets the Employer contribution vesting requirements as
outlined in Section C.5 and after the completion of 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% of the employee’s base pay. Per IRS
regulations, the additional 1% contribution is a post-tax contribution. If such election is
made by the employee, the Employer 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 $2500 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 sefvice 60%

Completion of 4 years of service 80%

Completion of 5 years of setvice 100%
ARTICLE 22

DEFERRED RETIREMENT OPTION PLAN (DROP)

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

A, Eligibility: An employee who is @ 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
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after attaining the minimum age and service requirements for a normal service retirement. Vesting
for the purposes of DROP excludes service time under Reciprocal Act 88.

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

DROP Payment: Upon termination of employment, the retiree will receive the monthly pension
previously credited to their DROP account. Failure to terminate 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. Interest on the DROP account will continue to accrue during such
a forfeiture.

Election to Participate: Participation in the DROP program 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 be 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 with interest to
which the employee would have been entitled if they had actually retired on the DROP date. The
payment will be credited monthly to the employee’s individual DROP account. At the time an
employee elects to participate in the DROP, their optional form of retirement allowance as set forth
in the Macomb County Employee Retirement Ordinance will be irrevacable. 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
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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,

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 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 Participation: If an employee participating in the DROP dies either: (1) before
full retirement, that is before termination of employment with the County, or (2) during full
retirement (that is, after termination of employment with the County but before the DROP account
balance has been fully paid), the employee’s designated beneficiary(ies) 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 Macomb County, 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 only part of a defined benefit plan. It is intended that this DROP be a “forward” DROP only and
contains no DROP “back” provision, which would allow members to retire retroactively,

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.
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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 below,

For DROP participants, the amount of longevity compensation paid in subseguent
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 $1,000

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

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

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 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.

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:
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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 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.

DROP participants may request PTO conversion to cash payment of up to 40 hours
per conversion, maximum of 80 hours per year. Employees requesting 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 FTO conversion(s) must
be submitted following the Human Resources and Labor Relations processes and the
cash payment will be made in the second pay in March and the second pay in
September in a regular paycheck with normal deductions.

Employees who begin DROP participation at a time 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 an employee by December 31 of a calendar year will be
forfeited.

There will be no compensation for any PTO remaining in the DROP participant’s PTO
bank upon separaticn 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 the Macomb County for all PTO 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:

a.

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.
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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.

An employee may utilize available Sick Time for absences: 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 Earned Sick Time Act, (ESTA), as amended
include:

i 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.

ii. 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 ¢riminal proceedings
from such domestic viclence or sexual assault.

iii. 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 contagious disease or condition.
V. In accordance with Article 16, Bereavement Leave.

Family members include child, parent, spouse or domestic partner,
grandparent, grandchild, sibling, daughter-in-law, 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.

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.

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.

ii. 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.

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. When
an absence occurs as defined in this Article, and the Department Head or designee
suspects abuse, a medical certificate may be required.
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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 23
LONGEVITY

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

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

The hasis of longevity compensation is as follows:

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

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

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

CONTINUOUS YEARS OF
FULL-TIME SERVICE ON
STEP OR BEFORE OCTOBER AMOUNT
315T OF EACH YEAR
1 15 through 19 $600
2 20 through 24 $800
3 25 and thereafter $1,000

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

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

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

Employees hired into the County after January 1, 2012 will not be eligible for Longevity.
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ARTICLE 24
UNION BULLETIN BOARDS

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

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

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

ARTICLE 25

ANAGEMENT RIGHTS

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

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

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

D. The employer retains and shall have the sole and exclusive right and authority to convert no more
than 3 regular full time vacant positions to regular part time during the term of this Agreement.

ARTICLE 26

EMERGENCY MANAGER

The Parties agree that this Collective Bargaining Agreement is applicable to an emergency manager as
defined in Public Act 4 of 2011. The Union's agreement to this provision was not by negotiation, rather,
this provision is required by Public Act 9 of 2011 and accordingly is a prohibited subject of bargaining.
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ARTICLE 27

DISCIPLINE AND DISCHARGE

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

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

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

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

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

Suspension And Discharge:

1.

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

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

Records in Personnel Files:

1,

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

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

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

If a record of discipline is not subject to paragraph 3 above and is older than two (2) years,
it will not be relied upon for the purposes of progressive discipline.
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5. It is the responsibility of the Employee or 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 28
SENIORITY

Departmental senicrity for employees in the Departments set forth below in A.2. shall commence
after an employee successfully completes their probationary period in the 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.

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

2. Department shall be defined as follows:

Macomb County Circuit Court - Juvenile Division = 1 Department
Juvenile Justice Center = 1 Department
Public Defenders’ Office = 1 Department

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

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.

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

An employee shall forfeit seniority rights for the following reasons:

1. They resign or terminates 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, an exception may be made by the
Employer.

4, They retire.
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A,

7.

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

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

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

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

Employees, except as ctherwise provided in this Agreement.

Membership Lists: The employer will report incoming and/or outgoing members in classifications

reflected in this Agreement between the Parties on a monthly basis, except in July, when seniority
reports are distributed.

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

Superseniority:

1.

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

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

ARTICLE 29

LAYOFF AND RECALL

Lavoff Procedure;

1.

2.

Layoff Is defined as a reduction in the working force,

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

a. Layoffs, as required, shall be made within the affected classifications in the affected
department.
b. Such reduction will be made in the first instance by terminating temporary

employees in the affected classifications.
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7.

C. If a further reduction in force is required, such reduction will then be made by
terminating regular part-time and full-time probationary employees in the affected
classifications.

d. If a further reduction in force is required, such reduction, in the case of seniority
employees, will be made in inverse order of seniority within the affected classification
in the affected department.

When an employee is laid off, due to a reduction in the work force, he or she shall be
permitted to exercise his/her seniority rights to "bump™ or replace an employee with less
seniority in classifications covered by this Agreement in the department from which the
employee was laid-off only. Such employee may "bump" an employee in an equal or lower
job classification under the following conditions:

a. He/she shall have seniority as required and as defined in Article 28, Seniority, of this
Agreement.
b. Current ability to do the available work, meet the qualifications and perform the

duties of the job without a trial or training period.

C. An employee who qualifies for rights as set forth above, shall have the right to
exercise such right or to accept layoff, by so notifying his/her Department Supervisor
in writing.

d. Failure of the affected employee to exercise such ‘bumping rights” at the time of

layoff, will result in forfeiture of “bumping rights” during the term of such layoff.

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

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

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

Part-time employees have no bumping rights under this Article.

Recall Procedure:

1.

When the working force is increased after a layoff, employees will be recalled according to
seniority as defined in Article 28, Seniority, herein. Notice of recall shall be sent to the
employee at his/her last known address, as listed in his/her personnel file, located in the
Human Resources and Labor Relations Department, and sent by Certified Mail. If the
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affected employee fails to report for work within ten (10) days from the date of mailing of
notice of recall, hisfher employment shall be considered terminated. Extension will be
granted solely by the Employer, in its discretion, in proper cases.

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

3 Recall rights of affected employees covered by this section will be limited to the following:

a. Employees who are selected for employment in a new department will, should
subsequent lay-off occur in that department, have the option of retaining recall rights
within their previous classification in accordance with the recall pracedure as outlined
in the Agreement between the Parties.

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

c. Exercise of either option, a or b, shall be chosen in writing at the time of subsequent
lay-off in the new department and will become a part of the employee's personnel
file. A copy of such written option will be given to the Union President.

ARTICLE 30

JOB POSTINGS

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

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

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

If necessary, a temporary appointment may be made by the Department head, but without prejudice
to employees seeking the job. The Department head may, in the exercise of his/her discretion,
consider the seniority of the employees available for temporary appointment.
ARTICLE 31
PROMOTIONS
A promotion is the movement of an employee to a higher paid position covered by this Agreement
within hisfher current Department. Promotions shall be based upon qualifications for the higher paid

position, as those qualifications are determined by the Employer. If the qualifications are determined
to be equal, full-time departmental senicrity shall then be given first consideration.
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B.

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

ARTICLE 32

PROCEDURE FOR CLASSIFICATION REVIEW

If, in the opinion of an employee, the duties and responsibilities of that employee have evolved to a state
that the classification the employee currently holds is not reflective of the current job duties, then the
employee may apply for a classification review as follows:

A.

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

The current classification the employee holds; the classification in this Collective Bargaining Unit to
which the employee feels he/she is entitled; and, supporting documents and reasons why the
employee feels the new classification is warranted.

The review by the Human Resources and Labor Relations Department should be completed within
130 working days of the written request.

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

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

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

ARTICLE 33

SPECIAL CONFERENCES

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

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

The members of the Union shall not lose pay for time spent in such Special Conferences.
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ARTICLE 34
MILEAGE REIMBURSEMENT

Mileage reimbursement will be made for employees required to use their personal vehicles while performing
assigned County business. The mileage reimbursement rate wiil 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 35
SAVINGS CLAUSE
Should any part of this Agreement be rendered or declared illegal or invalid by legislation, decree of a court
of competent jurisdiction, Michigan Employment Relations Commission or other established or to be
established governmental administrative tribunal, such invalidation shall not affect the remaining portions of
this Agreement. Should a provision(s) be declared invalid, the Union and the County may agree on a
replacement for the affected provision(s).

ARTICLE 36

REIMBURSEMENT ACCOUNT PROGRAM

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

ARTICLE 37

TERMINATION OR MODIFICATION

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

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

C. Notice of termination or madification shall be made in writing and shall be sent by Certified Mail. If
said notice is made to the Union, it shall be sent to TPOAM, 27056 Joy Road, Redford, MI 48239; if
said notice is made to the County, it shall be sent to the Macomb County Director, Human Resources
and Labor Relations, 1 South Main Street, 6% Floor, Mount Clemens, Michigan, 48043; address
changes shall be made available to the cther party, where applicable.
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It is agreed and understoed that the provisions contained herein shall remain in full force and effect
so long as they are not in violation of applicable Statutes and Ordinances and remain within the
jurisdiction of the County of Macomb.

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

any elected or appointed Macomb County official from fulfilling or carrying out the Statutory or
Constitutional duties of hisfher office.
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IN WITNESS WHERECF, the Employer and its Office of the County Executive, by its Director, Human
Resources and Labor Relations, and representatives of TPOAM, on behalf of its represented employees,
hereby cause this Agreement and Appendices to be executed.

FOR THE UNION: FOR THE EMPLOYER:
Mike Gerald, Bﬂiness gent Karlyn Semlom};)Director
TPOAM Human Resources and Labor Relations

oy o
Condiye)
J "’ -@ e Vice-President
TPOAM -&amily Court/Juvenile Justice Center/Public Defenders’ Office

Dated: 5’29 ‘;UO
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APPENDIX A
COUNTY DEPARTMENTS AND CLASSIFICATIONS
TECHNICAL, PROFESSIONAL AND OFFICEWORKERS ASSOCIATION OF MICHIGAN (TPOAM)
FAMILY COURT/JUVENILE DIVISION

JUVENILE JUSTICE CENTER
PUBLIC DEFENDERS’ OFFICE

CLASSIFICATION PAY GRADE
Administrative Assistant F
Administrative Coordinator E
Paralegal E
Office Assistant Senior C
Office Assistant B

Appendix A, County Department and Classifications
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2026 PAY GRADES (4% increase from 2025)

Step 10

] step1 ‘Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 " Step9
A | $34,15552 | $35146.03 | $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 | $45894.57 | $47,225.51 | $48,595.04
C | $41,328.19 | $42,526.69 | $43,759.97 | $45,029.00 | $46,334.85 | $47,678.55 | $49,061.24 | $50,484.01 | $51,948.05 | $53,454.55
D | $45461.00 | $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
G | 3$60,508.58 | $62,263.3¢4 | $64,068.97 | $65,926.97 | $67,838.85 | $69,806.18 | $71,830.55 | $73,913.65 | $76,057.13 | $78,262.81
H | $66,559.45 | $68,489.67 | $70,475.88 | $72,519.67 | $74,622.74 | $76,786.80 | $79,013.60 | $81,305.02 | $83,662.86 | $86,089.08
I | $73215.40 | $75338.63 | $77,523.45 | $79,771.63 | $82,085.01 | $84,465.48 | $86,914.97 | $89,435.51 | $92,029.14 | $94,697.99
3 | $80,536.93 | $82,872.50 | $85,275.80 | $87,748.79 | $90,293.52 | $92,912.03 | $95,606.48 | $98,379.06 | $101,232.05 | $104,167.78
K | $88590.62 | $91,159.74 | $93,803.39 | $96,523.68 | $99,322.87 | $102,203.23 | $105,167.12 | $108,216.96 | $111,355.25 | $114,584.57
L | $97,449.67 | $100,275.73 | $103,183.72 | $106,176.04 | $109,255.15 | $112,423.54 | $115,683.84 | $119,038.67 | $122,490.78 | $126,043.03
M | $107,194.65 | $110,303.29 | $113,502.10 | $116,793.65 | $120,180.67 | $123,665.91 | $127,252.22 | $130,942.52 | $134,739.86 | $138,647.32
N | $117,914.11 | $121,333.64 | $124,852.30 | $128,473.01 | $132,198.73 | $136,032.50 | $139,977.44 | $144,036.79 | $148,213.85 | $152,512.06
0 | $129,705.52 | $133,466.99 | $137,337.53 | $141,320.32 | $145,418.60 | $149,635.74 | $153,975.17 | $158,440.47 | $163,035.24 | $167,763.26

Appendix B, Wage and Increment Schedule
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2027 PAY GRADES (3% increase from 2026)

Step 9

Step 10

Step 1 Step 2 Step 3  Step4 Step 5 Step 6 Step 7 Step 8
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| 440,975.25 | $42,163.52 | $43,386.27 | $44,644.47 | $45/939.16 | $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 | $51,017:87 | $52,497.39 | $54,019.81 | $55586.38 | - $57,198.38 | $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|. $58,301:12| $59,991.86 | $61,731.627| $63,521.84 | $65,363.98| $67,259.52 | $69,210.05| $71,217.14 | $73,282.43
G| $62,323.84 | $64,131.24 | $65,991.04 | $67,904.78 | $69,874.02 | $71,900.37 | $73,985.47 | $76,131.06 | $78,338.84 | $80,610.69
H| $68556.23 | $70,544.36:| $72,590.16 | $74,695.26 | $76,861.42 | $79,090.40 | '481,384.0%| $83,744.17 | $86,172.75 | ¢88,671.75
I $75411.86 | $77,598.79 | $79,849.15| $82,164.78 | $84,547.56 | $86,999.44 | $89,522.42 | $92,118.58 | $94,790.01 | $97,538.93
3| $82,953.04| $85,358:68 | $87,834.07| $90,381.25 | . $93,002.33.| $95,699.39 | ' $98,474.67 | $101,330.43 | $104,269:01 7 $107,292.81
K| $91,248.34 | $93,894.53 | $96,617.49 |  $99,419.39 | $102,302.56 | $105,269.33 | $108,322.13 | $111,463.47 | $114,695.91 | $118,022.11
L | $100,373.16 $103,284.00 | $106,279.23 | $109,361.32 | $112,532:80 |' '$115,796.25 [ $119,154.36 | $122,609:83 |. $126,165.50 | $129/824.32
M| $110410.49 | $113,612.39 | $116,907.16 | $120,297.46 | $123,786.09 | $127,375.89 | $131,069.79 | $134,870.80 | $138,782.06 | $142,806.74
N | $121,451.53 | '$124,973.65 | $128,597.87 | $132,327.20 | $136,164.69 | $140,113:48| $144,176.76 | $148,357.89 | $152,660.27 | %$157,087.42°
O | $133,596.69 | $137,471.00 | $141,457.66 | $145,559.93 | $149,781.16 | $154,124.81 | $158,594.43 | $163,193.68 | $167,926.30 | $172,796.16

Appendix B, Wage and Increment Schedule
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2028 PAY GRADES (3% increase from 2027)

Step 10

Step 1 Step 2 Step3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9
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 | $39,859.15| $41,015.06| $42,204.51 | $43,428.43 | $44,687.86.| $45983.80 | $47,317.33 | $48;689.55| $50,101.55| $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 |  $51,067.43 $52,548.41 | $54,072,31 | $55,640.40-| $57,253.97 | $58,914.33 | $60,622.85| $62,380.:92
E $53,052.53 $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| $58357.77 | ~$60,050.15{ '$61,791.62| $63,583.57 | © $65,427.50'| $67,324.90 | $69;277.31 | $71,286.35 |  $73;353.65 | = $75,480.90
G $64,193.56 $66,055.18 $67,970.77 $69,941.92 $71,970.24 $74,057.38 $76,205.03 $78,414.99 $80,689.01 $83,029.01
H $70,612.92 |  $72,660.69 $74,767.86 | $76,936.12 | $79,167.26 | $81,463:11 | $83,825.53 | $86,256.50 | $88;757.93 | $91,331.90"
I $77,674.22 $79,926.75 $82,244.62 $84,629.72 $87,083.99 $89,609.42 $92,208.09 $94,882.14 $97,633.71 | $100,465.10
3 $85441:63 | $87,919.44| $90,469.09 | $93,092.69|  $95,792.40:| $98,570.37 | $101,428.91 | $104,370.3¢ | '$107,397.08 | $110,511.59"
K $93,985.79 $96,711.37 $99,516.01 | $102,401.97 | $105,371.64 | $108,427.41 | $111,571.79 | $114,807.37 | $118,136.79 | $121,562.77
L | $103,384.35| $106,382.52 | $109467.61| $112,642.16 | ¢115908.78. $119,270.14 | $122,72899 | $126,288.12 | $129,950.47 | -'$133,719.05
M| $113,722.80 [ $117,020.76 | $120,414.37 | $123,906.38 | $127,499.67 | $131,197.17 | $135,001.88 | $138,916.92 | $142,945.52 | $147,090.94
N | $125,095.08 | $128,722.86 $132,455.81| $136,297.02 | $140,249.63 | $144,316.88 | $148,502.06 | '$152,808.63 | $157,240:08 | $161,800.04.
o | $137,604.59 | $141,595.13 | $145,701.39 | $149,926.73 | $154,274.59 | $158,748.55 | $163,352.26 | $168,089.49 | $172,964.09 | $177,980.04
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Appendix C

Active Employees Benefits

Appendix C, Active Employees Benefits
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Blue Care Network




BCN HMO Active Employees

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



CLSSLG
Macomb Co Employees - Hard Cap-Active/COBRA

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

I-!CN HMD Active Employees.

Coverage for: All Plan Types Plan Type: TPA

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

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

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

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

Important Questions

Answers: Member / Family

Why This Matters:

for this plan?

What is the overall deductible? (30 See the Common Medical Events chart below for your costs for services this plan covers.
Are there services covered . . . ,
before you meet your deductible? No You will have to meet the deductible before the plan pays for any services.
i No

Are thgr © Oth.ergmblﬁ for You don't have to meet deductibles for specific services.
specific services?

L 1 It | The out-of-pocket limit is the most you cotild pay ina year_-for covered services. If you have
What is the out-of-pocket limit $6,350/$12,700 other family members in this plan, they have to meet their own ouf-of-pocket limits until the

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

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

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

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

Will you pay less if you use a
network provider?

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

This plan uses a provider network. You will pay less lf you use a Qrowder in the plan's

[network. You will pay the most if you use an out-of-network provider, and you might receive a
{bill from a provider for the difference between the provider's charge and what your plan pays

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

Do you need a referral to see a
specialist?

Yes

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




BCN HMO Active Employees

1 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

fe Bima Tl D e e B e kg L miiam e —

Common

. p Limitations, Exceptions, & Other Important
. Out-of-Network | :
Medical Event Services You May Need Network Provider y P‘;wif,;";‘” Information
(You will pay the least) (You will pay the most)
Primary care visit to treat an injury or illness |$20 copayjvisit 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
, - i preventive. Ask your provider if the services
Preventive care/screening/immunization No charge Not covered you need are preventive. Then check what
your plan will pay for.
‘ . . May require preauthorization / No charge for
Diagnostic test (x-ray, blood work No charge Not covered .
iIf you have a test xray ) g 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 fo select
If you need drugs to treatf+... o _ drugs.
your illness or condition Tier 2 - Preferred Brand $25 copay/30 days Not covered 50% coinsurance for sexual dysfunction drugs.
More information about Effective 1/1/2013 Tier 1 contraceptives are
prescription drug iar 3 - Non- covered in full
coverage Is available.at Tier 3 - Non-Preferred Brand $50 copay/30 days Not covered 90 day mail order and retail copays are 2x the
www.bcbsm:.com/customdr standard retail copays.
uglist i i
Specialty drugs Z;eprﬁ{d copays isted 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 Will Pay

[ T — ———

Out'-of-b:lt;twork
pay the least) Provider
" i(You will pay the most)

Limitations, Exceptions, & Other Important:
Information

Common

Medical Event Network Provider

(You will

Services You May Need

Emergency room care $100 copayivisit $100 copay/visit Copay waived if admitted
If you need immediate . . Non-emergent transport is covered when
medical attention Emergency medical fransportation 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/surgeon 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
Office visits No charae Not covered Postnatal and non-routine prenatal office
g visits-$20 copay
‘If you are pregnant Childbirth/delivery professional services No charge Not covered None
Childbirth/delivery facility services No charge Not covered None
- Requires preauthorization. Custodial care not
Home health care $30 copayjvisit Not covered coverad,
Requires preauthorizatich/ One period of
treatment for any combination of therapies
Rehabilitation services 1530 copay/visit Not covered within 60 consecutive days per medical
| episode. Subject to meaningful improvement
If you rieed help $ within 60 days.
recovering or have other ABA - $20 copay per visit. PT/OT/ST for autism s .
s I . = pectrum disorder has
special health needs Habilitation services ES%? (;:_(T)%a_%g per visit for Not covered unlimited visits. Requires preauthorization.
Skilled nursing care No charge Not covered Requires preauthorization/Limited to 730 days
Requires preauthorization and must be
: . obtained from a BCN supplier. Convenience
Durable medical equipment No charge Not covered and comfort items not covered. Diabetic
supplies covered in full




BCN HMO Active Employees
]

What You Will Pay

Common .
. , Services You May Need ; Out-of-Network
Medical Event I Network Provider Provider
|

Limitations, Exceptions, & Other Important
Information

) |

. {You will pay the least) (You will pay the most |
. - T e {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 gl Not covered Not covered Contact benefit administrator f
dental or eye care Children’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 docume_nt_fbr‘more information and a list of any other excluded services.)

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

* Cosmetic surgery us. » Weight loss programs

o Dental Care (Adulf) s Private-duty nursing

» FElective Abortion

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

o Bariatric surgery » Infertility treatment

» Chiropractic care » Hearing Aid

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

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

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



BCN HMO Active Employees

Your Rights to Continue Coverage:

There are agencies that can help if you want fo 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.qov or call 1-800-318-2596.

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information about
your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal or a
grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact : Blue Care Network, Appeals and Grisvance Unit, MC C248,
P.O. Box 284,Southfield, MI 48086 or fax. 1-866-522-7345. For state of Michigan assistance contact the Department of [nsurance and Financial Services, Office of General
Counsel-Appeals Section, 530 W. Allegan Street, 7t Floor, P. O. Box 30220, Lansing, MI 48909-7720, http://iwww.michigan.gov/difs; call 1-877-899-6442 or fax: 517-284-
8838.

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

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP), Department of
Insurance and Financial Services, P. O. Box 30220, Lansing, M1 48909-7720, http:/iwww.michigan.gov/difs or difs-HICAP@michigan.qov

Does this Plan Provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax 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 Minimurm Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. {IMPORTANT: Blue
Care Network of Michigan is assuming that your coverage provides for all Essential Health Benefits (EHB) categories as defined by the State of Michigan. The minimum
value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage for specific EHB
categories, for example, prescription drugs, through another carrier.)

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

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

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

Peg is Having a Baby

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

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

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

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

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
W Hospital (facility) coinsurance 0%
H Other coinsurance 0%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

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

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

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

Diagnostic tests (x-ray)

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

| Total Example Cost [ $12,700]  [Total Example Cost | $7,400 ]
In this example, Peg would pay: In this example, Joe would pay:
Cost Sharing . ~ Cost Sharing
Deductibles $0 Deductibles $0
Copayments $70 Copayments $800
Coinsurance $0 Coinsurance $0
What isn't covered What isn't covered
Limits or exclusions $60 Limits or exclusions $60
| The total Peg would pay is " $130 | | The total Joe would pay is | $8601

[ Total Example Cost ] $1,900]
In this example, Mia would pay:
T Cost Sharing
Deductibles $0
Copayments $200
Coinsurance $0
What isn'f covered
Limits or exclusions $0
[ The total Miawould payis |  $200 |
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ADDENDUM - LANGUAGE ACCESS
SERVICES.and NON-DISCRIMINATION

We speak your language
If you, ar sairméane you're helping, needs:assistance, you
have the right to get help and information In your
language.at no.cost, To talk to-an interpreter, call.the
Customer Service number on the back of your card, or
B77-469-2583, TTY: 711'if you are not already a member,
Si usted, o alguien a guien usted esta ayudando, necesita
asistencig, tiene derecho a.obtener ayuda.e informacién-
en su idioma sin.costo alguno. Para hablar conun
intérprete, llame al ntméro telefénico:de Servicio al
cliente, que aparece enla parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro,
ol duh Gabiddatagocld A0 add ff ol eIy
IS ¢yl 5 el laglaally g5 bl e yensl
of iy el o 3 5a palt eanll L o8 30 Jouall 2 Sl ]
oJuilly 18 ji5a 83 21 L A77-469-2583 TTY:711 S0
NEE RECEERHOHR, BERGE, SHEH
RELEHBESINPINRL. ERN—BER,
FERESHFEINEFESRE R EEFERA
. EAIRTBEE 877469-2583, TTY: 711,
s Bibien o Gt pogu « L olodgudy red Ad a0 o s Shaie Lt
~Hhofacde refiic w ghalan mhand L aaalliere | Shode
A L stn el 1Fon ag mi refonieqd iy, rfa __oaléla
i e cadahsa e sd 24 rdlerea s aoi
ol et e 877-469-2583 TTY:711
Néu quy vi, hay ngudi ma quy vi dang glip d&, ¢an try
glip, quy v[ s8 cé quy‘én dugegiip va c6 thém théng tin
béng ngén ngu‘ clia minh mién phi. D& noi chuyen viri mgt
théng dich vién, xin gol s6 Dich vy Khéch hang & mt sau
thé clia quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chua phai 13 mgt thanh vién,
Nése ju, ose dikush qé po ndihmoni; ka nevojé pér
asistencé, keni té drejté t& mermi ndihmé dhe'informacion
falas né gjuhén tuaj. Pér té folur me nja pérkthyes,
telefononl numrin e Shérbimit t& Kllentit né anén e pasme
té kartéstuaj, ose 877-469-2583, TTY: 711 nése,nuk Jen!
ende njé anétar.

ghol i3t E= Y50 §2 = Alero] X0l
mgsrula. Hote 28 2B AsIe A2 HIE
20| 28 4 Y= Helot AJLULCHL B S
EHsa}aPEdD" -':‘Ia}-l It R0 A= D MHIA
HEE ®BSELE, 010l S0l Ob B
B77-469-2583, TTY: 7112 &EIa& AL,

T AT, DI HTLRY T, 257 PG, WY
STISATT AHSTT AT TR -(FAT ST (TSR S
YT 0o, AFTIH TS (TR (03] 120 SRS 5
P P51 T 877-469-2583, TTY: 711 B0 R{STAEY Sy
SO AT AT |

Jesli Ty lub-osoba, ktdrej pomagasz, potrzebujecie pomocy,
masz prawo do.uzyskania bezplatnej Informacjl i pomocy
we whasnym Jezyku: Aby porozmawiac z ttumaczem,
zadzwoii pod numer dziatu obstugi klienta, wskazanym na
odwrocie Twoje] karty lub ped numer 877-469-2583,

TTY: 711, jezeli jaszcze nie masz czionkostwa.

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

Se tu o qualcuno-che stal aiutando avete bisogno di
assistenza, hali il diritto di ottenere aiuto e informazioni
nella tua lingua gratuitamente. Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numero
indi¢ato sul retro della tua scheda o chiamaiil
877-469-2583, TTY: 711 se non-sel ancora membro.

CEMMR. FREBEROSOEY OB CIEELE
EBNBATCHRANSENELES, CHEDEE
THH-FERIEY. HHEAFLEYVT L&A
TEFET. HREIMMYEFL, ARELIESh DB
BAREFLOL—FORAICEHSIhEzARET—H
—EADBEBES (A A —TRLFK

8774692583, TIY: NI £ THBIEL 231,

Ecm Ban mTH MY, KOTOPOMY BEI IOMOT2ETe, HYAHA
TIOMOIIb, TO'Bb HMeeTe Opako Ha 6eCIaTHOE DOMYIcHIe
TIOMOIN 3 HHGOPMANHH HA BameM yiske. JInq pasroropa
€ NepeBoIHKOM UG3BOHNTE N0 HoMepy TemedoHA oTASA
ODCTYAHEAHAA KTHEHTOR, YEAIAHHOMY HA 00paTHoil
CTOpPOHE Balmell KaDTRL, HIH OO HOMEpPY

877-469-2583, TTY: 711,-¢CaR ¥ BaC HeT TICHCTEA.

Ukoliko Varna ili nekome kome VI pomaZ¥ete treba pomog,
imate pravo da besplatno doblJete pomoé I informacije na
svomjeziku. Da biste razgovarali sa prevodiocem, pozovite
broj korisnicke sluzbe sa zadnje strane kartice il
877-469-2582, TTY: 711 ako ved niste {lan.

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

o 877-469-2583, TTY: 711 kung kaw 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, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxillary alds and
services to people with disabilities to.communicate
effectively with us, such as qualified sign {anguage
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 Netwark has failed to
provide services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex,
you can file a grievance in person, by mail, fax, or emall
with: Office.of Civil Rights Coordinator,

600 E, Lafayette Blvd., MC 1302, Detroit, MI 48226,
phorie: 8B8-605-6461, TTY: 711, fax: 856-559-0578,

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

You can also file-a civil rights complaint with the U.S.
Department of Health & Human Services Office for Civil
Rights electronically through the Gffice for Civil nghts
Complaint-Portal available-at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail,
phone, or email af; U,S. Department.of Health & Human
Services, 200 Independence Ave, S.W., Washington, D:C.
20201, phone: 800-368-1019, TTD: 800-537-7697, emall:
OCRComplaint@hhs.gov. Complaint forms are available at
f ww.hhs.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 heaith 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 counse! to ensure proper compliance with the federal SBC rules. This SBC template document does not constitute legal, tax, actuarial, accounting, benefit
design, compliance or other advice. BCBSM disclaims any liability or responsibility for any non-compliance by your group health plan with SBC rules and regulations
relating to creation, disclosure or other requirements. You should also note that there may be additional special circumstances which may be applicable to your
specific group health plan situation which may affect SBC content, including but not limited to account type arrangements such as flexible spending accounts (FSA),
health reimbursement arrangements (HRA), and health savings accounts, (HSA), or for example, wellness programs, reference based pricing or benefits, or
coverage not administered by BCBSM, or whether the: coverage provides minimum essential coverage. If you have an ASC Plan Modification, it may be defined here
in only a limited way.



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

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

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

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

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

terms see the Glossary. You can view the Glossary at https:'I/www.healthcar_e.gov/sbc‘-glossaﬂp_r_(@ﬂ_ the number on the back of your BCBSM ID card to request a copy.

Answers
Important Questions e e e —‘"‘l Why this Matters:

In-Network | Out-of-Network

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

What is the overall deductible?

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

Are there other deductibles for  |No.

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

- - % ] " . . ) . . ’ . .
What is the out-of-pocket limit for {The out-of-pocket limit is the most you could pay in a year for covered services. If you have

this plan? $6,350 Individual/  [$12,700 Individual/ —— o : e S o
(May include a coinsurance $12,700 Family $25.400 Family 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.

maximumy

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.

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

plan doesn't cover,
This plan uses a provider network. You will pay less if you use a provider in  the plan's
Will vou pay less if vou use a Yes. See www.bchsm.com or call the [network. You will pay the most if you use an out-of-network providér, and you might receive a
netw}:)rk grgvi der? y {number on the back of your BCBSMID  |bill from a provider for the difference betwsen 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 No. You can see the specialist you choose without a referral.

specialist?

Group Number 007000448-0033 SBC000022122968 20f9
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& 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 Need

What'You Will Pay

In-Network Provider
{You will pay the least)

QOut-of-Network Provider

Limitations, Exceptions, & Other Importanf

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

(You will pay the most)

Information

Primary care visit to treat |$40 copay/office visit; of
an injury or illness deductible does not apply 40% coinsurance None
Specialist visit $40 copayfvisit, deductible 40% coinsurance None

does not apply

Preventive caref

You may have to pay for services that aren't

If you need drugs to treat
your illness or condition
More information about
prescription drug coverage
is available at
www.:bcbsm.com/druglists

deductible does not apply)

apply

Preferred brand-name
drugs

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

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

- No Charge; deductible does ipreventive, Ask your provider if the services
m’;on not apply Not covered needed are preventive. Then check what your plan
will pay for.
lafo;(;félri;%t (cray, 20% coinsurance 40% coinsurance None
[f you have a test maging (CTPET
l\.r/]]}?lgsl)ng ( SCaNS,  190% coinsurance 40% coinsurance May require prior authorization
$7copay/prescription for retail
Generic or select 30-Day supply $14 Lnd- mﬁéﬁgiﬁ%tﬂgzanmm g
prescribed over-the- copay/prescription for retail or amount: de du::tible doeipnot
counter drugs mail order 80-day supply e

Prior authorization, step therapy and quantity limits

Nonpreferred brand-name
drugs

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

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

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.

1f you have outpatient
surgery

Facility fee (e.g.,
ambulatory surgery

center)

20% coinsurance

40% coinsurance

None
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Common Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Qut-of-Network Provider

Limitations, Exceptions, & Other Important

¢ :
(You will pay the least) {You will pay the most) Information
Physician/surgeon fees  }20% coinsurance 40% coinsurance None
g Emergency room care 1$250 copa\dwrsn; deductible | $250 copay/visit; deductible does‘ pggay waived if admitted or for an accidental
: I does not apply not apply {injury.
If you need immediate Emergency medical

medical attention

|transportation

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% coinsurance

Prior authorization is required

If you have a hospital.stay |/09m)
|Physician/surgeon fee  |20% coinsurance 40% coinsurance None
If you need behavioral | 20% coinsurance for mental . .
he);]th services (mental |Outpatient services 20% coinsurance health; 40% coinsurance for Yg;g::rgztdsi?]a;ﬁ Lnfgéfebsee(:tl;‘rflerent for services
health and substance use sqbstance use disorderr P 9
disorder) Inpatient services 20% coinsurance 40% coinsurance Prior autharization is required.
Prenatal: No Charge; Maternity care may include tests and services
- deductible does not apply Prenatal: 40% coinsurance described elsewhere in the SBC (1. ultrasound)
Office visits - , AL and depending on the type of services cost share
Postnatal: No Charge; Postnatal: 40% coinsurance . =
deductible does not apply - may apply. Cost sharing does not apply for

If you are pregnant

preventive services.

Childbirth/delivery
professional services

120% coinsurance

40% coinsurance

None

|Childbirth/delivery facility

Services

20% coinsurance

40% coinsurance

None

i you need help recovering
or have other special health,
needs :

Home health care

20% coinsurance

T
20% coinsurance

'Phys,ician certification required.

|Rehabilitation services

20% coinsurance

40% coinsurance

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

member, per calendar year.
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Common Medical Event

Services You May Need

Habititation services

What You Will Pay

In-Network Provider
(You will pay the least)

$40 copay/office visit;
deductible does not apply for

Applied Behavior Analysis;
20% coinsurance for Physical,
Speech and Occupational
Therapy

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

40% coinsurance for Applied
Behavior Analysis; 40%

coinsurance for Physical, Speecti

and Occupational

Limitations, Exceptions, & Other Important
Information

Prior authorization is required for applied behavior -
analysis (ABA). Services rendered by an approved:
licensed behavior analyst (LBA) will apply the In-
network cost-sharing.

Skilled nursing care

20% coinsurance

20% coinsurance

Prior authorization is required. Limited to 120 days

Durable medical

20% coinsurance

20% coinsurance

per member per calendar year

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

If your child needs dental or
eye care

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

up

equipment required,

Hospice services No Charge; deductible does | No Charge; deductible does not Physician certification required. Visit limits apply.
not apply apply

Children’s eye exam Not covered Not covered None

{Children’s glasses Not covered Not covered None

Children’s dental check- |\t covered Not covered None
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Excluded Services & Other Covered Services:

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

s Acupuncture treatment s Infertility treatment » Routine feot care
o Cosmetic surgery » Longterm care » Weight loss programs
» Dental care (Adult) » Routine eye care (Adult)

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

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

¢ Chiropractic care See hitp://provider.bcbs.com s Private-duty nursing

o 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/ebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
calling the number on the back of your BCBSM ID card. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2536.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 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 caliing the number on the back of your BCBSM ID card.

Additionally, a consumer assistance pregram 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.qov/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, Medlcald CHIP,
TRICARE, and certain other coverage. If you are ehglb[e 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:

2o il e )

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (déductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portior of costs you might pay under different

' ﬁ 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
)
health plans. Please note these coverage examplés are based on self-only-coverage.

Peg is Having a Baby

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

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

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

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

Managing Joe’s Type 2 Diabetes

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

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

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

Diagnostic tests {blood work)

Prescription drugs

Durable medical equipment (giucose meter)

Mia's Simple Fracture

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

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

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

Diagnostic tests (x-ray)

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

| Total Example Cost [ $12700]  [Total Exampe Cost _[__$5600] |Total Example Cost | s2800]
In this example, Peg wouid pay: in this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost.Sharing N Cost Sharing
Deductibles $1,500 Deductibles $900 Deductibles $1,500
Copayments $0 Copayments $200 Copayments $80
Coinsurance $1,700 Coinsurance $0 Coinsurance _ §%0
What isn't covered What isn’t covered What isn’f covered
Limits or exclusions | §60 Limits or exclusions 20 Limitsorexclusions |  §0
| The total Peg would pay is | $3,.260} | The total Joe would pay is 1 -$1,1201 { The total Mia would pay is $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 out-of-pocket expenses — like the
deductible, copayments, or coinsurance, or benefits not otherwise covered.
The plan would be responsible for the other costs of these EXAMPLE covered services. 8of9



ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

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

SI usted, o alguien a quien usted estd ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacién
en su [dioma sin costo alguno. Para hablar con un
intérprete, llame al ndimero telefénico de Servicio al
cliente, que aparece en la parte trasera de su tarjets, 0
877-469-2583, TTY: 711 st usted todavia no es un
miembro.
shoallolh aelddgtagaels il pass st 120
_his:i,io,a.ahal;iiJ,,.;,l1aL.,!.Jl,=::.L..ll‘_,k. U goanlt
Y NYPVS SO AR PR P DL NS JEVE 0 JENG PR JLIEN
el 1S 55 o5 4 13} .877-469-2583 TTV:T11 &5
NRE, RS EEBIMANHER. RERE. SEHERA
KRUEMBIERDIEMANL. Za—GBRA.
RREENENONEFBEERTE  #REETRETR
. ERIRTEEE 877-469-2583, TTY: 711,
e Rdih o SN g ¢ o Shotaeba rdBd id 30 gt b L
Rl oo e Rtd o iRulass whand L daeliere | dbhaie
L otn el e 30 mi whominal sty oy L daedids
© wgadnn8y of 2 AL ety mlicn _anulh
wrénidh . ohal e e B77-469-2582 TTY:711
Néu quy vi, hay ngurivi ma quy vi dang gidp d§, can trg
gidp, quy vi s& cé quydn durgce gilip va c6 thém thing tin
bang ngdn ngl cda minh mién phi, D& nél chuyén v&i mit
théng dich vién, xin goi s6 Dich vy Khich hang ¢ mit sau
thé cda quy vi, hojic 877-469-2583, TTY: 711 néu quy vi
chura phal 1 mét thanh vién,
Nése Ju, ose dikush qé po ndihmoni, ka nevojé pér
asistence, kenli té drejté t& merrni ndihmé dhe informacion
falas né gjuhén tuaj. Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit t& Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.

okob | 3F Ei= A3 50 U= AMEO] "0
Q0. Aot =SSN FEE A6l Aoz HIB
£H 20| 25 ¢ 2= BT ASLICL SHARE
CHatstoi et Aalel St AN A= 22 A2
M= 2 Jg5tHLE, 0/01 3120] ot Ee
8774692583, TTY: 7112 &GSt & A 2.

T ST, T TR 0= 359 FTA], FTAy
TS TH, BT T S AR TRAT 3 BYy
TSI AYFTH FTATH TEE| (FTH] AFSW (ATSTAIT T
FY TA(©, AT FRGT (TR (FOTT ATTF SRS 79
T A A1 877-469-2583, TTY: 711 vy RISPNAT I
STONY AT 3T NP |

Jedli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskanla bezptatnej informacji | pomocy
we wiasnym jezyku. Aby porozmawiac z ttumaczem,
zadzwori pod numer dziatu obslugi klienta, wskazanym na
adwrocie Twoje] karty lub pod numer 877-469-2583,

TTY: 711, Jeteli jeszcze nie masz czlonkostwa.

Falls Sie oder jernand, dem Sie helfen, Unterstiitzung
benétigt, haben Sle das Recht, kostenlose Hilfe und
Informationen in threr Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Riickseite hrer Karte an oder
877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.
Se tu o qualcuno che stal aiutando avete blsogno di
assistenza, hai il diritto di ottenere aiuto e informazionl
nella tua lingua gratuitamente. Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numero
indicato sul retro della tua scheda o chiama il
877-469-2583, TTY: 711 se non sei ancora membro.

CAERAR, FEREEROSGOEY OFTCXEENE
EShBATIHEMMN S ENELESL, CHRFOEEE
THHR—FEZFEY, BREAFELEYTI LN
TEET. BEEMIMYELA. BEREEBESHhSIB
BREHEHLOA—FOEMIRREN-HAFT—H
—ERAOBERS (# w1 A—THLHIE

877-469-2583, TTY: 711) ETHWEE< L,

Ecam zam Wi THITY, KOTOPOMY BEI ROMOTACTE, HYAHA
TOoMOIIE, TO BAl HMECTE IIPABO HA OecImaTHoL IOy ICHHE
TMoMOITH K b OPMAITIH Ha BameN M3EKe. JIna pasrosopa
€ IepeBOIIHECM IIG3BOHIITE O HOMEPY TeiedoHa OTHema
OGCTY:MBAHIA KIHCHTOB, YEAIAHHOMY HA o6parHoii
CTOPOEE BamIel XAPTEL WY IO HOMEDPY

877-469-2583, TTY: 711, econt y Bac HET WICHCTBA.

Ukoliko Vama ili nekome kome Vi pamaZete treba pomoé,
fmate pravo da besplatno dobljete pomo¢ I informacije na
svom Jeziku, Da biste razgovarali sa prevodiocem, pozovite
broj kerishicke sluZbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako ved niste clan.

Kung ikaw, o ang iyong tinututungan, 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 lyong tarheta,

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

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary aids and
services to people with disabilities to cormmunicate
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 8lue
Shield of Michigan or Blue Care Network has failed to
provide services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex,
you can file a grievance In person, by mail, fax, or email
with; Office of Civil Rights Coordinator,

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

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

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

http:/fwww hhs.gov/ocr/offlce/filefindex.htm.
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Blue Cross Blue Shield

Simply Blue PPO HSA ASC with Rx

(High Deductible Health Plan)




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



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

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: PPO

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

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

Answers

Important Questions Why this Matters:

" In-Network Qut-of-Network

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

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

: préventive services at hitps://www.healthcare:govicoverage/preventive-care-benéfits/.

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

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

Are there other deductibles for  No. You don't have to meet deductibles for specific services.

specific services?

What is the out-of-pocket limit for )

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

Premiums, balance-billing charges, any

What is not included in the out-of- . , -
ocket limit? Dp:;rrgoagsynefg:\lgrand health care this  [Even though you pay these expenses, they don’t count toward 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.bchsm.com or call the ngtwork; You will pay the most if you use an out-of-network provider, -and you might receive a
network provider? number on the back of your BCBSM ID  [bill from a provider for the difference between the provider's charge and what your plan pays
= ) card for a list of network providers. 1{balance billing). Bé aware, your network provider might usé an out-6f-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 007000448-0066 SBC000022122958 20f9
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ﬂ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

‘Common Medical Event

Services You May

Need

Primary care visit to

What You Will Pay

In-Network Provider
(You will pay the least)

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

Limitations, Exceptions,.& Other Important i

Information

I

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

supply)

Preferred brand-
name drugs

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

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

treat an injury or No Charge 20% coinsurance None
. illness
If you visit a health care Specialist visit No Charge 20% coinsurance None
provider's office or clinic Preventive care/ | You may have to pay for services that aren't
ST R (preventive. Ask your provider if the services
.s_cre_erl!gg{. No Charge Not covered needed are preventive. Then check what your plan
immunization will pay for.
. Diagnosfic fest (x-ray, No Charge 20% coinsurance None
. blood work)
If you have a test Imagin (CT/PET
Sn;:glsn?\ﬂ(Rls) No Charge 20% coinsurance May require prior authorization
, $10 copay/prescription for retail 30-[ |
Gener!c or select Day supply $20 copay/prescription In .I\!etwork gopay plus an
prescribed over-the- for retail or mail order 90-da additional 20% coinsurance of
[fyou need drugs to treat  |[counter drugs y the approved amount)

{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
the approved amount)

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

: order 90-day supply)
Facility fee (e.g.,
) ambulatory surgery  [No Charge 20% coinsurance None
If you have outpatient center)
surgery —
Feréy;smlan/surgeon No Charge 20% coinsurance None
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Common Medical Event

‘What You. Will Pay

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

Out-of-Network Provider
{You will pay the most}

Emergency room

Limitations, Exceptions, & Other Important
Information

If you are pregnant

Postnatal: No Charge; deductible
does not apply

Postnatal: 20% coinsurance

lcare No Charge No Charge None
If you need immediate T )
. . - Emergency medical : .
medical attention ltransoortation No Charge No Charge Mileage limits apply
Urgent care No Charge 20% coinsurance None
Eggglittglf?c?o(rﬁ.)g" No Charge 20% coinsurance Prior authorization is required
If you have a hospital stay ShvSiciant
fo eysnman_surgeon No Charge | 20% coinsurance None
If you need mental health Outpatient services are covered at participating
behavioral health services |Outpatient services  [No Charge Ne Charge facility only. Your cost share may be different for
(mental health and services performed in an office setting.
substance use disorder)  |Inpatientservices  |No Charge 20% coinsurance |Prior authorization is required.
| | , ) , Maternity care may include tests and services
Prenatal: No Charge; deductible . ) .
e N s described elsewhere in the SBC (i.e. ultrasound)
|Office visits does not apply Prenatal: 20% coinsurance and depending on the type of services cost share

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

Childbirth/delivery

{services

professional services No Charge 20% coinsurance None

Childbirth/delivery o

facility services No Charge 20% coinsurance None

Home healthcare  [No Charge No Charge Preauthorization is required
Rehabilitation Physical, Speech and Occupational Therapy is
U No Charge 20% coinsurance limited to a combined maximum of 30 visits per

member, per calendar year.

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

|Habilitation services

No Charge for Applied Behavior

1Analysis; No Charge for Physical,

Speech and Occupational Therapy

No Charge for Applied Behavior
Analysis; 20% coinsurance for
Physical, Speech and
Occupational Therapy

Prior authorization is required for applied behavior
analysis (ABA). Services rendered by an approved,
licensed behavior analyst (LBA) will apply the In-
network cost-sharing.

Skilled nursing care

No Charge

No Charge

Prior authorization is required. Limited to 90 days

per member per calendar year
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What You Will Pay

Common Medical Event Services You May - T inNetwort Provider Out-oi-Networic Provider Limitations, Exceptlons,_& Other Important
Need . h Information
(You will pay the least) | (You will pay the most}
: . Excludes bath; exercise and deluxe equipment
Durable medical : _ ' . ) o
ST No Charge No-Charge {and comfort and convenience items. Prescription:
{equipment ’ ! |required. o i
Hospice services No Charge No Charge Preauthorization is required visit limits apply
If your child needs dental or|Children’s eye exam |Not covered ., Not covered None
eye care M ran)
For more information on ‘ iChlIdren S glassgs _ _I_\Iot covered _ Npt cqvered ] None
pediatric vision or dental, _ ;
contactyour plan Children’s dental |, ‘
administrator check-up Not covered Not covered None
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Excluded Services & Other Covered Services:

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

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

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

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

e Chiropractic care See hitp://provider.bcbs.com o Private-duty nursing

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

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a ¢laim. 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 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 pfan 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 6n the actual éare you receive, the prices your providers charge, and many other factors. Focus onthe cost sharing amounts (deductibles,

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

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

Peg is Having a Baby

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

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

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

Diagnostic tests (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 $2,000
M Specialist coinsurance 0%
W Hospital (facility) coinsurance 0%
| Other coinsurance 0%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment {glucose meter)

Mia's Simple Fracture

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

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

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

Diagnostic tests (x-ray)

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

Total Example Cost [ 12700} | Total Example Cost | | $5600]  [TotalExampleCost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
' Cost Sharing .Cost Sharing - ) Cost Sharing
Deductibles $2,000 Deductibles $2,000 Deductibles $2,000
Copayments $0 Copayments $0 Copayments $0
Coinsurance $0 Coinsurance _ $0 Coinsurance _ __ $0
What isn’t covered - What isni'f covered ' What isn't covered
Limits or exclusions $60 Limits or exclusions 7 7 $20 Limits orexclusions . $0
[ The tofal Peg wouldpayis | $2,060 ] [ The total Joe would pay is '$2,020 | The total Mia would pay is $2,000 |
If you are also covered by an account-type plan such 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 cerain 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 of 9



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 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 qulen usted estd ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacién
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al nimero telefénico de Servicio al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
mlembro.
Soadldpb st s aeld 6l yass et ekl
_ngﬁaymisJJ).ﬂl Glagladly el o U gaaall
Ji .érﬁu:; _)Q.Lui'- A,;u_,‘“cmlm“i),ld_ﬁ"‘}ﬁu.uduﬂﬂ
SIS ine K5 WY LB77-469-2583 TTY:711 Sx
NRE SRGEFRRNHE REGL. SHEH
KRVUENSEHIINDINAR, EEH—ZHEER,
HREENEHENEFESEE . IREFEER
. IHIRTEEE 8774692583, TTY: 711,
e Riia o okl popmn ¢ .___éxhq\wﬂ_’u réé_.'.\é W ot ot L
reRulacna hiid o dhulni Mhash aacliyre o dhare
i st oy 4Fon b mi ool s, rely L_analils
o~ ontony ¢ 28 L ey milion | aoyiin
wnich _akul 8 e B77-469-2583 TTY:711
Néu quy vi, hay ngurérl ma quy vi dang gidp dd, can tre
gidp, quy visé cd quydn dugc gidp va cé thém théng tin
bang ngén nglr cia minh mién phi. D& ndl chuyén vét mat
thong dich vién, xin ggl sé Dich vy Khach hing ¢ mit sau
thé cha quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chua phai 14 mdt thanh vién.
Nése ju, ose dikush qé po ndihmoni, ka nevojé pér
asistencé, keni té drejté t& mermni ndihmé dhe informacion
falas né gjuhén tuaj. P&r 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.

okol &t E= eIl S U= A0l XKl
EQlH, Ml S 2N H2E Ao A2 HIE
S 20l 22 4= U= HeS ASLICH S AR
CHetsted ™ A5 ot A U= 2K MH| A
Hz = JetstALL, 001 BI=I0] O E =2
877-169-2583, TTY: 7112 HElalal Al 2,

Tf% ST, T AR TE0aH A9 SIET, ATy
TS T, O A SRTH AR TRAT 3 B
AT FAFTH AR TR (FTH IS (SIS A
T IS, AR FNEF (T (7377 ST STAFS | TR
F A 9] 877-469-2583, TTY: 711 % BeTAT Smaf+
ST A 5 TR |

Jesh Ty lub oseba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatnej informacji | pomocy
we wlasnym jezyku, Aby parozmawiaé z ttumaczem,
zadzwori pod numer dzialu obstugi klienta, wskazanym na
odwrocle TwoJej karty lub pod numer 877-469-2583,

TTY: 711, |e3eli jeszcze nie masz cztonkostwa.

Falls Sie ader jemand, dem Sie helfen, Unterstiitzung
bendtigt, haben Sie das Recht, kostenlose Hilfe und
Informationen in Jhrer Sprache zu erhalten. Um mit einem
Dolmaetscher zu sprechen, rufen Sie bitte die Nummaer 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 alutandoe avete bisogno di
assistenza, hai il diritto di ottenere aiuto e informazioni
nella tua lingua gratuitamente. Per parlare con un
interprete, rivolgiti al Servizio Assistenza al nurmnero
indicato suj retro dells tua scheda o chiamaiil
877-469-2583, TTY: 711 se non sei ancora membrao.

CHRAH. FREEROOGOBY DA TRRELE
EENIATIHEMZSEWELES, CHEOERE
THH— 22U, HHREAFLEYTIIEN
TEFET. HERIMDY ERA, BREBIFEHZ1B
BREROI—FOERIIBRS®EAI-AR 4T —Y
—EADBERE (£ o i—TLLFE

877-469-2583, TTY: 711) FTHEBEEEC &1,

Ecas pan U SOy, KOTOPOMY BEI IIOMOTraeTe, HYAHA
TOMOIIL, TO BEl FMeeTe TIPABO HA DECILIATHOE NOXyICHMHe
ToMomt i urdopManu 2a pameN m3ktke. g pasrosopa
C IepeBOITHEOM NOIBOHHTE N0 HOMepY TeledoHa oTaena
O0CHYAMBANHA KIHEHTOB, YE33AHAOMY Ha obparHoit
CTOpoHe BAme KAPTH, HTH II0 HOMEpY

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

Ukeliko Vama ili nekome kome Vi pomatzete treba pomo¢,
imate pravo da besplatno debijete pomoé [ iInformacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
bro] korisnicke sluZbe sa 2adnje strane kartice Hi
877-469-2583, TTY: 711 ako ved niste &lan.

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

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

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

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

You can also file a civil rights complaint with the U.S.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at
https://ocrportal.hkis.gov/ocr/portal/lobby.jsf, or by mail,
phdne, 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, email:
OCRComplaint@hhs.gov. Complaint forms are available at
http:/fwww.hhs,gov/oc le/findex. htmi.
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Health Alliance Plan




Health Alliance Plan of Michigan

‘I . A"'ance Healgh Alliance Health and Life Insurance Company(Alliance)
and Life I:rlfgﬂ;e Self-Funded Health Maintenance Organization (HMO) Plan
_— - : Summary of Benefits
AS000098 / XR002358

Self-Funded HMO
AS000098 / XR002358 | XW000713

O ULOT.NECWORR

[ PITAHFBUGIEE . A i :
Benefit Period Calendar Year

Annual Deductible $0 Individual; $Q Family N/A
Calnsurance 0% NIA
Annual Coinsurance Maximum N/A NIA
These values do not accumulate: Premiums,
Annual Out-of-Pocket Maximum $6,600 Individual; $13,200 Family NIA balance-billed charges, and health care this plan

doesn't cover. All other cost sharing accumulates

IPreventive services :
Routine Well Visits Covered

Related Laboratory and Radiology Serviges Covared
Pap Smear, Mammagram, Tubal Ligation Covered

Immunizations

$25 Copay

Primary Care Office Visit
HAP Telehealth $25 Copay Through our daslgnated telehealth partner.
Specialist Offica Visit $40 Copay
Routine Audiclogy Exam Covered N/A ig;:gsgc‘?a{?:tr ggﬁ"c?{ﬁps‘?god' For non-routine visits
Routine Eye Exam Covered NIA g: ee Sesggaﬁ:tr g#?;ﬂw;ged. For non-routine visits
Chiropractic Services Not Covered NIA
Allergy Treatment Coverad N/A
Allergy Injections Cavered N/A
Laboratory & Pathology Caovered N/A Some services require preauthorization.
Imaging MR, CT & PET Scans Covered N/A Services require preauthorization.
Radiology {(X-ray) Covered NiA Some services require preauthorization.
Radiation Therapy & Chemotherapy Covered N/A
Dialysis Covered N/A
Outpanent Madical Drugs Covered N/A
[Cutpatient Surgical Servicas s s i i b R
Cutpatient Surgery Covered NiA
Ambulatory Surgical Center Covered NIA
Professional Surglcal and Related Services Covered NIA
Emergency/Urgent Gare s s T i e
Urgent Care $50 Copay
Emergency Rocm Care $200 Copay Copay will be waived If admitted
Emergency Medical Transpurtat:on Covered Emergency transport onl
Inpatient Hospital Services gy e R S S - ek ;
Facllity Fee Covered N/A
Physician Services, Surgery, Therapy,
Laboratory, Radlology, Hospital Services and Covered N/A
Supplies
Bariatric Surgery and Re!ated Sennces $1,000 Copay NIA One procedura per lifetime

- Maternily, Services y

%

Routine Prenatal Office Visits Covered NIA Covered under Preventive Services. For non-routine

visits, see Specialist Office Visit,
" " Caovered under Preventive Services. For non-routine
Routine Pasinatal Office Visits Covered N/A \isits, sea Specialist Office Visit,
Labor Delivery and. Newbom Care See Inpatient Hospital Services N/A
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Orthotics

Mantal HEalh & Substanes Use DiSarder . o A g :
Inpatient Services See Inpatient Hospital Services NiA
Qutpatient Services $25 Copay N/A
Home Health Care Covered N/A Does not include Rehabilitation Services. Unlimited.
Hospice Care Covered N/A Up to 210 days per lifetime
Covered for authorized sarvices. Up to 730 days.
Skilled Nursing Care «Covered N/A Maximum benefit renews after 60 days of
nonconfinement.
Durable Medical Equipment; Prosthetics & Covered N/A Cavered for approved equipment only.

Hearing Aid Hardware

$0 Copay per Hearing Aid for Value

$689 Copay per Hearing Ald for Basic

Technology Hearing Alds
Technology Hearing Aids

3589 Copay per Hearing Ald for Prime N/A

$1,539 Copay per Hearing Aid for Advanced

Technelogy Hearing Alds

Through a NationsHearing Provider only. Limited to
2 Hearing Alds per Benefit Pericd. Copays do nat
count toward the But-of-Pocket Limit.

Technelogy Hearing Aids
$2,039 Copay per Hearing Aid for Premium
Technelogy Hearing Aids
Covered ance each 12 month period thru HAP's
. Contracted Providers. $80 benefit maximum for

Vision Hardware Covered NIA Frames/Lens or Contact Lens. Details can be found
in your palicy or plan documents.

Rehatilitation Services: Physical, Cavered N/A 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 Autism Spectrum Disorders. See Rehabilitation

and Speech Tharapy Services for non-autism Habilitation cost sharing and
limits, Covered for authorized services anly.
Limited to sen/ces associated with the treatment of

Applied Behavioral Analysis $25 Copay N/A Autism Spectrum Disorders. Covered for authorized
sarvices only.

Voluntary Sterilizations See Outpatient Surgical Services N/A Limited to vasectomy
Services for diagnosls, counseling, and treatment of

Infertility Services Covered NA bedily disarders causing infertility. Covered for
authorized services only.

Assisted Reproductive Technologies Covered N/A One attempt per lifelime

Temporomandibular Joint Disorder. Covered N/A

Bharmacy (Affillatad pharmacy providers only]. .

T g
i

Coverage for non-invasive treatments cnly.

]

$20 Copay 30 day supply, $40 Copay 90 day supply

A 90-day supply of non-maintenance drugs must be
filled at our designated mail order pharmacy. Other

exclusions & limitations may apply. Certain specialty

drugs may be approved for 60 cr 90 days. In this
case, if a copay or max is shown for speclalty drugs,

vou will pay two times that amount for up to 60 days,
[three times that amount fer up to 90 days,

Tier 1

Tier 2 $20 Copay 30 day supply, $40 Copay 90 day supply
Tier 3 $40 Copay 30 day supply, $80 Copay 90 day supply
Tier 4 $60 Copay 30 day supply, $120 Copay 90 day supply
Tier 5 $60 Copay 30 day supply at specialty pharmacy only
Tier 6 $60 Copay 30 day supply at specialty pharmacy only

- In case of conflict 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 admissians 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 obtain prior authorization before services are received could result in a reduction

or denlal of benefits.

- Students away at school are covered for acute illness and injury refated 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 Health & Substance Use Disorder Services delivered via HAP Telehealth, you will pay the lower of either the
Qutpatient Mental Health & Substance Use Disorder Cost-Share or the HAP Teleheaith 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. [t 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 Network appraved amount, less any
appficable deductible, coinsurance and capay 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 contral. This coverage is provided pursuani 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
preautherized or approved by BCN except in an emergency.

Note: A list of services that require approval before they are provided is avaifable enline at hitps:flbchsm.com/priorauth.

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

Members responsnblhty (deductibles, copays, coinsurance and dollar max1mums)

Benefits T e e S -

Deductible - Coinsurance and select fixed dollar copays apply (as None
defined by your plan documents), once the deductible has been met. i
Note The Deductlble will apply to certaln serwces as defined below. :

leed Dollar Copays $0 for allergy |njec!|0ns -
$20 for PCP offica visits :
$30 copay for referral-physician visits
$30 for urgent care visits
$100 for emergency room visits

Coinsurance 50% forselect serwces a_s noted bélow i

Coinsurance Maximum None

amounts forall covered sennces L. . ;

Preventwe ser\nces |

Benefits -
Health Maintenance Exam Covered 100% A )

Annual Gynecological Exam Covered 100% i

I;a;&‘;m;e;?msgreenlng Iaboratorysemces only Covered 100% o

Well-Baby and Weli-Child Visits Covered 100%

Page 10f5 bchsm.com 000025345822
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Preventive servrces (oontrnued)

Benefits S . ]
Immunizations Covered 100%_

Prostate Specrf c Anttgen (PSA) Screenlng Iaboratory services only Covered 100%

Routine Colonoscopy COVBTEd 100% e e B

Mam}logre;ﬁyuéoreemng ) Covered 105/;— - _ ] . B - N
‘:Iatﬁtary Stenhzahon of Female Reproductlve Organs Covered 100% ) _7 i - ) R - - o _ —:_l
Breast Pumps (DME gurde[mes apply) Covared 100% N o ‘-_-__: _-:;‘"‘__:-:ﬁ __A :v__h :‘—H—_:_'
_Routlrre M-eteimty Prenatal and Postnatal Care Covered100% o !

Physician office services

e T N,

L e e ———— i L

PGP Office Visits $20 copay
Note: Applicable cost sharing applies when other services are received
in lhe ofr ce

Medlcal Onlme Visits - when perforrned by a BCN participating provider Covered 100% - Onl|ne visits wnth the 8CN online vendor are covered
Note: Not all services delivered virtually are considered an online visit ,
but may be considered telemedicine. Telemedicing services will be !
subject to the applicable cost share associated with the service

provrded

Referral Physician Visits - when referred for other than preventive $30 copay )
services

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

Emergency medlcal care

Benefits R
Hospital Emergency Room copay walved if admitted as rnpahent $100 copay '
Urgent Care Center $30 copay B L S _ _M ” )
Retail Health Clinic $30copay _ ) S o
Ambulance éervices-medically necessary Covered 100% ) ‘ ) T h
Diagnostlc services

Benefits
Laboratory and Pathology Tests Covered 100% o o
Diagnostic Tests and X-rays Covered 100% __ _ _ o — E
ngh Technology Radrology Imaglng (MRI MRA, CAT, PET) Covered 100%- — ) ) T
_Radlatlon Th_erapy Covered 100% )

Maternity services prowded by a physmran

(e L B e e S =SS ,«*.—_Pﬁ.....f.ﬂ- e —— = - R — - - e ——

Benefits L ) N
Routine Prenatal and Postnata! Care Visils Covered 100%

Delrvery and Nursery Care - professional services (see "Hospital Care" Covered 100%
far facility charges)

Page 2 of 5 bcbsm.com 000025345822
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Hospital

eenefts - - ]

General Nursing Care, Hospital Services and Supplies o Covered T_ﬁﬁ% o W_ "::_*:Aj:_;j
Oupatient Surgery Covered 100%__ ]

Alternaes to |tal ._._ e w_ -
reneﬁs L T e “ li B . ~1

Skilted Nursing Care vt 10 T T ——
Limited to 730 daysperldehme e

Hospice Care . o ) Cove_red100% _M_“: e

HomeHealh Cae S

Surgical services

Benefits =~ . |
Surgery - lncludes a!l related surglcal services and anesthesra Covered 100%

Voluntary Stenllzatron of Male Reproductive Organs - see Prevenhve Covered 100%
Services for Voluntary Sterilization of Female Reproductive Organs

Human Organ Transplants {subject to medical criteria) ‘ mCovered 100% ] 7'

Reduction Mammoplasty (subject to medical criteria) - - coinsurance | _ o
ﬁa]e &;séeémy (subject to medlca] crlterta) 50% cornsurerrce_ T “_ e “ ..7-; m“j-__niiii
Temporoman_drarlgr_ Joﬁt _Svn_d_rome (su—bjeo-t_to_n_'redrcal cntena) T ;56‘7_0 oornsuraoe; m ____ TTTT T
Orthognathic Surgery (subject to medical criteria) T b cosuance

Weight Reduction Procedures (subject to medical criteria) - Limitedto  Covered 100%
one procedure per Ilfetlme

Be'deflts T . Fi T

Inpatient Menta( Health Care Covered100% o e _rn:_d ) M m}
Residential Substance Use Dlsorder Covered 00% o ‘ o B m:f
Outpatient Mental Health Care includes online and telemedicine visits Covered‘lUO%" : ST e T
Note: For diagnostic and therapeutic services, see the Diagnostic :
Services sect|on above for appllcable cost sharing. o o
Qutpatient Substance Use Disorder Covered ‘100%w _— _7 ) " - :“_.
Page 3 of 5 bebsm.com 000025345822

1172612025 10:32:42 AM


https://bcbsm.com

Autism spectrum disorders, diagnoses and freatment

‘Beneflts

Applied behavioral analysis (ABA) freatment See your outpatient méntal health carecost share

Note: Frior to seeking 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 at an approved autrsm eva]uauon center (AAEC)

.

Outpatient physical therapy, speech therapy and occupatlonal therapy  $30 copay
for autism spectrum. Unlimited visits for PT/OT/ST with autism
spectrum disorder diagnosis.

Other covered services, including mental health services, s, for Autism  See youroutpatlent mental health medlcal offrce vrsrt -and preventrve
Spectrum Drsorder benefit,

| D

Other services

Benefits _ | S
Allergy Testing and Therapy Covered'iUO% _ " o hn ;
Allergy Office Visits - L swepy T
Alergy Injections o ‘ Covered 100% |

ChrropraES-pmal Mampulatron when referred ) $30 copay T T T

L|m|ted to 30 wsﬂs per calendar year ( .

Outpatrent Phy5|ca| Speech and Occupatronal Therapy subject to $30 copay : .
meaningful improvement within 60 days One period of ireatment for any combination of therapies within 60
consecutwe days per medlcal ep|sode

tnfertillty Counseling and Treatment 50% cornsurance (excludes |n-V|tr0 fertll|zat|0n) _
Durable Med|ca| Eqmpment Covered 100% )
Diabetic Supplles Covered 100%

Note: Certain diabetic supplies are covered through the pharmacy a
benefit if you have BCN pharmacy coverage. Applicable prescription t
drug cost- sharmg erI apply ’

Prosthetrc and Orthotlc Appliances Covered 100%

Heanng Aid ‘Not:covered

e e 7 - I
Benefits - j[ o

Generic Tier $10 copay i

Preferred Brand Tler '$25 copay ' _ i

Nonpreferred Brand Tier $50 copay ) )

Contraceptives Women's Contraceptrves - Generic - 100% Preferred Brand $25 copay, o
Nonpreferred Brand $50 copay i .

Drugs for the Treatment of Sexual Dysfunction Drugs forthe Treatment of Sexual Dysfunctron 50% cornsurance .

Mail Order Prescnptlon Drugs Two trmes the apphcable copay up foa 90 day supptyn é‘p“édréit’y &ﬁt&é’ are }
not covered through mall order pharmacres . o

Specialty Drug Pharmacy Specialty drugs are covered only when purchased through the BCN- o
Exclusive Pharmacy Network for Specialty Drugs o o
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Prescnptlon drugs (continued)

I

Beneflts

Variable Cost Share Coupon Program

Diabetic Supplies

Your plan includes a prescnptlon drug discount program for certain
med[catlons When-a manufacturer coupon‘iz:used through the BCN
dlscount program the amount paid after the discount applies toward the out
of pocket maximum.

Se!ect diabetic supplles and equment are covered, applicable cost shanng
WIII apply. Cost shanng may not apply to certain preferred glucometers as

Prescripfion Drug Deductible

|N0ne o

Custom Drug List

iThe list of prescnpuon drugs that have been approved by the U.S. Food and
iDrug Administration and approved by the BCBSM/BCN Pharmacy and
Therapeutics Committee. The list represents the clinical judgment &f
Michigan physicians, pharmacists-and other experts in the diagnosis and
Jreatment of disease and promotion of health. Medications are selected:
‘based on clinical effectiveness, safety and opportunity for cost savings,
'Same drugs included in the Custom Drug List require prior.authorization
-andfor step therapy by BCN before they-are-covered. The drug list may be
imodified by BCN as needed to remove or add a covered drug or to modify |
the requirements for authorization of a covered-drug. The list may be found !
at https:ffwww.bcbsm.com/druglists

For Intemal Purposes Only
Benefits Selected - CLSLGF ;

OMHSAF,100MSF,10255F,30RPF,6350MF ASSF,ASDF,CO20F, DMESF, DSRCWF,EDMP,ER 100F,GLPCCF,MOP20F, ONVOF OPTHEF P&OSF, 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-to-read summary and provides only a general overview of your benefits. it is not a contract. Additional limitations and
exclusions may apply. Payment amounis 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 cerlificates 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.

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 behsm.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 specialty pharmaceuticals that meet BCBSM's medical
policy criterla 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 ctaim and all charges will be the member's responsibility.

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

Blue Cross provides administrative claims services only. Your empleyer or plan sponsor is financially responsible far 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-OLVSDASGC;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 nenprofit 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-netwotk provider in & gecgraphic 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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Ellglblllty Informatlon

| Members [ Eligibility Criteria |
Dependents ‘s Subscriber's [egal spouse .
ie Dependent children: related to you by birth, marriage, legal
adoption or legal guardianship;-eligible for coverage until the end of
the year in which they turn age 26
Sponsored dependents o Dependents of the subscriber related by blood, marriage or legal
adoption, over age 19 and not eligible as a dependent under the
provisions of the subscriber's contract, provided the dependent
meefs all eligibility requirements. The subscriber is responsible for
paying the cost of this coverage, {

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

| Benefits ” In-network lOUt'Of'NEtWOI’k
Deductible $1 500 for one member, $3,000 for one member,
$3 00 for the family (when two or more ! $6;000 for the family (when two
,members are covered under your » or more members are covered
,confract) each calendar year i under your contract) each
| calendar year
;Note: Deductible may be waived for |
!covered senvices perfformed inan’in- ¢ Note: Qut-of-network deductible
,network physician’s office and for amounts also count toward the in-

.covered mental health and substance | network deductible.
use disorder services that are equivalent,
,to an office visit and perfarmed in an in-
network physician's office. |

Flat-dollar copays T $40 copay for of‘f' ice visits and office : « $250 copay for emergency
consultations + room visits
» $40 copay for chiropractic and }
oslteopathic manipulative therapy
« 3250 copay for amergency rosm

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

« 20% of approved amount for mental ! » 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 freatment i substance use disorder
-&  20% of approved amount for most treatment
- other covered services (coinsurance ' s 40% of approved amount for
waived for covered services most other covered services
performed in an in-netwark
physician's office)

Annual coinsurance maximums - - applies to coinsurance amounts for all 1$2 500 for one member, ' $5,000 for one member,
covered services - bul does not apply to deductibles, flal-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 covered under your I or maore members are covered
sharing amounts ‘contract) each calendar year H under your contract) each

» calendar year

i Note: Out-of-network
) ! colnsurance amounts alsa count
’  toward the in-netwark

| coinsurance 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-MTG $40 ASC;CB-OLV$0ASC;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/$25/$70ASC;PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns SmartS0;XVA ASC

Bfue 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 netwerk 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 refemed, you
may be billed for the difference between our approved amount and the provider's charge.
Page 2 of 11 000025346174



]_Béneﬁts . - 7 _ Illn-neh.’-».rtgrk2 E‘Out'-df;network ‘ J

Annual out-of-pocket maximums - applies to deductibles, flat-dollar 1$6,350 for one member, $12,700 for one member,

copays and coinsurance amounts for all covered services - including cost- ,$12,700 for the family (when two-or more $25,400 for the-family (when two

sharing amounts for prescription drugs, if applicable ,members are covered under your . 5 or more members are covered
{contract) each.calendar year > { under your contragt) each

€ calendar year

' . I Note: Out-of-network cost-

‘ sharing amounts also Gount
| toward the in-network out-of-
1 pocket maximum.

Lifetime dellar maximum fNone B . ]

Preventive care services

[Beneﬁts 7 . l!_!n-netwdrk }| Out-of-network ]
Health maintenance exam - includes chest x-ray, EKG, chalesteral ;100% {no deductible or 7 ' } Not covered ’
screening and other select lab procedures copay/coinsurance), one per member

|per calendar year

|
'Note: Additianal well-women visits'may’ !
ibe-allowed based on medical necessity. ;
|

;

?

1

Gynecological exam i:IOO% (no de_dué_:tjp__[e or Not covered
.copayfcoinsurance), two per member pe

scalendar year

5Note: Additional well-women visits may :
+be allowed based:on medical necessity. }

Pap smear screening - laboratory and pathology services . 100% (no deductible or‘ { Not covered
1 copay/coinsurance), one-per member
'per calendar year .

[
¢
i

P —— OV - K -

Voluntary sterilization of female reproductive organs ; 100% (no deductible or ! 60% after out-of-network

. Copayfevinsurance) ‘ deductible
Prescription confraceptive devices - includes insertion and removal of an ~ "100% (no deductible or : 100% after out-of-network
Intrauterine device by a licensed physician ‘copay/coinsurance) l deductible
Contraceptive injections . 100% (no deductible or | 60% after out-of-network

oopaylcoinsurance)‘. l deductible
Well-baby and Well-child visits '100% (o deductible or Not'covered

| copay/coinsurance):
= 8 visits, birth through 12 months
= B visils, 13 months through 23
months
.+ Gvisits, 24 months through '35
months
‘e 2 visils, 36 months through 47
months
‘e Visits beyond:47 menths are limited
to one per member per calendar year
under the health maintenance exam

i
!
|
1
i
1
1

[oopaylcoinsu_rgncg). one per member
-per calendar year
L

. benefit: f
Adult and childhood preventive services and immunizations as 1 100% {no deductiblé or ‘ Not covered
recommended by the USPSTF, ACIP, HRSA or other sources as | copay/coinsurance) H
recognized by BCBSM that are in compliance with the provisiens of the ! {
Patient Protection and Affordable Care Act ‘ i
Fecal occult blood screening i100% (no-deductible or i Not covered
|

ADM PLANYR JAN;CB ASC;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-OLVS0ASC;CB-OPMIN
6350 A;CB-OV $40 ASC;CBG 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-ES00-2x ASG;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 nenprofit corporation and independent licenses of the Blue Cross and Blue Shield Assagiation.
Services from a provider for which there Is no Michigan PPO network and services from an out-of-network provider in a gecgraphic 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 refered, you
may be billed for the difference between cur approved amount and the provider's charge.
Page 3 of 11 000025346174
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- ) -
Benefits . i| In-network HOUt'Df'"‘!tWOI'k j
Flexible sigmoidoscopy exam 100% (no deductible or Not covered

copay/cainsurance), one per member
per calendar year
- ———— e — o - 1 - e 1=
Prostate specific antigep (PSA) screening 100% (no dedudtible or { Not covered
,copayfcoinsurance), one -per mernber
per calendar. year '

Routine mammogram and related reading £100% (no deductible or i €0% after out-of-network
copayfcoinsurance) deductible

Note: Subsequent medically necessary { Note: Out-of-network readings

mammograms performed-during the  * and interpretations are payable
same calendar year are subject to your: » anly when the screening
‘deductible and coinsurance. . mammogram itself is performed

' by an in-network provider.

One per member per calendar year

Calonoscopy - routine or medically necessary 100%ﬂ(n0 deductible ar 60% after out-of-netwark
copayfcoinsurance) for the first billed deductible
colonoscopy

Note: Subsequent colongscapies
performed during the same calendar
year are subject to-your deductible and
coinsurance,

EEEE N -

One per member per calendar year

Physician office services

LBeneﬁts ” In-network ”put-of—network
Offtce visits - must be medically necessary '$40 copay per dffice visit " 80% after out-of-network
deductible
Note: This includes mental health and substance use disorder services
equivalent to medical office visits.
Onling visits - by physician or BCBSM selected vendar must be medically  100% (no deductible or 60% after out-of-network
necessary copay/coinsurance) deductible
Note: Online visits by a non-BCBSM selected vendor are not covered. Not
all services delivered virtually are considered an online visit, but may be
considered telemedicine. Telemedicine services will be subject to the
applicable cost share associated with the service provided. )
Qutpatient and home medical care visits - must be medically necessary 80% after in-network deductible 60% after out-of-network
) deductible
Office consultations - must be medically necessary $40 copay per office cansultation + 60% after out-of-network
_ " deductible
Urgent care visits - must be medically necessary $40 copay per urgent care visit ’ 60% after out-of-netwark
) « deductible
Emergency medical care
.[ Benefits : H In-network ' i{OUtaofﬂrietwofk 7 J
Hospital emergency room -$25,0 copay per vis"it' (copay waived if ' $250 copay per visit {(copay
admitted or for an-accidental injury) waived if admitted or for an
accidental injury)
Ambulance services - must be medically necessary 80% after in-network deductible 80% after in-network deductible

ADM PLANYR JAN;CB ASC;CB-AME 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-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 ASG;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smartd0;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 geographic area of Michigan deemed a "low access
area” by BCBSM for that particular provider specialty are covered at the in-network benefit level. f you receive care from a nonparticipating provider, even when refemed, you
may be billed for the difference between cur approved amount and the provider's charge.

Page 4 of 11 000025346174



Diagnostic services

[_Beneﬁts ' L fl In-network - [“Ow!it-;éf'-ne'twbrk' I J
Laboratory and pathology services 80% aﬂer in- netv;.;erk deductib[e N : 60% after out-of-network
¢ deductible
Diagnostic tests and x-rays 80% after ln-network deductlble 60% after out-of-network
_ o dedudtible:
Therapeutic radiology 80% after in-network deductible: 60% after out—of network
L deductible

] Benefits _ . ) '_ - [[ in-network ]g Out-of-network
Prenatal care visits *100% {no deductible or 60% after out-of-network
copaylcolnsurance) | deducfible
Postnatal care visit 1100% {no deductible or " 80% after out-of-network
copaylculnsurance) » deductible _
Delivery and nursery care 80% after m-nelwork deductible { 60% after out-of-network
+ deductible

Note: For facility services See "Hospital Care” T

Hospltal care

| Benefits |{n-network || Out-of-network
Semiprivate room, inpatient physician care, general nursing care, hospital  80% after in-network deductlble ' 60% after out-of-network
services and supplies _ ' deductible

. . o Unllmlled days
Note: Nonemergency services must be rendered in a participating

hospital.
Inpatient consultations B0% after in-network deductible 0% after out-of-network
| deductible
Chemolherapy 80% aiter in-network deductible i 60% after out-of-network
. deductible
Alternatlves to hospltal care
] Beneﬂts H In-network HOut—of-network J
Skilled nursing care - must be in a participating skilled nursing faclllty 0% after m-network deductlble o i- 80% after in-network deductible
Limited to a maximum of 120 days per member per calendar year
Hospice care ,100% (ro deductible or ' 100% (no deductible or
‘copaylcomsurance) . copay/comsurance)

Up to 28 pre-hospice counse[lng visits before electing hospice services;
when elected, four 80-day periods - provided through a participating
hospice program enly; limited to dollar maximum that is reviewed and

adjusted periodically (aiter reaching dollar maximum, member transitions
into individual case management)

Home health care: 80% e'fier ir;:r;eﬁmhork deductible + 80% after in-network deductible
* must be medically necessary
= _must be provided by a participating home healih care agency

" S et A R AL 102 S

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 540 ASC;GB-OLVS0ASC;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$71’$35I$70ASC PD-ES%0-2x 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 nonpsofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO natwork and services from an cut-of-network provider in a geographic area of Michigan deemed a "low access
area” by BCBSM for that particufar provider speclally are covered at the in-network benefit level. If you recaive care from a nonparticipating provider, even when referred, you
may be billed for the difference between our approved amount and the providet’s charge.
Page 5 of 11 000025346174



[Beneﬁts 1 In network T j(Ouﬂo’f-network

Infusicn therapy: 80% after :n-network deductrble 80% after in-network deductible
* must be medically necessary
« must be given by a participating Home Infusion Therapy (HIT}
provider or in a participating freestanding Ambulatory Infusion Cenler
(AIC) '
*..may use drugs that require prior authorization - consult with yeur doctor __

Surgical services

; Benefits - J[ In-network 10ut-of-network ]

Surgery - includes related surgical services and medically necessary 80% after in-network deductible * 60% after out-of-network

facility services by a participating ambulatory surgery facility ) ! deductible

Presurgical consultations 100% (no deductible or , B80% after out-of-network
copaylcomsurance) ~ deductible

Voluntary sterlllzatlon of male reproductlve organs 80% aﬂer in-network deductible ' 60% after out-of-network

deductible

Note: For voluntary sterilization of female reproductive organs, sge

"Preventive care services,"” \

Elective Aborllon Servrces Not covered . Not covered

Human organ transplants

1 Benefi_ts - l In-network ][Oﬁt:Of-ﬁethrk I
Specified human organ transplants - must be in a designated facility and 100% (no deductlble ar 100% (no deductible or
coordinated through the BCBSM Human Organ Transplant Program {1- copay/coinsurance) , copayfcoinsurance) - in
800 242 3504) designated faciliﬁes only
"Bone marrow transplants must be coordinated through the BCBSM 80% after in-network deductible 60% after out-of-network
Human Organ Transplant Program (1 800-242-3504) { deductible
Specrt’ ied oncology clinical trials 80% after in-network deductible . 80% after out—of—network

‘ " deductible
Note BCBSM covers clinical trials in complrance wath PPACA
Kldney, cornea and skin transplants 80% after in-network deductible 60% afier out-of-network
deductlble

Behavioral Health Services (Mental Health and Substance Use Disorder)

Note: Some mental health and substance use disorder services are considered by BCBSM 1o be equivalent to an office visit or medical online visit.
When a mental health or substance use disorder service is considered by BCBSM to be equivalent to an office visit or medical online visit, we will
process the claim under your Physician Office Services.

| Benefits = _ji In-network || Out-of-network
Inpatient mental health care and inpatient substance use disorder 180% aﬂer in- network deductlb!e 60% after out-of-netwark
treatment ) deductible

Note Facility services are covered in parllcrpallng facilities only. Unlimited days

"Residential psychiatric lreatment famllly. 80% aﬂer in- network deduchble 60% aﬁer out-of- network
« covered mental health services must be performed in a residential deductible
psychiatric treatment facility
= treatment requires prior authorization
_* subject to medical criteria

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;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 geographic area of Michigan deemed a "low access
area” by BCBSM for that particular provider specialty are covered at the in-network beneflt level. If you receive care from a nonparticipating provider, even when referred, you
may be bilfed for the difference between our approved amount and the provider's charge.
Page 6 of 11 000025346174



Benefits

Outpatient mental health care:
+ Facility and clinic

Note: Facility services are covered in participating facilities only.

_:H In-network

'80% after in-network deductible

« Online visits - for services equivalent to a medical online vigit

Note: Online visits by a non-BCBSM selected vendor are not covered.

!
i
;$40 copay per online visit

+ Physician's office

Note: For services equivalent to a medical office visit. See "Physician
Office Services”.

180% after in-network deduc&ible

Outpatient substance use disorder treatment - in approved facilities only

.80% after in-network deductible

| Out-of-network

L

i 80% after in-netwark deductible

60% after out-of-network
deductible

l

E

|

i 60% after out-of-network
| deductible
1

|

f

!

|

1

1 B0% aﬂer out-of-network

! deductible (in-network cost-

' sharing will apply if there is no
. PPO network)

Autism spectrum disorders, diagnoses and treatment

l Benefits

i' In- network

Applied behavior analysis (ABA) freatment - subject to prior authorization

Note: Prior to seeking 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 autharized. This interdisciplinary evaluation can be
performed at an approved autism evaluation center (AAEC),

$40 copay per oﬁ" ice \nsnt

Oultpatient physical therapy, speech therapy and occupational therapy for
autism spectrum disorder

'80% after in-network deductible

5[0 ut-of-network

60% after out-of-netwark
« deductible
1

: Note: Services rendered.by an

i approved licensed behavior

' analyst {LBA) will apply the in-

| network cost-sharing.
I

| S

60% after out-of-network
+ deductible

Physical, speech and occupatlonal therapy with an autism diagnosis is

Other covered services, including nutritional counseling and mental health
services, for autism spectrum disorder

unlimited

.80% after in-network deductible

Other covered services

Benefits

p——r
I

60% after out-of-network
' deductible

j[ In- network

Outpatient Diabetes Management Program (ODMP)

Note: Screening services required under the provisions of PPACA are
covered at 100% of approved amount with no in-network cost-sharing
when rendered by an in-network provider.

Note: When you purchase your diabetic supplies via mail arder you will
lower your out-of-pocket costs.

. 80% after in-network deductible for

i diabetes medical supplies
+ 100% (no deduclible or

;[ Qut-of-network
L

]

' 60% after out-of-network
} deductible

copay/coinsurance) for diabetes self- ‘

management training

Allergy testing and therapy

'100% (no deductible ar
copay/coinsurance)

Chiropractic spinal manipulation and osteopathic manipulative therapy

$40 copay per visit

' 80% after out-of-network
deducllble

! 680% after out-of-network
, deductible

lelted foa combmed 24-wsnt maximum per member per calendar year

ADM PLANYR JAN;CE 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-OLVSDASC;CB-OPMIN
6350 A;CB-OV $40 ASC;CBC 20%-IN ASC;CBC 40%-ON ASC;CBD $3K-ON ASC;CED 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/535/570ASC;PD-ES30-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart90;XVA ASC

Blua 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 retwork 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 recelve 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

Outpatient physical, speech and occupational therapy - provided for 0% after in-network deductible
rehabilitation

IiOut-of—network

60% after out-of-network
deductlble

Note: Services at
nonparticipating outpatient

| physical therapy facilities are not

covered

lelted to a combined 60-visit max;mum per member per calendar year

Durable medical equipment ,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-network 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 deductlble

Private duty nursing care 70% after ln-network deductible

1

! 80% after in-network deductible

0% after in-network deductible

8
50% after aut-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%-ON ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35/570ASC;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 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 recejve care from a nonparticipating provider, even when referred, you

may be billed for the difference between our approved amount and the provider's charge.
Page 8 of 11
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Preferred Rx Program ASC

This is intended as an easy-to-read summary and provides conly a general overview of your benefits. It is not a contract, Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible andfor copay/fcoinsurance. 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 grotip is self-funded. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control,

Preseription Drug Discount Pregram - Prescription drug manufacturers provide coupon programs 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 vendor.

Specialty Pharmaceutical Drugs - The preferred pharmacy for specialty drugs is Walgreens Specialty Pharmacy. Specialty drugs are covered
only 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 manthly.

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

We will not pay for mare 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 specialty 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 controlled substances affected by this prescription drug requirement are available
online at bcbsm.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 ta the same annual
out-of-pocket maximum required under your medicat coverage. The following preseription 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 \ |j In-network pharmacy  |{out-of-network pharmacy
Generic or select prescribed over-the-counter drugs EYou pay $7 copay "You pay $7 copay plus an additional 25% of
! BCBSM approved amount for the drug
Preferred brand—name drugs You pay $35 copay You pay $35 copay p[us an addlhonal 25% of
. : BCBSM approved amountfor the drug
Nonpreferred brand-name drugs “You pay $70 copay ' You pay $70 copay plus an addlhonal 25% of

BCBSM approved amounl for the drug

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 before BCBSM will approve use of other drugs.

Covered services

[ Benefits || In-network pharmacy || Out-of-network pharmacy
FDA-approved drugs 100% of é-pproved' amount less pl-a\n 75% of approved amount less plan
capayfcomsurance - copaylcoinsurance
Prescribed over-the-counter drugs - when covered by 100% of approved amount Iess p]an 75% of approved amounl less plan
BCBSM ' copay/soinsurance ] copayloo:nsurance

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-OLVS$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/$35/$TOASC; PD-ES80-2x ASC;PD-
PDL-PA ASG;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.
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Benefits. I[ In-network.pharmacy ﬁ_Out-of-network pharmacy
State-controlled drugs .100% of approved amount iess plan  ; 75% of approved amount less plan
jcopayfcoinsurance o __; copaylcoinsurance
FDA-approved generic and seleet brand-name !100% of approved amount 1 75% of approved amount
prescription preventive drugs, supplements and vitamins i !
as required by PPACA i ] o - i
Olher FDA-approved brand-name prescripfion preventive !10()% of approved amount less.plan E 75% of approved amount less plan
drugs, supplements and vitamins as required by PPACA 'lggpgyi’pg_lgs_u_r_aﬂgg o _1 copay/fcoinsurance
Adult and,childhood select preventive immunizations as 1100% of approved amount ! 75% of approved amount '
recommended by the USPSTF, ACIP, HRSA or other i i
sources as recognized by BCBSM that are in compliance § - ~ '
with the provisions of the Patient Protection and ! !
Affordable Care Act i___ o !
FDA-approved generic and select brand-name ‘:100% of approved amount ! 75% of approved amount
prescription contraceptive medication (non-self- ;
administered drugs are not covered) L o _
Other FDA-approved brand-name prescription 2100% of approved amount less plan : 75% of approved amount less plan
contraceplive medication (non-self-administered drugs are !copay/coinsurance . copay/coinsurance
not covered) L ) o _ _
Disposable needles and syringes - when dispensed with  }100% of approved amount less plan + 75% of approved amount less plan )
insulin or other covered injectable legend drugs ‘copay/coinsurance for the insulin or : copay/coinsurance for the insulin or othér covered
:other covered injectable [egend drug ! injectable legend drug
: i
Note: Needles and syringes have no copay/coinsurance. 'I o o 3 o _
Select diabetic supplies and devices (test strips, lancets 1100% of approved amount [ess plan 1 75% of approved amount less plan
and glucometers) {copay/coinsurance " copaylcoinsurance

For a list of diabetic supplies available under the

BCBSM.com/pharmacy.

pharmacy benefit refer to your BCBSM drug list at .l

Nete: Over-the-counter {OTC) drugs are drugs that do not require a prescription under federal law. They are identified by BCEBSM 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 before BCBSM will approve use of other drugs.

Features of your prescription drug plan

Preferred Drug List A rEguIarly updated list with medications-approved by.the U.S. Food and Drug Administration and reviewed by aur :

Pharmacy-and Therapeutics Committee. The Preferred Drug List includes medications that have been selected for .
their clinical effectiveness, safety and maximized savings. The drug list maintains affordable medication access
and:promotes the use.of lower-cost alternatives for members. '

|

1

® Generic drug tier - This tier includes generic drugs made with the same active ingredients, available in the |
same strengths and dosage farms, 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. !

e Preferred brand-name.drug tier - This tier includes non-specialty prefemmed brand-name drugs. These drugs
are more expensive then generic and members'pay mare for them,

» Nenpreferred brand-name-drug tier - This tier includes non-specialty brand-name drugs for which therg's
either a generic alternative or a mare cost-efféctive preferred brand-name drug available. Members pay more i
for these nonpreferred brand-name drugs. H

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-EGM-ON $5K A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLV30ASC;CB-OPMIN
6350 A;CB-QV 541 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-ESS0-2x ASC;PD-
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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 licenses of the Blue Cross and Blue Shield Association.
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Features of your prescription drug plan

Mandatory prior authorization

A step-therapy. approach that encourages physicians to-prescribe-generic, generic altemative or over-the- counter |
medications before prescribing.a more expensive brand-name drug. It applies only to prescriptions being filled for
ithe first ime of a targeted medication,

lBefore filling your Initial prescnptlon for.select, high-cost, brand-name drugs, the.pharmacy-will contact your
Iphysrman {o suggest a generic altemative. A iist of select brand-name drugs targeted for the preferred therapy
(program is available at bebsm.com/pharmacy, along with the preferred medications.

|'If our records indicate you have already tried the preferred medication(s), we will authorize the prescription. If we
have no record of you trying the preferred medication(s), you may be liable for the entire-cost of the brand-name
drug unless you first Iry 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 awrelail pharmacy-or
through a mail order provider.

Quantity limits

Prior autherization/step therapy

Maximum allowable cost drugs

Saver90 Program

To stay consistent wﬂh FDA approved !abe!lng for drugs -some medlcallons may have: quantlty limits. '

A procéss that requirés a physwlan to.obtain approval from BCBSM before select prescription drugs (drugs
identified by BCBSM as requiring prior authorization) will be cavered. Step Therapy, an initial step in the *Prior
Autharization” process, applies criteria to select drugs.to determine if a less costly prescription 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 autherization.
Details about which drugs require prior authorization: or.step therapy are available online site at

‘bohsm. comlpharmacy

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

i

|
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 websﬂe www.bcbsm: com!pharmacy |
-
Saver90 requires members who use malntenance medications to obtain a 90-day supply from a Walgreens retall or; |
OptumRx mail order pharmacy. If members do NOT obtain those medications from-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. )

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 $40 ASC;CB-OLV$DASC;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;CR3$7/335/$T0ASC;PD-ES30-2x ASC;PD-
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Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Assoclation.
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(Post November 1, 2013 Retirees)




Adminsered by Aiawe Heath
an Lz hnsurance Compaty Health Allfance Plan of Michigan

Alliance Health and Life Insurance Company (Alliance})
Self-Funded Health Maintenance Organization (HMO) Plan

Summary of Benefits
. AS5000096 / XR002356 / XWQ00712

Summary Self-Funded HMO

PIETANIDOLES

AS000096 / XR00D2358 / XW000712

Preventive Services .
Office Visit/ Physical Exam / Well Baby

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

unless otherwise specified.

doesn't cover. All other cost sharing accumulates

Exam Covered N/A
Related Laboratory and Radiology

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

DUtpatiant Surgical Services

Primary Care Office Visit $20 Copay NIA

Telehealth Visit $20 Copay NIA ;pcr‘?:é%t: our contracted telehealth services
Specialist Office Visit $30 Copay N/A

Routine Audiclogy Exam Covered N/A %fse:eagnsﬁgg‘;’;fg‘gf:%{“r non-routine
Routine Eye Exam Covered N/A 3;?:5’::;“ S%Zi;ﬁgfggg’ﬁ;{or non-routine
Chiropractic Services Not Covered N/A

Allergy Treatment Covered NrA

Allergy Injections Covered N/A

Laboratory & Pathology Covered N/A 'Some services require preauthorization.
Imaging MR), CT & PET Scans Covered N/A Services requive preauthorization.

Radiology (X-ray) Covered NA Some services require preauthorization.
Radiation Therapy & Chemotherapy Covered NIA

Dialysis Covered N/A

Cutpatient Medical Drugs Covered N/A

Services

Qutpatient Surgery Coved fA
|Ambulatery Surgical Center Covered NiA,
Professional Surgical and Related Covered N/A

Ingatient Hospital Satvices

Urgent Care $30 Copay
Emetgency Room Care $150 Copay Copay will be waived if admitted
Emergency Medical Transportation Covered Emergency transport only.

Facility Fee Cavered N/A

Physician Services, Surgery, Therapy,

Laboratory, Radiology, Hospital Services Covered N/A

and Supplies

Bariatric Surgery and Related Services $1.000 Copay N/A One procedure per lifetime
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Pharmacy,(Affi ﬁa?edj pharmacy providers

 only)

Preferred Generic Drugs

Prenatal Office Visits Cnred A NIA Covered upder Preventive Srvioes
Postnatal Office Visits $30 Copay NIA
Labor Delivery and Newbom Care See Inpatient Hospital Services N/A
MentalHealth’ & Substance Use Disorder,
Inpatient Services See [npatient Hospital Services N/A
. $20 Copay.
Does not include Rehabilitation Services.
Home Health Care Covered N/A Unlimited.
Hospice Cadre Covered N/A Up to 210 days per lifefime. . }
Covered for authorized services.Up to 730 days.
Skilled Nursing Care Caovered N/A Maximum bensfit renews after 80 days of
noncenfinement.
g;rl‘]a‘::tlizshdedlcal Equipment; Prosthetics & Cavered NfA Covered for approved equipment only.
Rehabilitation Services: Physical, Covered NIA May be rendered at home. Up to 60 combined
Qccupational, and Speech Therapy visits per benefit peried.
—_— . . Limited to services associated with the treatment
Habilitation Services: Physical . ’
. Pt Covered NiA of Autism Spectrum Discrders through age 18.
Occupational, and Speech Therapy Covered for authorized services only.
Limited to services associated with the treatment
|Applied Behavioral Analysis $20 Copay NIA of Autism Spectrum Discrders through age 18.
Covered for authorized services only.
\Voluntary Sterilizations See Outpatient Surgical Services NiA Limited to vasectomy.
Services for diagnosis, counseling, and treatment
Infertility Senvices Covered NiA of bodily disorders causing infertility. Covered for
authorized services only.
Assisted Reproductive Technologies Covered NIA One attempt per lifetime.
[Temporomandibular Joint Disorder Covered N/A Coverage for non-invasive treatments cnly.

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

|A 80-day supply of non-maintenance drugs must

Non-Preferred Generic Drugs

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

be filled at our designated mail order pharmacy.

Preferred Brand Drugs

$30 Copay 30 day supply, $60 Copay 20 day supply

Other exclusions & limitations may apply.

Non-Preferred Brand Drugs

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

Certain specialty drugs may be approved for 60

Preferred Specialty Drugs

$50 Copay 30 day supply at specially pharmacy only

or 50 days. In this case, if a copay or max is.

Non-Preferred Specialty Drugs

$50 Copay 30 day supply at specialty pharmacy only

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

lamount for up to 90 days.

Template Rev 01/2020

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

HMO Benefit Guide will govern.

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

or denial of benefits.

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

Alliance Plan.
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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 ptan 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 —

Delta Dantal PPO™ Delta Dental Nonparticipating
~ Dentist Premier® Dentist Dentist
. PlanPays _ Plan Pays Plan Pays*
Diagnostic & Preventive

Dlagt:lostlc and Preven_twe‘Semces — exams, cleanings, 100% 100% 100%
fluoride, and space maintainers _

Palliative Treatment — to temporarily relieve pain B 106% 100% 100%
Radiographs — X-rays o doo% 100% 100%

Basic Services

Minor Restorative Services —fillings and crown repair 80% 75% 75%
Endodontic Services — root canals . Bbo%. . 75% 75%
Periodontic Services — to treat gum disease _B0% 75% 75%
Oral Surgery Services — extractions and dental surgery T 80% , 75% 75%
Major Restorative Services — crowns 80% 75% 715%
Other Basic Services — misc. services ) . B0%. . 75% 75%
Relinas and Repairs — to prosthetic appllances T 80%. .. 5% . 75%

Major Services
Prosthodontic Services — bridges, implants, dentures, and S

. 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 less 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 period 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 an pasterior teeth.

¥ implants are payable once per tooth in any five-year period. Implant related services are Coverad 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 world! 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-MI 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 cantinuous
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 no 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 both 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
both your and your Spouse’s applications as well. Delta Dental will coardinate Benefits between your coverage and your Spouse's
coverage.

Benefits will cease as determined by Macomb County.

Customer Service Toll-Free Number: 800-524-0148 {TTY users call 711)
https://www.DeltaDentalMI.com
Document Creation Date: Qctober 24, 2025
D-201-Delta-PPOSUM-0725-MI KR#90391047
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)
dencap

DENTAL PLANS

Macomb County (M)
SCHEDULE OF BENEFITS AND FIXED CO-PAYS

313-972-1400
888-98-TEETH
dencap.com

= ANNUAL MAXIMUMS (for cach memben) -~ $4.500 T U7 OFFICE VISIT CO-PAY

Primary Care $3,500] 19430 Office Visit (for abservation) 310
Specialty Care $1,000] 39939 Office Visit {regular hours) $10
code description co-pay code desceription co-pay

DIAGNOSTIC {Class | - Preventive) RESTORATIVE (Class Il - Basic)
0120 Periodic Oral Evaluation $0 2140 Amalgam Filling - one surface $22
0140 Limited Oral Evaluation - problem focused $0 2150 Amalgam Filling - two surfaces $33
0150 Comprehensive Oral Evaluation %0 2160 Amalgam Filling - three surfaces $44
0431 Prediagrostic Test $0 2161  Amalgam Filing - four or more suifaces $56
1110 Prophylaxs/Routine Cleaning - aduit $0 2330 Composite Filling - one surface, anteror $28
1120 Prophylaxis/Routine Cleaning - child 80 2331 Compaosite Filling - two surfaces, anterior 837
9995 Teledentistry - synchronous, billed with exam $30 2332 Compaosite Filling - three surfaces, anterior $48
9996 Teledentistry - asynchronous; billed with exam $20 2335 Composite Filling - four surfaces, anteriorfincisal angle 867
PREVENTIVE (Class | - Preventive) 2391 Compaosite Filling - ane surface, posterior $49
1206 Topical Application of Fluoride - varnish $0 2392 Composite Filling - two surfaces, postetior 558
1208 Topical Application of Fluoride - excluding vamish $0 2393 Composite Filling - three surfaces, posterior $69
1330 Oral Hygiene Instructions $0 2394 Compeosite Filling - four surfaces, posterior $79

RADIOGRAPHS (Class | - Preventive) PROSTHETIC REPAIR (Class Il - 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 325
0230 Periapical - each additional radiographic image $0 2920 Re-cement or Re-bond crown $25
0240 |Intraoral - occlusal radiographic image $0 5410 Adjustment to Complete Denture - upper $32
0270 Bitewing - single radiographic image $0 5411 Adjustment to Complete Denture - lower 832
0272 Bitewings - two radiographic images $0 541 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 - [ower $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 - denture, per tooth 8§35
0470 Diagnostic Casts (each) 318 5611 Repair Resin Partial Denture Base - lower $48
1351 Seglant - per tooth %0 5612 Repair Resin Partial Denture Base - upper $49
1353 Repairto Sealant - per tooth $0 5621 Repair Cast Partial Framework - lower $90
1510 Fixed Space Maintainer - unilateral per quadrant $0 5622 Repair Cast Partial Framework - 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 - partial, per tooth 8§32
1520 Removable Space Maintainer - unilateral per quadrant $0 5850 Add Tooth to Existing Partial Denture $53
1526 Removable Space Maintainer - bifateral, upper $0 5660 Add Clasp to Existing Partial Denture - per tooth $118
1527 Removable Space Maintainer - bilateral, lower $0 5730 Reline Complete Upper Denture - in office $90
1551 Re-cement or Re-bond Bilateral Space Maintainer - upper 525 511 Refine Complete Lower Denture - in office 590
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 $92
quadrant 5750 Relfine Complete Upper Denture - lab $136
2940 Protective Restoration (sedative filing) $22 5151 Reline Complete Lower Denture - lab $136
9110 Palliiative (Emergency) Treatment - minor procedure $21 5760 Reline Partial Upper Denture - lab $135
9215 Local Anesthesia 50 5761 Relina Partial Lower Denture - lab $135
9230 [nhalation of Nitrous Oxide $21 6930 Re-cement or Re-bond Fixed Partial Denture 527

9239 [V Moderate {Conscious) Sedation/Analgesia - 50% ENDODONTICS (Class lll - Major)
first 15 minute increment 3110 Pulp Cap - direct 522
9243 [V 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 - anteriar tooth $325
9910 Application of Desensitizing Medicament $22 3320 Roat Ganal Therapy - premalar 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 Ocelusal Guard (night guard) - full arch $137 3347 Relreat of Previous Root Canal Therapy - premolar tooth $500
9946 Hard Occlusal Guard (night guard) - partial arch $137 3343 Retreat of Previous Root Canal Therapy - molar tooth $550
9951 Ocelusal Adjustment - imited $53 3410 Apicoectomy Surgery - anterior tooth $169
T SPECIALTY CARE =~~~ ~ 3421 Apicoectomy Surgery - premalar tooth, first root $ie8
- Endodontics - Oral Surgery - Periodontics - Pedodontics - 3425 Apicoectomy Surgery - molar tooth, first root $169
Approved referral from DENCAP is required 3426 Apicoectomy Surgery - each additional root $85
3430 Retrograde Filling - per root $55

balance,

DENCAP pays 50% of our specialist's fees up fo the Specialty Care Annual
Maximum for covered services; you are responsible for the remaining

LAB WORK AND PRECIOUS METALS

Additional charges may apply for lab work and precious metals
for procedures involving crowns, bridges, prosthodontics, space
maintainers, appliances and any repairs to such items.
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) Macomb County (M) T
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 Il - Ma]or)
5110 Complete Upper Denture $500 2390 Crown - resin-based composite, anterior $134
5120 Complete Lower Denture $500 2542 Onlay - metallic, two surfaces $407
5130 Immediate Upper Denture ' $550 2543 Onlay - metallic, three surfaces $405
5140 Immediate Lower Denture $550 2544 Onlay - metallic, four surfaces. $417
5211 Upper Partial Danture - resin base 3550 2642 Onlay - parcelain/ceramic, two surfaces $417
5212 Lower Partial Denture - resin base $550 2643 Orlay - porcelainiceramic; three surfaces 3400
5213 Upper Partial Denture - cast metal framework with resin $600 2644 Onlay - porcelain/ceramic, four surfaces $414
base, including clasps, rests, and teeth 2662 Onlay - resin-based composite, two surfaces $397
5214 Lower Partial Denture - cast metal framework with resin $600 2663 Onlay - resin-based composite, three surfaces $401
hase, including clasps, rests and teeth 2664 Onlay - resin-based composite, four surfaces $403
5225 Upper Parlial Denture - flexible base, including any dasps, 3600 2740 Crown - porcelain/ceramic 8507
rests and teeth 2750  Crown- parcelain 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- nobla metal $362
5820 Interim Partial Denture - upper $375 2780 Crown - 3/4 cast high noble metal $346
5821 Interim.Partial Denture - lower $375 2741 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 - 314 porcelalnfeeramic $407
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 Pontic - cast predominantly base metal $334 2799 Crown - interim $134
6212 Pontic - cast noble metal $358 2930 Crown - prefabricated stainless steel, primary tooth %79
6240 Pontic - porcelain fused fo high noble metal $431 29¥ Grown - 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 2033 Crown - prefabricated stainless steel with window $80
6245 Pontic - porcelain/ceramic 3478 2050 Core Buildup - including any pins $79
6740 Retainer Crown - porcelain/ceramic $536 2952 Past and Core in Addition to Crown %95
6750 Retainer Crown - porcelain fused to high noble metal $431 2954 Prefabricated Post and Core in Addition fo Crown $95
6751 Retainer Crown - porcelain fused to predominantly base $305 ORAL SURGERY (Class [l - Major)
metal 7111 Extraction - coronal remnants (primary tooth) $32
6752 Retainer Crown - porcelain fused to noble metal $326 7140 Extraction - erupted tooth or exposed root $32
6780 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 871
6783 Retainer Crown - 3/4 parcelain/ceramic $515 7240 Removal of Impacted Tooth - completely bony %91
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 metal $331 7280 Surgical Access of an Unenupted Tooth $137
PERIODONTICS (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 - $43
4240 Gingival Flap Procedure - 4+ testh/spaces per quad $221 1-3 teeth/spaces per quad
4241 Gingival Flap Procedure - 1-3 teelhvspaces per guad $174 7320 Alveoloplasty not in Conjunction with Exdraclions - $95
4249 Clinical Crown Lengthening - hard fissue $368 4+ teeth/spaces
4260 Ossegus Surgery - 4+ teeth/spaces per quad $268 7321 Alveoloplasty not in Conjunction with Extractions - 574
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 Mandibuaris $148
4381 Site Specific Therapy, genene - per tooth $45 7510 Incision and Drainage of Abscess - intraaral soft tissue $44
4310 Perodontal Maintenance $42
4921 Gingival Imigation - per quad §6
Benefits are subject to change.
T ORTHODONTICS (Class IV - Orthodontics), Limitations and Exclusions found af:
Approved referral from DENCAP to an in-network Orthodontist is required dencap.com/general-policias
Continuous coverage is required for the duration of the treatment
Up to Age 19, $1800 benefit / Over age 19, $1200 benefit (Lifetime benefit)
* 12 to 24 months standard orthodontic treatment; Interceptive Ortho is not covered
v2025,08 Pf788 | 1084 | 10891079 COT thre 2026 EFFECTIVE 10172028
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GENERAL LIMITATIONS & EXCLUSIONS

Prophytaxis (Cleaning) - Adult

o . DIAGNOSTIC: EXAMS _ o
Periodic, Limited ar Comprehensive Oral Evaluation
Comprehensive Periodontal Evatuation
TWO EXAMS EVERY 12 MONTHS
Assessment of a Patient
Consultation/Second Opinion
- T T DweNoSTGXRAS o o
Full Mouth Radiographs
ONCE EVERY 5 YEARS
Panoramic Radlograph
Periapical Radlographs NOMORE THAN 12 IMAGES PER 12 MONTHS
Bitewing Radiographs NO MORE THAN 4 IMAGES, ONGE EVERY 6 MONTHS
e " PREVENTWE =~~~ e
TWO EVERY 12 MONTHS

Two additional cleanings may be allowed every 12 manths far patients that are pregnant, diabetic, ar othenwise

Toplcal Application of Flouride Varnish/Non-Varnish

medically compromised, at the recommendation of a Ui d dental profi
Prophylaxis (Cleaning) - Chitd THREE EVERY 12 MONTHS
Debridement ONCE EVERY 2 YEARS

TWO EVERY 12 MONTHS

Under the age of 8, flouride Is covered 4 every 12 manths

Space Malntalnets

ONCEPER2YEARS, PER QUADRANT - COVERED UP TO AGE 14
ONCE PER LIFETIME, PER QUADRANT - OVER THE AGE 14
[Primary Teeth Only)

Sealant

ONCE EVERY 3 YEARS, PERTOOTH; AGES 5-15
ONCEPER LIFETIME, PER TOOTH: AGES 16-19
First and second uawestored molars anly

~_ RESTORATIONS: MINOR

Amalgam Fillings

ONEFILLING PER SURFACE, PER TOOTH EVERY 2 YEARS

Composite Fillings

ONE FILLING PER SURFAGE, PER TOOTH EVERY 2 YEARS

"

RESTORATIONS: CROWNS

" RS

s

Onlays, Porcelain and Naon-Parcelain Crowns
Stainless Steel Crown

ONCE EVERY 5 YEARS, PERTOOTH

ONCGE EVERY 5 YEARS, PER TOOTH; COVERED UPTO AGE 21
CROWNREPAIR. ~ ' .

Recement Restoratlon

ONCE EVERY 6 MONTHS, PER TOOTH

Protective Restoratlon

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

Pulp Cap
Core Buildup ONCE EVERY 5 YEARS, PERTOOTH
JPost and Core in addition to Crown
|Pln Retention ONCE EVERY 2 YEARS, PERTOOTH
I - ewepowmies -
Pulpotomy ONCE PERLIFETIME, PER TOOTH - COVERED UP TO AGE 21
Root Canals ONCE PER LIFETIME, PER TOGTH

Molar root canal therapy is not a covered bienefit for third molars ( 1,16, 17, 32).

|Retreatment of Root Canal

ONCE PER LIFETIME, PERTOOTH
Retreatment of molars is not a covered benetit for third molars { 1,16, 17, 32).

Apicoectomy

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

_PERIODONTICS ] .. e

Perldantal Scallng and Root Planing

ONCE EVERY TWO YEARS, PER QUA[;IiAﬁTI“

Covered when prabing depths are greater than or equsa! to 4mm. The expected prognasis af the teeth must be
mare than ona year.

Clinical Grown Lengthening

ONCEPER LIFETIME, PER TOOTH

Glngivectomy/Gingivoplasty

ONCEPER LIFETIME, PERTOOTH OR QUADRANT

[Osseaus Surgery OMCE EVERY 3 YEARS

|Full Mouth Debridement ONCE EVERY 2 YEARS

IPer]odontalMaIntenance AVISI.TS EUE.RYuMONI'HS

r— - — - e POl Owing Sealing and Root Paning o other periodontal treatment —
L o _ . _ _ _ __ PROSTHODONTICS - . o
Comiplete or immediate Upper/Lower Denture

Upper/Lower Partial Denture - Resin aor Flexible base ONCE EVERY 5 YEARS

Upper/Lower Partlal Denture - Cast Metal frame

Occlusal Guard

ONGE PER LIFETIME

DV3.2026
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P s ...  ADIUSTMENTSTODENTURES/PARTIALS. . =~ = L

P O IR

Ad]ust or repair Complete Upper/Lower Denture or Partial :::i::::: ::tvfﬁfeon same date of service a5 4 Reline.

Reline complete Upper/Lower Denture or Partial f;iﬁgfz ::f:‘:ife o ama date of service 55 2 Rellne,

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

Repair or replace hraken clasp ONCE EVERY 12 MONTHS

Rebase complete upper/lower denture or partial ?z:luﬁ:ﬂi :wn:g :::::e date af servich 2 an adJuSNEL,

Recement or Re-bond fixed partial denture ONGE EVERY 12 MONTHS

. o ) B QRAL§URGERY ’ T oo T
Extractions - Strglcal and Non-Surgical ONCE PER LIFETIME, PER TOOTH

Removal of Lateral Exostosls - Upper/Lower ONCE PERLIFETIME

QOroantula Fistula Clasure
Primary Closure of Sinus Perforation
Alveoloplasty with extractions

ONCE PER LIFETIME, PER QUADRANT

Alveolaplasty withaut extractions ONCE PER FIVE YEARS, PER QUADRANT
Taaoth Relmplantatlan ONCE PER LIFETIME, PER TOOTH - COVERED UP TO AGE 22
i e e TS - ——————

Pe}i}étric dental services are availablé for membe-rs under the agé of six (6). These services are considered specialty care and are covered under your specialty care
benefit, if applicable. To ensure coverage and minimize out-of-packet 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 cost) is $450 per child, $900 for two or more children; this
applies only 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.

e T, NP .. it - . — [

(GENERAL EXCEUSIONS (Non-Covered Bengfits)

Dental Services not listed on the *Schedule of Benefits and Fixed Co-Pays” is not a covered benefit

Dental treatment for cosmetic purposes, or treatment rendered for the explicit purpose of improving appearance, such as implants, transplants or grafts.
Treatment for Temporal Mandibular leint (TM) Disorder

Lab fees billed in conjunction with covered dental treatment is not a covered bhenefit,

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 b2 processed through an automabile insurance carrier, and are not & covered benefit.
Extraction of asymptomatic teeth is not a covered benefit

Root canal therapy where furcation involved teeth exists, or where teeth are deemed non-restorable is not covered.

Retreatment of root canal therapy within five years of the arlginal root canal if the final restoratlon has not been completed, s not a covered benefit.
Treatment of cleft palate, anodontia, and mandlbular prognathism is not a covered benefit.

Replacement of lost, missing, or 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 andfor appliances is not a covered benefit,

Dental treatment started before a covered person's policy became effective, or services rendered after the termination of benefits will not be covered,
Porcelain, porcelaln substrate, and cast restorations on primary teeth is not a covered benefit,

Missed appointments, duplication of radiographs, and oral hygiene Instruction procedures are non-covered benefits.

— R — - =

ORTHODONTIC EXCLUSIONS

fRetreatment of prior crthodontic services, unless provided under this policy is not a covered benefit.

Orthodontic treatment that would not render satisfactary results and/or the averall prognosls Is poor is not covered.
Orthodontic treatment during a perlod of ineligibility is not covered

Repair or replacement of a lost or broken orthodontic appliance is not a covered benefit.

Interceptive Orthodontic treatment is not a covered benefit.

Surgical procedures indicental to orthodontic treatment is not covered.

Active treatment extending mare than 24 months from the banding date due to lack of patient cooperation and/or deviation from the treatment plan is not covered.
After inltial banding, transfers to another Orthodontic Provider is not covered.

N " WAITING PERIODS
Refer to the plan Schedule of Benefits and Ce-Payments for applicable benefit waiting periods.

DV2.2026 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-fo-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay. For a complete
description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten. If your group is self-funded, please see
any other plan documents your group uses. If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan decument, the plan
document will control.

Blue Vision benefits are provided by Vision Service Plan (VSP), the largest provider of vision care in the nation. VSP is an independent company
providing vision benefit services far 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 abtained from a VSP provider

Member's responsibility (copays)

Benefits {} v8P network doctor fNon-VSP provider |
Eye exam Nane " None
Prescription glasses (lenses and/for frames) None MNone (member responsible for

difference between approved
amount and provider's charge}

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

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

.- - e

f
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i
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|
|
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|
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|
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Eye exam

Benefits ”VSP network doctor ilEOH'VSP provider l
Complete eye exam by an ophthalmaologist or optometrist. The exam 100% of approved amount Reimbursement up to $58 less $5
includes refraction, glaucama testing and other tests necessary to copay (member responsible for
determine the overall visual health of the patient. any difference)

One eye exam in any period of 12 consecutive months

Lenses and frames

Benefits || vSP network doctor fINon-VSP provider ]

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

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

ground, glass or plaslic. 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 corperation and independent licensee of the Blue Cross and Blue Shield Association.
Page 1 of 2 (00016537875



[Eeneﬁfs ; VSP network doctor }!Non-VSP provider

Standard frames $100 allowance that is applied toward  + Reimbursement up to $65 less
frames (member responsible far any cost $10 copay {(member responsible
_exceeding the allowance) less ! for any difference)

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

different frames within the frame alllowance.

Contact Lenses

I Benefits - J” VSP network doctor ' I[Non-VSP provider I
i - —
Medically necessary contact lenses (requires prior authorization approval 1100% of approved amount ) Reimbursement up to $210
from VSP and must meet citeria of medically necessary) ' ' (member responsible for any
o L _; difference)
Contact lenses up to the allowance in any period of 12 consecutive months
Contact lens suitability examination {fitting and evaluation) $120 aliowance that is applied toward i $105 allowance that is applied
‘contact lens exam (fitting and materials) 1 toward contact lens exam (fitting
Elective contact lenses that improve vision (prescribed, but do notmeet  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 maonths

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

Blue Cross Blue Shield of Mishigan is a nonprofit corporation and independent licensees of the Blue Cross and Blus Shield Assoclation.
Page 2 of 2 000016537875



HAP

Please refer to the HAP Medical Benefits Summary




MEMORANDUM OF UNDERSTANDING
REGARDING CERTAIN HEALTH BENEFITS

WHEREAS, The County of Macomb currently offers health insurance coverage to covered females that
includes an elective abortion benefit and excludes prescription drug coverage for contraceptives and
excludes coverage for voluntary sterilization; and,

WHEREAS, The Macomb County Board of Commissioners has, by resolution, forbidden the use of public
funds for elective abortion;

NOW BE IT RESOLVED THAT, the County of Macomb and the TECHNICAL, PROFESSIONAL AND
OFFICEWORKERS ASSOCIATION OF MICHIGAN {(TPOAM) on behalf of certain employees at Family Court-
Juvenile and the Juvenile Justice Center 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:
Mike Gerald, Business Agent Karlyn Semgﬁ, Director
TPOAM Human Resources and Labor Relations

y Gogdmen, Vice-President
TPOAM ~Family Court/Juvenile Justice Center/Public Defenders’ Office

Dated:_ S-20 D~
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	AGREEMENT 
	TECHNICAL, PROFESSIONAL AND OFFICEWORKERS ASSOCIATION OF MICHIGAN (TPOAM) 
	This Agreement entered into on the first day of January, 2026, between the 16Judicial Circuit Court and the County of Macomb and the Technical, Professional and Officeworkers Association of Michigan (TPOAM) hereinafter referred to as the Union, on behalf of all regular employees of the duly recognized and clearly defined collective bargaining units, as set forth in Article 2, Recognition. 
	th 

	PURPOSE AND INTENT 
	The general purpose of this Agreement is to set forth terms and conditions of employment, and to promote orderly and peaceful labor relations for the mutual interests of the Employer, it's employees and the Union. 
	The Parties recognize that the best interests of the community and the job security of the employees depend upon the Employer's success in establishing a proper service to the community. 
	To these ends, the Employer and the Union encourage to the fullest degree friendly and cooperative relations between the respective representatives at all levels and among all employees. 
	NON-DISCRIMINATION 
	The provisions of the Agreement shall apply to all employees regardless of religion, race, color, national origin, age, height, weight, familial status, marital status, sex, sexual orientation, gender identity, union affiliation or political affiliation. 
	ARTICLE 1 
	STRIKES AND LOCKOUTS PROHIBITED 
	The Parties hereto recognize that it is essential for the health, safety and public welfare of the County that services to the public be without interruption and that the right to strike is forbidden by the Statutes of the State of Michigan. Any employee guilty of engaging in a slowdown, work stoppage, or strike, shall be subject to disciplinary action up to and including discharge. 
	The Employer agrees that it shall not lock out its employees. 
	ARTICLE 2 
	RECOGNITION 
	Pursuant to and in accordance with all applicable provisions of Act 379 of the Public Acts of 1965, as amended, the Employer does hereby recognize the Union as the sole and exclusive representative for the purpose of collective bargaining with respect to wages, hours and other terms and conditions of employment for the term of this Agreement for non-supervisory, clerical personnel (full-time or part-time) in the Family Court/Juvenile Division, Juvenile Justice Center and Public Defenders Office, provided it
	ARTICLE3 REPRESENTATION AND FEES AND DUES 
	To the extent that the laws of the State of Michigan permit, it is agreed that: 
	A. A bargaining unit employee may sign an authorization for deduction of dues/fees for membership in the Union. The authorization for deduction of dues/fees may be revoked by the bargaining unit member upon written notice to the Employer, with a copy to the Union. 
	B. The amount of dues/fees shall be designated by written notice from the Union to the Employer. If there is a change in the amount of dues/fees, such change shall become effective the month following transmittal of the written notice to the Employer. The Employer shall deduct the dues/fees once each month from the pay of the employees that have authorized such deductions. 
	C. Deduction of dues/fees shall be remitted to the Union at 27056 Joy Road, Redford, MI 482391949. In the event a refund is due, an employee for any sums deducted from wages and paid to the Union, it shall be the responsibility of such employee to obtain the appropriate refund from the Union. 
	-

	D. If an authorized deduction for an employee is not made, the Employer shall make the deduction with the next regular dues deduction (currently the second pay of each month). 
	E. The Union will protect, save harmless and indemnify the Employer from any and all claims, demands, suits and other forms of liability by reason of action taken by the Employer for the purpose of complying with this Article of the Agreement. 
	F. Unless otherwise provided in this Article, all matters pertaining to a bargaining unit employee establishing or re-establishing membership in the Union with a dues deduction card, including requirements established by the Union for providing paid services to non-union bargaining unit employees, shall be governed by the internal conditions mandated by the Union pursuant to its authority under section 10(2) of the Public Employment Relations Act. It is the Union's responsibility to provide the new dues ded
	ARTICLE4 
	REPRESENTATION 
	A. The Union shall notify the Employer in writing of the name(s) of the Officers of its bargaining unit. In the event there is a change in the Union President or Vice President, the Union shall inform the Employer forty-eight ( 48) hours prior to such President or Vice President taking over his/her duties. 
	8. The Employer agrees to recognize one (1) President and one (1) Vice President for the bargaining unit. 
	C. The Union will represent the bargaining unit. 
	D. The Vice President, or designee, shall be permitted a maximum of five (5) hours per week during their normal working hours, without loss of time or pay, for the purpose of investigating and presenting grievances to the Employer. A greater period of time may be permitted by prior authorization from their immediate Supervisor or the Department. 
	E. The Union President, or designee, shall be permitted a maximum of ten (10) hours per week during normal working hours, without loss of time or pay, for the purpose of conducting labor relations refated union business to include, but not limited to, investigating grievances referred to the Union. A greater period of time may be permitted by prior authorization from their immediate Supervisor or the Department. 
	F. Bargaining Committee: 
	1. 
	1. 
	1. 
	The Bargaining Committee shall be comprised of two (2) local union members and a TPOAM representative. 

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


	ARTICLE 5 
	WAGE RATES FOR NEW CLASSIFICATIONS 
	When a new classification is established by the Macomb County Office of the County Executive that is to be placed in the bargaining unit, the Employer shall place the new classification in the Wage Schedule that is found in Appendix B. If the Union does not agree with the Wage Schedule that was assigned by the Employer, the Union may submit the assignment of the Wage Schedule to the Grievance Procedure at the Third Step. 
	ARTICLE6 
	GRIEVANCE PROCEDURE 
	The Parties intend that the grievance procedure as set forth herein will serve as a means for a peaceful settlement of all disputes, including but not limited to dismissals, suspensions, demotions and other disciplinary actions of any type that may arise between them concerning the interpretation or operation of this Labor Agreement without any interruption or disturbance of the normal operation of the Employer's affairs. Any employee having a grievance in connection with their employment MUST present it to
	Step 1: 
	The employee must first discuss the specific grievance with their immediate Supervisor or designee. The Union President or designee must be present at this meeting; otherwise, the complaint will not be considered a formal grievance, as outlined in this Article. The immediate Supervisor will attempt to adjust the matter consistent with the terms of this Labor Agreement, and will, within 5 days give a verbal answer to the employee. 
	Step 2: 
	If the grievance is not settled at Step 1, a written grievance may be filed by the Union with the employee's Elected Official/Department Head within 10 days after the immediate Supervisor's response at Step 1. When a grievance is reduced to writing, it should contain the name, position and department of the grievant, a clear and concise statement of the grievance, the relief sought, the date the incident or violation took place, the specific section(s) of the Labor Agreement, if any, alleged to have been vi
	A meeting will be held between the Parties within 10 days, unless mutually waived in writing. Within 5 days after the completion of the meeting, or the waiver thereof, the Elected Official/Department Head or designee will give a written answer to the Union President. 
	Step 3: 
	If the grievance is not settled at Step 2, such grievance may be submitted by the Union to the Director, Human Resources and Labor Relations or their designee, with a courtesy copy to the Elected Official/Department, within 10 days after the Elected Official/Department Head's written response has been received by the Union. A grievance number will be assigned when the grievance is submitted to the Human Resources and Labor Relations Department. 
	The Union President or designee must make a request in writing to conduct a Step 3 grievance meeting. A Grievance Committee, composed of the Union President or designee, the Director, Human Resources and Labor Relations or their designee and the Elected Official/Department Head or their designee will conduct the meeting within 15 days of the receipt of the Union's written request. A representative(s) of TPOAM may be present at the Step 3 meeting. In addition, a witness(es) may be in attendance if deemed nec
	The decision of the Director, Human Resources and Labor Relations or designee will be given in writing to the Union within 10 days of the completion of the Step 3 meeting. 
	GRIEVANCE MEDIATION: If the grievance is not resolved at Step 3 of the grievance procedure, either party may pursue the matter to Mediation by filing a request with the Michigan Employment Relations Commission (MERC) and notifying the other party concurrently within 5 days of the Step 3 grievance response. If the mediation process is unsuccessful, either party will have the right to move the matter to arbitration. 
	Step 4: 
	If the grievance is not resolved at Step 3, or through grievance mediation, the Union has 30 days from the Step 3 answer or the date of the grievance mediation in the event of grievance mediation, to file a Notice of Intent to Arbitrate, by sending a letter to the Director, Human Resources and Labor Relations. If the Union fails to request arbitration within this time limit, the grievance will be deemed not eligible to go to arbitration. 
	A. All arbitration hearings will be governed by the rules of the Michigan Employment Relations Commission (MERC), to the extent that those rules are not inconsistent with this Labor Agreement. 
	B. 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 
	C. 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 5, Wage Rates For New Classifications. 
	D. 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 answer or recommendation on the merits of the grievance. 
	E. 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 that there will be no appeal from any such decision unless such decision will extend beyond the limits of the powers and jurisdiction herein conferred upon such arbitrator. 
	F. In matters concerning discipline imposed, the arbitrator will have the authority to sustain, overrule or mitigate the disciplinary action. 
	G. The decision of the arbitrator will be in writing and due within 30 days of the close of the hearing. This time limit may be waived by mutual written consent of the Parties. 
	H. The parties will bear their own expenses individually. The fees and approved expenses of the arbitrator will be paid by the Party who does not prevail in the case as determined by the arbitrator. 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. Neither party will be responsible for the expense of witnesses called by the other. 
	GENERAL CONDillONS: 
	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 to hear the unresolved grievance within that 30 days, the Union 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 pro
	The party seeking arbitration will notify the arbitrator within 10 days of their selection and begin to arrange the scheduling of the arbitration hearing. 
	B. 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. 
	C. 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 sources during the period in question. 
	D. nme 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 to the particular step within the specified time limits, the Union may appeal the grievance to the next step with the time limit for exercising said appeal, commencing with the expiration date of the Employer's period for answer. 
	E. Legal Rights: Nothing contained herein will be deemed to abrogate or limit the rights guaranteed by existing statutes or court decisions. 
	F. nme Limits: nme limits may be extended or shortened by mutual written consent of the Parties. 
	G. Days Defined: All references to days as they pertain to the Grievance Procedure will mean "work days". They do not include Saturdays, Sundays and designated holidays. 
	H. Access to Records: 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, if applicable, any affected employee has authorized, in writing, the release of said information. 
	ARTICLE 7 
	PROBATIONARY PERIOD 
	A. Probationary Period For New Full-lime Employees: All full-time employees, newly hired into this bargaining unit, shall be required to successfully complete a probationary period; the length of said probationary period shall be for the first six (6) months of employment from the date of hire. During the probationary period of a new employee, he/she may be terminated at any time without the right of appeal or a statement of cause. 
	B. Probationary Period For New Part-lime Employees: All part-time employees, newly hired into this bargaining unit, shall be required to successfully complete a probationary period; the length of said probationary period shall be for the first nine (9) months of employment from the date of hire. During the probationary period of a new employee, he/she may be terminated at any time without the right of appeal or a statement of cause. 
	C. Probationary Period For Employees Who Have Had A Change in Classification: Employees in this bargaining unit who have had a change in classification (promotion, demotion, lateral transfer, bump or recall) shall serve a probationary period of four ( 4) months from the date of change in classification. Employees who have had a change in classification shall have the opportunity to return to their prior classification within one (1) month from the date of change in classification. During the probationary pe
	ARTICLE 8 
	EMPLOYEE DEFINED 
	A. Regular Full-Time Employee: A "Regular Full-lime 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. 
	B. Regular Part lime Employee: A "Regular Part-lime Employee" is an individual employed in a part­time 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. 
	ARTICLE9 
	WAGE AND INCREMENT SCHEDULE 
	Appendix B, Wage and Increment Schedule, is attached to and is part of this Agreement. 
	ARTICLE 10 
	WAGE INCREMENTS 
	INCREMENTS: After employment commences, an employee will be eligible to receive one (1) normal wage increment after each thirteen (13) biweekly pay periods of continuous employment until the employee reaches the maximum of his/her wage range. Such increments are found in the Wage and Increment Schedule of this Collective Bargaining Agreement. All increments are to be approved or disapproved by the respective Department Head. If the increment has been disapproved, the employee and the Director, Human Resourc
	ARTICLE 11 
	TEMPORARY ASSIGNMENT 
	Temporary assignments are made at the discretion of the Employer in order to ensure orderly performance and continuity of services. A regular employee temporarily assigned to a higher job classification for a period in excess of five (5) consecutive working days will receive the minimum rate of the higher classification or one increment added to their current salary, whichever is greater. The employee temporarily assigned must have the current ability to do the available work and meet the minimum qualificat
	The employee temporarily assigned shall be eligible for increments until the maximum salary for the temporary assignment is reached. Payment for such temporary assignment must be authorized in writing by the Department Head and approved by the Director, Human Resources and Labor Relations before the salary adjustment is made. 
	The procedure set forth in Article 10, Wage Increments, shall be utilized to approve or disapprove increments pursuant to this provision. 
	ARTICLE 12 
	OVERTIME 
	A. Call-In: An employee called in for work at times other than their normal scheduled shift, shall receive a minimum of four (4) hours pay at time and one-half (1 1/2) and such employee shall perform a minimum of four (4) hours work within their classification. Any authorized paid leave, except Sick lime, shall be considered as work time for purposes of this Article. 
	B. Overtime Pay: Full-time employees shall receive compensation at the rate of 11/2 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 th
	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. 
	C. All overtime shall be paid at the employee's hourly rate at the time the overtime was worked. 
	D. Overtime Notification and Assignment Procedure: 
	1. Definition and Procedure: 
	a. Scheduled: a need to fill a vacancy on an overtime· basis which is known to the employer more than three (3) hours before the time at which the vacancy is created. 
	Overtime opportunities as determined by Management, will be allocated on a rotation basis beginning with the eligible employee currently at the top of the regular employees' list. If refused, the overtime shall be offered to the next eligible employee on the list. If the overtime is not accepted by a regular employee, the same procedure will be followed with the substitute employees' overtime list. 
	b. Emergency: a need to fill a vacancy on an overtime basis which is not known to the employer at least three (3) hours prior to the time at which the vacancy is created. 
	The employer may take whatever steps are ultimately necessary to cover such overtime. Generally, the overtime will first be offered to employees working the previous shift in the unit where the overtime is needed. If no volunteers, then offer overtime to employees in other units. If more than one employee volunteers for a particular opportunity, the overtime shall be assigned to the employee nearest the top of the list established. 
	c. Forced: a need to fill a vacancy on an overtime basis which remains after the Employer has attempted to fill the vacancy on a voluntary basis, requiring the assignment of mandatory overtime. 
	(1) 
	(1) 
	(1) 
	The overtime will be assigned to the employee working the previous shift in the unit where the overtime is needed who has least recently been forced to work overtime. 

	(2) 
	(2) 
	If there is more than one employee who has not yet been forced to work overtime, the least senior employee shall be forced. 

	(3) 
	(3) 
	Substitute employees may not be forced to work overtime. 

	(
	(
	4) An employee will normally only be forced within the unit they regularly works. However, in an emergency situation, the employer may find it necessary to secure overtime help from other units. This will happen only when no other alternative exists. 


	E. General Conditions: 
	1. 
	1. 
	1. 
	Employees will not work more than sixteen (16) consecutive hours. 

	2. 
	2. 
	In case of an emergency an employee may be required to work beyond their regular shift. 

	3. 
	3. 
	The Employer will attempt to notify the employee but is not required to make repeated efforts to contact an employee for specific overtime. 

	4. 
	4. 
	An employee must inform the Employer when an employee is unable to work overtime in the same manner they would inform the Employer when unable to work a regularly scheduled shift. Disciplinary action may result when an employee fails to work assigned overtime. 

	5. 
	5. 
	The above method of assignment of overtime in no way changes, diminishes or modifies the Employer's right to manage its work force. 


	ARTICLE 13 
	JURY DUTY 
	In the event an employee is called for jury duty, the employee shall promptly provide a copy of the official notice to his/her immediate supervisor. The employee's schedule may be adjusted by the Employer, provided, however, no employee shall be required to work any number of hours, when added to the number of hours the person spends on jury duty, that exceeds the number of hours normally and customarily worked by the person during a work day. An employee working second shift, whose schedule has not been ad
	Should any employee be released from jury duty prior to the end of that shift, the employee shall, when practicable, return to the department and work until the conclusion of that day's shift. 
	The employee shall be paid his/her normal daily wage for each day worked and/or assigned to jury duty. The employee shall pay to the Employer an amount equal to any payment received as a result of jury duty service. Expenses provided to employees as a result of jury duty service, such as mileage, parking or meal expenses, may be retained by the employee. 
	ARTICLE 14 
	HOLIDAY BENEFITS 
	A. The designated holidays are: 
	January 1(New Year's Day) Martin Luther King, Jr. Day Presidents Day One-half ½ day Good Friday Memorial Day Independence Day Labor Day Columbus Day November 11(Veterans' Day) Thanksgiving Day The day AFTER Thanksgiving December 24(Christmas Eve) December 25(Christmas Day) December 31(New Year's Eve) June 19(Juneteenth) General Election Day in the EVEN Numbered Years 
	st 
	th 
	th 
	th 
	st 
	th 

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

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

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


	4. 
	4. 
	4. 
	December 24and December 31: 
	th 
	st


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


	b. 
	b. 
	Should December 24and December 31fall on Sunday, the preceding Fridays will be obseived as the designated holidays for that year. 
	th 
	st 





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

	6. An employee shall receive holiday pay provided that they work the scheduled day before and the scheduled day after the holiday and the holiday, if scheduled, or is excused with pay for the entire day from work. 
	ARTICLE 15 
	SICK TIME 
	A. Participants in the Deferred Retirement Option Plan will receive Sick Time in the manner described in Article 22, Deferred Retirement Option Plan (DROP). 
	B. Full time employees, 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 accordanoe with PA 338 of 2018, ESTA, as amended, at a rate of 1 hour for every 30 hours worked. Earned Sick Time 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. 
	D. 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 by PA 338 of 2018, ESTA, as amended include: 
	1. 
	1. 
	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. 
	2. 
	If the employee or the employee's family member is a victim of domestic violenoe or sexual assault, for medical care, counseling, meetings, to obtain legal seivioes, relocate, and to participate in any civil or criminal proceedings from such domestic violence or sexual assault. 

	3. 
	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. 
	4. 
	Necessitated by a contagious disease or condition. 

	5. 
	5. 
	In accordance with Article 16, Bereavement Leave 


	E. Family members include child, parent, spouse, or domestic partner, grandparent, grandchild, sibling, daughter-in-law, 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 of 2018, ESTA, as amended. 
	F. 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. 
	G. Any employee absent for one of the reasons described in this article are expected to: 
	1. 
	1. 
	1. 
	Inform their immediate supervisor of foreseeable absences 7 days in advance. 

	2. 
	2. 
	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. 


	H. 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. 
	I. An employee 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. 
	J. Sick Time Payoff 
	1. Full time employees who are members of the Defined Benefit Plan will receive Sick Time payoff as described below: 
	a. 
	a. 
	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. 

	b. 
	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. 
	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) will receive Sick Time payoff as described below: 
	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 m~ximum 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 Sick nme upon separation of employment. 
	ARTICLE 16 
	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 stepparent, 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. 
	B. Full time employees may elect to take up to 3 bereavement leave days chargeable to Sick nme or Paid nme Off due to the death of an Employee's friend or family member, other than those listed in section A of this article. 
	C. Part time employees may elect to take up to 3 bereavement leave days chargeable to Sick nme due to the death of an employee's family or friend listed in sections A or B of this article. 
	D. Full 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. 
	E. All Bereavement Leave requests are subject to prior approval by the Employer and will not be unreasonably withheld or denied. 
	ARTICLE 17 
	WORKER'S COMPENSATION DISABILTY 
	An employee who has incurred bodily injury 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. 
	B. The total incapacity, as above set forth, must continue for the duration of the period of compensation. 
	c. 
	c. 
	c. 
	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. 

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

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

	F. 
	F. 
	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 8, Employee Defined. A current employee filling the position on a temporary basis shall not accrue classification seniority. The position shall become a regular vacancy at the time the active employment relationship is terminated with the employee receiving Worker's Com

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

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

	1. 
	1. 
	1. 
	The compensation received by such employee under the Worker's Compensation Act shall be supplemented by payment from his/her 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/

	2. 
	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 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 supplement shall be made for a p

	3. 
	3. 
	Upon the expiration of the 104 weeks an employee unable to return to duty shall be terminated by the Employer. The Employer will have no further obligation to the former employee, unless the employee qualifies for and receives retirement benefits as provided in Article 21, Retirement System and the Macomb County Employees' Retirement Ordinance. 

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



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


	ARTICLE 18 
	PAID TIME OFF (PTO) 
	A. Participants in the Deferred Retirement Option Plan (DROP) will receive Paid Time Off (PTO) in the manner described in Article 22, Deferred Retirement Option Plan. 
	B. 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. 
	C. Full time employees working 37 .5 hours or more weekly are entitled to accrue PTO according to the 
	following schedule. 
	YEARS OF CONSECUTIVE FULL TIME SERVICE COMPLETED 
	LESS THAN 5 5 10 13 20 21 22 23 24 25 
	LESS THAN 5 5 10 13 20 21 22 23 24 25 
	ANNUAL EQUIVALENT OF: 

	15 days 20 days 21 days 24 days 25 days 26 days 27 days 28 days 29 days 30 days 
	D. PTO days may be accumulated to a maximum of 30 work days. 
	E. 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. 
	F. 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. 
	G. Full time employees 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 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 wi
	H. 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. 
	ARTICLE 19 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. 
	1. 
	1. 
	Personal Leave 

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

	3. 
	3. 
	Military 


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

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

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

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

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

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

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

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

	i. 
	i. 
	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 28, Seniority and tennination of employment. 


	2. Medical Leave for Employee and/or Family: 
	a. 
	a. 
	a. 
	An employee may be eligible for a Medical Leave upon completion of 6 months of service from their date of hire. 

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

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

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

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

	i. 
	i. 
	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. 
	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. 
	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. 

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

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

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


	3. Military: 
	a. The Employer complies with the Uniform Services Employment and Reemployment 
	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 unifonmed services, shall notify the Elected Official/Department Head or designee of the upcoming military service requirements. 

	b. 
	b. 
	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 Unifonmed Services as detenmined by Human Resources and Labor Relations. Employees absent under USERRA should provide the County with a copy of their military orders. 

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


	4. Family And Medical Leave Act: The Employer shall comply with all aspects of the Family and Medical Leave Act (FMLA). Leaves will run concurrent with any FMLA eligible Leave. 
	ARTICLE20 
	INSURANCE BENEFITS 
	A. Life Insurance: 
	1. Full-time Employees (including DROP Participants): 
	a. The life insurance benefit provided by the Employer shall be $50,000. 
	The Employer will provide a payroll deduction option for employees wishing to 
	purchase additional $25,000 increments of life insurance to a maximum of $325,000. 
	Rates and conditions shall be those established by the insurance carrier. 
	Based on the above language, an employee exercising their ability to purchase the maximum life insurance benefit of $325,000 would then have a total life insurance benefit of $375,000. 
	2. Retirees: The Employer will provide a life insurance benefit, in the amount of two thousand dollars ($2,000), to employees covered by this Agreement who retire and are eligible for and receive a retirement allowance under the Macomb County Employees' Retirement Ordinance. Employees hired on or after January 1, 2016 will not be eligible for this life insurance benefit. 
	B. Insurance Benefits: 
	1. 
	1. 
	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. 

	2. 
	2. 
	Dependent Eligibility: Full-time employees (including DROP participants) may elect to cover their current spouse on Macomb County's medical, prescription drug, dental and vision plans. 


	Full-time employees (including DROP participants) may elect to cover their eligible-children up to the age of 26 on Macomb County's medical, prescription drug, dental and vision plans. Supporting documentation must be provided to the Human Resources and Labor Relations Department as necessary. 
	C. The Employer shall provide two medical plan options: a Preferred Provider Organization (PPO) and an Health Maintenance Organization (HMO) to all regular eligible full-time employees and their eligible dependents including prescription drug coverage, as outlined in Appendix C, Active Employee Benefits or its substantial equivalence. Full-time employees shall be required to comply with PA 152. Prior to the implementation of any deductions, the Employer will meet and .confer on design, plan, or carrier chan
	1. 
	1. 
	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. 

	2. 
	2. 
	2. 
	Full-time employees who elect not to participate in Macomb County's medical and prescription drug plans and who has coverage elsewhere shall receive a monthly insurance waiver payment of $167.00. The insurance waiver will be paid in the employee's regular paycheck. 

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

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




	D. 1. Retirees: Full-time employees hired before January 1, 2006, the Employer will provide a fully paid medical and prescription drug plan to the employee and the employee's eligible spouse, as defined in D.l.a. after eight (8) years of actual service with the Employer, for the employee who leaves employment because of retirement and is eligible for and receives benefits under the Macomb County Employees' Retirement Ordinance. 
	Full-time employees hired on or after January 1, 2006, the Employer will provide a fully paid medical and prescription drug plan to the employee and the employee's eligible spouse, as defined in D.l.a. after fifteen (15) years of actual service with the Employer, for the employee who leaves employment because of retirement and is eligible for and receives benefits under the Macomb County Employees' Retirement Ordinance. 
	a. 
	a. 
	a. 
	Coverage shall be limited to the spouse of the retiree, at the time of retirement or DROP. 

	b. 
	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. 


	E. F. G. 
	2. 
	2. 
	2. 
	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. 

	3. 
	3. 
	All employees who retire or DROP after November 1, 2013, will have the medical and prescription drug plan as outlined in Appendix D Post November 1, 2013 Retirees, until they are Medicare eligible, subject to the limitations and provisions of D.2. and D.4. of this Article. This provision does not apply to employees who retire or DROP prior to November 1, 2013. 

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

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

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

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

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

	b. 
	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 E, Active Employees Dental Benefits, or its substantial equivalence. 
	Vision Plan: The Employer shall provide a vision plan to full-time employees (including DROP Participants) and their eligible dependents as outlined in Appendix F, Active Employees Vision Benefits or its substantial equivalence. 
	Liability Insurance: The County shall provide for each regular employee (including DROP Participants) Bodily Injury and Property Damage Liability Insurance while acting within the scope of their duties and Personal Injury Insurance including "false arrest" when also arising out of and in the line of duty and in the conduct of duly constituted Employer business. The cost of this insurance will be borne by the Employer. 
	H. Long Term Disability: Full-time employees (including DROP Participants) covered by this Agreement will be provided a Long Term Disability program with benefits as currently provided by the present provider, or its substantial equivalence. 
	I. The County shall provide, at its discretion, a Voluntary Benefit Program to include, but not limited to, supplemental life insurance, pet insurance, critical care insurance, short term disability and legal services. The Employer will provide a payroll deduction for employees (including DROP participants) wishing to purchase these voluntary benefits. 
	J. 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. 
	ARTICLE21 
	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 thereof, provided, that the provisions thereof may be amended by the Retirement Board as provided by the statutes of the State of Michigan and provided further, that an annual statement of employee's contributions is available upon request. 
	B. Full-time employees hired into the County prior to January 1, 2016: 
	1. 
	1. 
	1. 
	1. 
	Employee Contribution: For any employee hired on or before December 31, 2001, or who is vested as of June 19, 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. 

	2. 
	2. 
	2. 
	County Pension Maximum: For any employee hired on or before December 31, 2001, or who is vested as of June 19, 2009, the County pension will not exceed 65% of Final 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. 

	3. 
	3. 
	3. 
	Pension Multiplier: For any employee hired on or before December 31, 2001, or who is vested as of June 19, 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. 

	4. 
	4. 
	Final Average Compensation Formula: For any employee hired on or before December 31, 2001, or who is vested as of June 19, 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 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 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. 
	5. Pension Calculation: For any employee hired on or before December 31, 2001, or who is vested as of June 19, 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 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 to an employee pension, will provide a straight life retirement allowance equal to the number of years, and fraction of a year, of an employee's credited service multiplied by the sum of 2.2% of the employee's Final Average Compensation for all years of credited service. 
	Effective January 1, 2020, in no case 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. 
	6. Eligibility: 
	a. 
	a. 
	a. 
	a. 
	For employees hired on or before December 31, 2001, or who is vested as of June 19, 2009, who meets the following criteria may retire upon the employee's written application filed with the Retirement Board: 

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

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



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

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



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


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

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


	Upon the employee's retirement, the employee will receive a pension as provided in the Retirement Ordinance. 
	d. 
	d. 
	d. 
	d. 
	In the event a former member is re-employed by the County as a full-time employee within 4 years from their last separation date, membership is reinstated. 

	1. For employees who have multiple terms of employment as a member in Macomb County Employees' Retirement System, the following will apply: 
	a. 
	a. 
	a. 
	If an employee was vested during the first term of employment, the pension will be calculated per the terms of the original date of hire. 

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



	e. 
	e. 
	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. 


	7. 
	7. 
	7. 
	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. 

	8. 
	8. 
	Purchase of Military Service Credits: A member who 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. 

	9. 
	9. 
	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. 
	-


	10. 
	10. 
	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 t


	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. 
	11. Deferred Retirement Allowance Option: In the event a vested bargaining unit member, leaves the employ of the County prior to the date they have satisfied the age and service requirements for retirement provided in the Macomb County Employees' Retirement Ordinance, for any reason except their disability retirement or death, they 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 Maco
	A vested former member who withdraws accumulated member contributions and voluntarily forfeits credited service in the System thereby forfeits all rights in and to the portion of the pension attributable to the forfeited credited service. 
	There will be no pension to an eligible vested member until an application for retirement is submitted and approved. In the event an eligible vested member dies prior to applying for their pension, their beneficiary or estate/trust will not be entitled to a pension. The vested member's beneficiary or estate/trust will receive the contributions and interest earned as of the date of the vested member's death. 
	12. 
	12. 
	12. 
	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 Board finds to be dependent upon the said member for at least 50% of their support due to lack of financial means. Prior to the effective date of 

	13. 
	13. 
	Non-Duty Death Before Retirement. Non-spousal Beneficiary Nominated: In the event of a non-duty death ofa vested member prior to retirement, a non-spousal beneficiary will receive only contributions and interest. 

	14. 
	14. 
	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 receive a retirement allowance computed 
	(2) leaves a spouse, the spouse will immediately receive a retirement allowance computed 
	in the same manner in all respects as if the member had (1) retired the day preceding the 

	date of the member's death, notwithstanding that the member might not have attained age 
	60 years, (2) elected Option A in the Macomb County Employees' Retirement Ordinance. 
	15. Deferred Retirement Option Plan [DROP): The Memorandum of Understanding executed in 2007 regarding the Deferred Retirement Option Plan (DROP) is incorporated by reference herein as Article 22, Deferred Retirement Option Plan. Vesting for purposes of DROP excludes service time under Reciprocal Act 88. 
	C. Full-time employees hired into the County on or after January 1, 2016: 
	1. 
	1. 
	1. 
	Will be eligible to receive a one-time flXed payment of $1000 from the Macomb County Employees' Retirement System. This payment will be made to an employee after separation from employment and who meets the Employer contribution vesting requirements as outlined in Section C.5 and after the completion of 5 years of service. 

	2. 
	2. 
	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. 

	3. 
	3. 
	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% of the employee's base pay. Per IRS regulations, the additional 1 % contribution is a post-tax contribution. If such election is made by the employee, the Employer will increase its contribut

	4. 
	4. 
	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. 

	5. 
	5. 
	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 qf 4 years of service 80% Completion of 5 years of service 100% 
	ARTICLE 22 
	DEFERRED RETIREMENT OPTION PLAN (DROP) 
	Eligible employees may elect to participate in the Deferred Retirement Option Plan (DROP). Eligibility, 
	terms, and conditions of DROP participation are set forth below, including the payment of certain fringe 
	benefits to DROP participants, Longevity, Paid Time Off (PTO) 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 
	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 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 period for participation. Employees may continue to work beyond the 5 years, but DROP payments will cease at the end of the participation period. 
	C. DROP Payment: Upon termination of employment, the retiree will receive the monthly pension previously credited to their DROP account. Failure to terminate 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. Interest on the DROP account will continue to accrue during such a forfeiture. 
	D. Election to Participate: Participation in the DROP program 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 D
	E. DROP Account: The employee's DROP Account will be the regular monthly pension with interest to which the employee would have been entitled if they had actually retired on the DROP date. The payment will be credited monthly to the employee's individual DROP account. At the time an employee elects to participate in the DROP, their optional form of retirement allowance as set forth in the Macomb County Employee Retirement Ordinance will be irrevocable. All individual DROP accounts will be maintained for the
	F. 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 empl
	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 
	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. 

	G. 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. 
	H. 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 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. 
	I. Death During DROP Participation: If an employee participating in the DROP dies either: (1) before full retirement, that is before termination of employment with the County, or (2) during full retirement (that is, after termination of employment with the County but before the DROP account balance has been fully paid), the employee's designated beneficiary(ies) will receive the remaining balance in the employee's DROP account in the manner in which they elect from the previously mentioned distribution meth
	J. Disability During DROP Participation: In the event an employee participating in the DROP becomes totally and permanently disabled from further service in the employment of Macomb County, the employee's participation in the DROP will cease, and the employee will receive such benefits as if the employee had retired and terminated employment during the participation period. 
	K. Internal Revenue Code Compliance: The DROP is intended to operate in accordance with Section 415 and other applicable laws and regulations contained within the Internal Revenue Code of the United States. Any provision of the DROP, or portion thereof, that is in conflict with an applicable provision of the Internal Revenue Code of the United States is hereby null and void and of no force and effect. 
	L. other Provisions: The Macomb County Employees Retirement System is a defined benefit plan. Should that plan be modified to include a defined contribution plan, this DROP account established is only part of a defined benefit plan. It is intended that this DROP be a "forward" DROP only and contains no DROP "back" provision, which would allow members to retire retroactively. 
	M. 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. 
	N. 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. 
	a. 
	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 below. 

	b. 
	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. 

	TR
	STEP 
	CONTINUOUS YEARS OF FULL-TIME SERVICE ON OR BEFORE OCTOBER 31sr OF EACH YEAR 
	AMOUNT 


	1 15 through 19 $600 
	2 20 through 24 $800 
	3 25 and thereafter $1,000 
	c. 
	c. 
	c. 
	Longevity compensation will be added to the regular payroll check, when due, for eligible DROP participants. It will be considered a part of the regular compensation and, as such subject to Federal and State withholding tax, social security, regulations and ordinances of the County of Macomb and other applicable statutes. 

	d. 
	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 period covered in computation of longevity will be from November 1st of each year through and including October 31st of the following year. 

	e. 
	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. 


	2. PTO for DROP Participants: 
	a. 
	a. 
	a. 
	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. 

	b. 
	b. 
	DROP participants will receive, on January 1st 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: 
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	YEARS OF CONSECUTIVE 
	YEARS OF CONSECUTIVE 
	YEARS OF CONSECUTIVE 
	ANNUAL 

	FULL TIME SERVICE 
	FULL TIME SERVICE 
	EQUIVALENT 

	COMPLETED 
	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 
	c. 
	c. 
	c. 
	PTO requests will be reviewed by the Elected Official/ Department Headf 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. 

	d. 
	d. 
	DROP participants may request PTO conversion to cash payment of up to 40 hours per conversion, maximum of 80 hours per year. Employees requesting 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 in March and the second pay in September in a regular paycheck with 

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

	f. 
	f. 
	PTO not utilized by an employee by December 31st of a calendar year will be forfeited. 

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

	h. 
	h. 
	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 the Macomb County for all PTO 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. 


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


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

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

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

	e. 
	e. 
	An employee may utilize available Sick Time for absences: 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 Earned Sick Time Act, (ESTA), as amended include: 

	TR
	i. 
	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. 

	TR
	ii. 
	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. 

	TR
	iii. 
	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. 

	TR
	iv. 
	Necessitated by a contagious disease or condition. 

	TR
	v. 
	In accordance with Article 16, Bereavement Leave. 

	f. 
	f. 
	Family members include child, parent, spouse or domestic partner, grandparent, grandchild, sibling, daughter-in-law, 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. 
	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. 
	h. 
	DROP participants absent for one of the reasons described above are expected to: 

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

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

	TR
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	ARTICLE 23 
	LONGEVITY 
	A. Participants in the Deferred Retirement Option Plan are not subject to Article 23, Longevity, but shall receive Longevity in the manner described in Article 22, 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. 
	1. 
	1. 
	Eligibility of a full-time employee shall commence when such employee shall have completed fifteen (15) years of continuous full-time employment on or before October 31st of any year. 

	2. 
	2. 
	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 period not to exceed one year. 

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


	CONTINUOUS YEARS OF FULL-TIME SERVICE ON
	STEP AMOUNT
	OR BEFORE OCTOBER 31sr 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. It shall be considered a part of the regular compensation and, as such subject to Federal and State withholding tax, social security, retirement deductions, regulations and ordinances of the County of Macomb and other applicable statutes. 
	E. Payments to employees eligible as of October 31st of any year shall be included in the first regular payroll check of December. The annual period covered in computation of longevity shall be from November 1 of each year through and including October 31st of the following year. 
	F. Employees leaving the employ of the County by reason of retirement and receiving benefits under the Macomb County Employees' Retirement Ordinance, or by reason of death from any cause shall be entitled to and receive a longevity payment upon a pro-rated basis for that portion of the year employed. 
	G. Employees hired into the County after January 1, 2012 will not be eligible for Longevity. 
	ARTICLE 24 UNION BULLETIN BOARDS 
	A. The Employer will provide bulletin boards in the respective departments and locations, which may be used by the Union for posting notices of the following topics: 
	1. 
	1. 
	1. 
	Notices of Union Meetings. 

	2. 
	2. 
	Notices of Union Elections and results of said Elections 

	3. 
	3. 
	Notices of recreational, educational and social events. 


	B. The bulletin board shall not be used by the Union for disseminating propaganda and among other 
	things, shall not be used by the Union for posting or distributing pamphlets pertaining to political matters. 
	ARTICLE 25 
	MANAGEMENT RIGHTS 
	A. The Employer retains and shall have the sole and exclusive right and authority to manage and operate its affairs, including all of its operations and activities; to decide the number of employees; to establish the overall operation, policies and procedures of the Employer; to assign employees to shifts in order to adequately staff shifts with appropriate personnel; to schedule the shifts of all employees; to direct its working force of employees; to determine the methods, procedures and services to be pr
	B. The Employer, in addition to the rights set forth in Section A above, shall have the right to hire, promote, demote, assign, transfer, suspend, discipline, discharge, layoff, recall; to establish schedules of work for employees; to establish work rules and rules of conduct, and to fix and determine penalties for the violation of such rules; to maintain discipline and efficiency among the employees, provided that such rights shall not be exercised by the Employer in violation of any of the express terms a
	C. The Employer retains and shall have the sole and exclusive right to administer, without limitation, implied or otherwise, all matters not specifically and expressly covered by the provisions of Paragraph A and B of this Article, or excepted by the provisions of any other Article of this Agreement. 
	D. The employer retains and shall have the sole and exclusive right and authority to convert no more than 3 regular full time vacant positions to regular part time during the term of this Agreement. 
	ARTICLE 26 
	EMERGENCY MANAGER 
	The Parties agree that this Collective Bargaining Agreement is applicable to an emergency manager as defined in Public Act 4 of 2011. The Union's agreement to this provision was not by negotiation, rather, this provision is required by Public Act 9 of 2011 and accordingly is a prohibited subject of bargaining. 
	ARTICLE 27 DISCIPLINE AND DISCHARGE 
	A. Discipline: 
	1. 
	1. 
	1. 
	Should circumstances warrant, an employee may be disciplined for just cause. Disciplinary actions or measures may include, but are not limited to, the following: oral reprimand, written reprimand, demotio~, suspension or discharge. 

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

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

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


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

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


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

	2. 
	2. 
	2. 
	Any record of disciplinary action shall remain in the employee's personnel file. If after two 

	(2) years of the date of discipline there have been no further incidents of a similar nature, the employee may 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 prog

	3. 
	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. 
	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. 
	5. 
	It is the responsibility of the Employee or 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 28 
	SENIORITY 
	A. Departmental seniority for employees in the Departments set forth below in A.2. shall commence after an employee successfully completes their probationary period in the 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 depar
	1. 
	1. 
	1. 
	Departmental seniority will prevail for purposes of selection of Paid Time Off and overtime preference, bumping rights, layoff and recall rights within the department, except where provided otherwise in this Agreement. 

	2. 
	2. 
	Department shall be defined as follows: 


	Macomb County Circuit Court -Juvenile Division = 1 Department Juvenile Justice Center = 1 Department Public Defenders' Office = 1 Department 
	B. Except as provided for under Article 19, Leave of Absence, Section B(l)(f) and B(2)(k), date of entry into County employment will provide a seniority date. 
	C. 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. 
	D. Employees with the same seniority date requiring the need of determination by seniority, shall have their seniority dates decided by the last 4 digits of their social security number, the lowest number having highest seniority. 
	E. An employee shall forfeit seniority rights for the following reasons: 
	1. 
	1. 
	1. 
	They resign or terminates their employment with the Employer. 

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

	3. 
	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, an exception may be made by the Employer. 

	4. 
	4. 
	They retire. 

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

	6. 
	6. 
	If an employee fails to return to work when recalled from layoff it will be treated as E-3, above. 

	7. 
	7. 
	Ifan employee fails to return from Sick lime it will be treated as E-3, above. 


	F. DROP Participants: DROP participants shall continue to accrue seniority in the same manner as Active Employees, except as otherwise provided in this Agreement. 
	G. Membership Lists: The employer will report incoming and/or outgoing members in classifications reflected in this Agreement between the Parties on a monthly basis, except in July, when seniority reports are distributed. 
	H. Ifan employee is transferred or promoted to a classification outside their current bargaining unit and is then promoted or transferred to a classification within his/her former bargaining unit, the employee shall not accumulate seniority in their former bargaining unit for the time spent in a classification outside of their former bargaining unit. 
	I. Superseniority: 
	1. 
	1. 
	1. 
	Notwithstanding their position on the seniority list, the Vice President shall, in the event of a layoff, be continued at work as long as there is work being performed in their Unit which they have the ability to perform and shall be recalled to work after the layoff as soon as there is work being performed in their Unit which they have the ability to perform. Ability to perform shall be determined by the Employer based upon the employees qualifications. 

	2. 
	2. 
	Notwithstanding their position on the seniority list, the Union President shall, in the event of a layoff, be continued at work as long as there is work being performed in their Unit, which they have the ability to perform and shall be recalled to work after the layoff as soon as there is work being performed in their Unit which they have the ability to perform. Ability to perform shall be determined by the Employer based upon the employees qualifications. The Union President would be the last person affect


	ARTICLE 29 
	LAYOFF AND RECALL 
	A. Layoff Procedure: 
	1. 
	1. 
	1. 
	Layoff is defined as a reduction in the working force. 

	2. 
	2. 
	2. 
	If a layoff becomes necessary the following procedures will be mandatory: 

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

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

	c. 
	c. 
	If a further reduction in force is required, such reduction will then be made by terminating regular part-time and full-time probationary employees in the affected classifications. 

	d. 
	d. 
	If a further reduction in force is required, such reduction, in the case of seniority employees, will be made in inverse order of seniority within the affected classification in the affected department. 



	3. 
	3. 
	3. 
	When an employee is laid off, due to a reduction in the work force, he or she shall be permitted to exercise his/her seniority rights to "bump" or replace an employee with less seniority in classifications covered by this Agreement in the department from which the employee was laid-off only. Such employee may "bump" an employee in an equal or lower job classification under the following conditions: 

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

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

	c. 
	c. 
	An employee who qualifies for rights as set forth above, shall have the right to exercise such right or to accept layoff, by so notifying his/her Department Supervisor in writing. 

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



	4. 
	4. 
	Employees to be laid off for an indefinite period of time will have at least seven (7) calendar days notice of such layoff. The Union President shall receive a list from the Employer, of the employees being laid off, on the same date the notices are issued to the employees. 

	5. 
	5. 
	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 consideration, by interview, for hire into a like classification only, for which they qualify, when opportunity for such hire occurs in the department from which the employee was laid off. Like classification is hereby defined as a classification in which the employee was employed at the time of lay-off, or a classification for which the employee is qualifi

	6. 
	6. 
	Employees selected pursuant to paragraph 5 who will then have seniority in the new classification in accordance with the provisions of "seniority defined" as outlined in Article 28 of this Agreement. Such employees shall serve a ninety (90) day trial period, during which time the Employer may terminate the employee. Such termination by the Employer will not affect the former lay-off for seniority status of the employee. 

	7. 
	7. 
	Part-time employees have no bumping rights under this Article. 


	B. Recall Procedure: 
	1. When the working force is increased after a layoff, employees will be recalled according to seniority as defined in Article 28, Seniority, herein. Notice of recall shall be sent to the employee at his/her last known address, as listed in his/her personnel file, located in the Human Resources and Labor Relations Department, and sent by Certified Mail. If the 
	1. When the working force is increased after a layoff, employees will be recalled according to seniority as defined in Article 28, Seniority, herein. Notice of recall shall be sent to the employee at his/her last known address, as listed in his/her personnel file, located in the Human Resources and Labor Relations Department, and sent by Certified Mail. If the 
	affected employee fails to report for work within ten (10) days from the date of mailing of notice of recall, his/her employment shall be considered terminated. Extension will be granted solely by the Employer, in its discretion, in proper cases. 

	2. 
	2. 
	2. 
	Recall rights for laid off employees will be limited to a maximum of four ( 4) years, or length of seniority, whichever is less. Upon the expiration of the appropriate period, the Employer shall be under no further obligation to recall the laid off employee and such employee shall forfeit his/her seniority. 

	3. 
	3. 
	3. 
	Recall rights of affected employees covered by this section will be limited to the following: 

	a. 
	a. 
	a. 
	Employees who are selected for employment in a new department will, should subsequent lay-off occur in that department, have the option of retaining recall rights within their previous classification in accordance with the recall procedure as outlined in the Agreement between the Parties. 

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

	c. 
	c. 
	Exercise of either option, a or b, shall be chosen in writing at the time of subsequent lay-off in the new department and will become a part of the employee's personnel file. A copy of such written option will be given to the Union President. 




	ARTICLE 30 
	JOB POSTINGS 
	A. Postings shall be made for ten (10) working days. Posting periods may be shortened or eliminated by agreement of the Parties. 
	B. The posting will include the following information: The job classification, department, salary range, hours, starting time, qualifications and any testing requirements. 
	C. Any employee interested in a position must apply through the Human Resources and Labor Relations established application process within the posting period. The employee must meet the minimum qualifications before the closing date of the posting, unless otherwise specified by Human Resources and Labor Relations or an applicable bargaining agreement. 
	D. If necessary, a temporary appointment may be made by the Department head, but without prejudice to employees seeking the job. The Department head may, in the exercise of his/her discretion, consider the seniority of the employees available for temporary appointment. 
	ARTICLE 31 
	PROMOTIONS 
	A. A promotion is the movement of an employee to a higher paid position covered by this Agreement within his/her current Department. Promotions shall be based upon qualifications for the higher paid position, as those qualifications are determined by the Employer. If the qualifications are determined to be equal, full-time departmental seniority shall then be given first consideration. 
	B. Eligibility for the next increment adjustment, if any, will be attained after working thirteen (13) continuous, complete pay periods after the promotion takes effect. 
	ARTICLE32 
	PROCEDURE FOR CLASSIFICATION REVIEW 
	If, in the opinion of an employee, the duties and responsibilities of that employee have evolved to a state that the classification the employee currently holds is not reflective of the current job duties, then the employee may apply for a classification review as follows: 
	A. The employee shall make a request for classification review, in writing, to the Human Resources and Labor Relations Department with copies to the Union President and to the Department Head. Contained in the written request must be the following: 
	The current classification the employee holds; the classification in this Collective Bargaining Unit to which the employee feels he/she is entitled; and, supporting documents and reasons why the employee feels the new classification is warranted. 
	The review by the Human Resources and Labor Relations Department should be completed within 130 working days of the written request. 
	B. Subsequent to completion of the investigation by the Human Resources and Labor Relations Department, a meeting shall be scheduled within sixty (60) calendar days. Present at this meeting shall be the Union President or designee, the employee requesting the reclassification, the Department Head and/or designee, and a representative from the Human Resources and Labor Relations Department. Within forty-five ( 45) calendar days of the aforementioned meeting, the Director, Human Resources and Labor Relations 
	C. Should the Union be dissatisfied with the result of this procedure, the Union may request a Special Conference pursuant to Article 33, Special Conferences, of this Agreement. There shall be no appeal to the Grievance Procedure. 
	D. Upon completion of the Classification Review process, no request for Classification Review shall be processed from the same employee for a period of one (1) year. 
	ARTICLE 33 
	SPECIAL CONFERENCES 
	A. Special Conferences mutually agreed upon will be arranged between the Union President and the Director, Human Resources and Labor Relations, or designated representative, for purposes of discussion of important matters. Such meetings shall be between up to three (3) representatives of the Employer and up to three (3) representatives of the Union, unless the Parties mutually agree to include additional persons. 
	B. Arrangements for such Special Conferences shall be made in advance, in writing, and an agenda of the matters to be taken up at the meeting shall be presented at the time the conference is requested and agreed upon. Matters taken up in Special Conferences shall be confined to those included in the Agenda. 
	C. The members of the Union shall not lose pay for time spent in such Special Conferences. 
	ARTICLE 34 
	MILEAGE REIMBURSEMENT 
	Mileage reimbursement will be made for employees required to use their personal vehicles while 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. 
	ARTICLE35 
	SAVINGS CLAUSE 
	Should any part of this Agreement be rendered or declared illegal or invalid by legislation, decree of a court of competent jurisdiction, Michigan Employment Relations Commission or other established or to be established governmental administrative tribunal, such invalidation shall not affect the remaining portions of this Agreement. Should a provision(s) be declared invalid, the Union and the County may agree on a replacement for the affected provision(s). 
	ARTICLE 36 
	REIMBURSEMENT ACCOUNT PROGRAM 
	The Employer shall offer a pre-tax Reimbursement Account Program, as authorized by Section 125 of the Internal Revenue Service Code. The Reimbursement Account Program shall be limited to the Health Care and Dependent Care provisions of the IRS Code. Employees shall have the option of participating in the Health Care and/or Dependent Care program. The Employer supports the establishment of a Premium Only Plan (POP) based upon the limitations of the Internal Revenue Service code and the vendor administering t
	ARTICLE 37 
	TERMINATION OR MODIFICATION 
	A. This Agreement shall continue in full force and effect until December 31, 2028. 
	B. If either party wishes to terminate or modify this Agreement, said party shall provide written notice to the other party to that effect. Said notice shall be made no later than one hundred twenty (120) days prior to the termination date in Paragraph A., above. If neither party gives a notice of termination or modification, or if each party giving notice of termination or modification withdraws said notice prior to the termination date in Paragraph A., above, this Agreement shall continue in full force an
	C. Notice of termination or modification shall be made in writing and shall be sent by Certified Mail. If said notice is made to the Union, it shall be sent to TPOAM, 27056 Joy Road, Redford, MI 48239; if said notice is made to the County, it shall be sent to the Macomb County Director, Human Resources and Labor Relations, 1 South Main Street, 6Floor, Mount Clemens, Michigan, 48043; address changes shall be made available to the other party, where applicable. 
	th 

	D. It is agreed and understood that the provisions contained herein shall remain in full force and effect so long as they are not in violation of applicable Statutes and Ordinances and remain within the jurisdiction of the County of Macomb. 
	E. The foregoing Agreement shall not be construed or utilized in any manner that may impede or prevent any elected or appointed Macomb County official from fulfilling or carrying out the Statutory or Constitutional duties of his/her office. 
	IN WITNESS WHEREOF, the Employer and its Office of the County Executive, by its Director, Human Resources and Labor Relations, and representatives of TPOAM, on behalf of its represented employees, hereby cause this Agreement and Appendices to be executed. 
	FOR THE UNION: FOR THE EMPLOYER: 
	KarlynSemlo,frector Human Resources and Labor Relations nile Justice Center/Public Defenders' Office e , Vice-President m1 Court/Juvenile Justice Center/Public Defenders' Office 
	Dated:
	__-5~-20-~-J.0=-----
	__-5~-20-~-J.0=-----
	-

	APPENDIX A COUNTY DEPARTMENTS AND CLASSIFICATIONS TECHNICAL, PROFESSIONAL AND OFFICEWORKERS ASSOCIATION OF MICHIGAN (TPOAM) FAMILY COURT/JUVENILE DMSION JUVENILE JUSTICE CENTER PUBLIC DEFENDERS' OFFICE 
	Table
	TR
	CLASSIFICATION 
	PAY GRADE 

	TR
	Administrative Assistant 
	F 

	TR
	Administrative Coordinator 
	E 

	TR
	Paraleqal 
	E 

	TR
	Office Assistant Senior 
	C 

	TR
	Office Assistant 
	B 


	Step 1 Step 2 Step3 A $34,155.52 $35,146.03 $36,165.26 B $37,571.07 $38,660.63 $39,781.80 C $41,328.19 $42,526.69 $43,759.97 D $45,461.00 $46,779.37 $48,135.95 E $50,007.10 $51,457.30 $52,949.56 F $55,007.80 $56,603.03 $58,244.52 G $60,508.58 $62,263.34 $64,068.97 H $66,559.45 $68,489.67 $70,475.88 I $73,215.40 $75,338.63 $77,523.45 J $80,536.93 $82,872.50 $85,275.80 K $88,590.62 $91,159.74 $93,803.39 L $97,449.67 $100,275.73 $103,183.72 M: $107,194.65 $110,303.29 $113,502.10 N $117,914.11 $121,333.64 $124,
	Appendix B, Wage and Increment Schedule B-1 
	Table
	TR
	2027 PAY GRADES (3% increase from 2026) 

	TR
	Step 1 
	Step2 
	Step3 
	Step4 
	steps 
	Step6 
	Step7 
	steps 
	Step9 
	Step 10 

	A 
	A 
	$35,180.19 
	$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 
	B 
	$38;698,201 1 $39;820.45 
	$40,9?5.25 
	$42,163.52 
	$43,386:27 
	$44,644'.47 
	$45;939.16 
	$47,27L4'i 
	$48,642.;18 • 
	$50;052.89 . 

	C 
	C 
	$42,568.04 
	$43,802.49 
	$45,072.77 
	$46,379.87 
	$47,724.90 
	$49,108.91 
	$50,533.08 
	$51,998.53 
	$53,506.49 
	$55,058.19 

	D 
	D 
	$46,824,83 : 
	$48,182.75 
	$49,580.03 
	! $5'1.,017,87 
	$52,497.39 
	$54;019.81 
	$55,586.38 
	$57,198.38 
	$58,857.14 
	$60,564.00 

	E 
	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 
	F 
	$56;658,03. 
	. . $58,301.12 • 
	$59,991.86 
	;· $61,1~:t:62 
	. $63,521.84 
	• $65,363.98 
	$67,259.52 
	$69,21Q.b5 
	ln;21;;,:14 •· 
	$73,282.43·, 

	G 
	G 
	$62,323.84 
	$64,131.24 
	$65,991.04 
	$67,904.78 
	$69,874.02 
	$71,900.37 
	$73,985.47 
	$76,131.06 
	$78,338.84 
	$80,610.69 

	H 
	H 
	$68,556.23 
	$70;544.36 . 
	$72,590.16 
	$74;695.26 
	. $76,861.42 • 
	$79,090.40: 
	$81,384,0t • 
	$83,744.17' 
	$86,172.75 
	$88,671.?5 • 

	I 
	I 
	$75,411.86 
	$77,598.79 
	$79,849.15 
	$82,164.78 
	$84,547.56 
	$86,999.44 
	$89,522.42 
	$92,118.58 
	$94,790.01 
	$97,538.93 

	J 
	J 
	$62,953.04 
	. $85,358,68 
	$87,834.07 , 
	$90,381.25 
	$93;002.33 
	$95,699.39 
	• $98,474.67 •• $101,33QA3 
	$104,269:01 ' 
	$107,292.81 . 

	K 
	K 
	$91,248.34 
	$93,894.53 
	$96,617.49 
	$99,419.39 
	$102,302.56 
	$105,269.33 
	$108,322.13 
	$111,463.47 
	$114,695.91 
	$118,022.11 

	L 
	L 
	$100,373.16 • 
	$103,284.00 
	$106,279.23 
	.$109,361.32 
	$H2,532'.80 
	$115,796.25. 
	•.• $119,154.36 
	$122.;6D9:83 
	$126;165.50 
	$129f82.4,32 

	M 
	M 
	$110,410.49 
	$113,612.39 
	$116,907.16 
	$120,297.46 
	$123,786.09 
	$127,375.89 
	$131,069.79 
	$134,870.80 
	$138,782.06 
	$142,806.74 

	N 
	N 
	$121,451.53 
	$124;9'73.65 
	$1i8,597:87 
	$132,327.2D 
	.. $136,164.69 
	$140,113.48 • 
	$144,176.76 
	$!48,357.89 
	$152,660:2.7 
	$157,087.42 

	0 
	0 
	$133,596.69 
	$137,471.DD 
	$141,457.66 
	$145,559.93 
	$149,781.16 
	$154,124.81 
	$158,594.43 
	$163,193.68 
	$167,926.30 
	$172,796.16 


	Appendix B, Wage and Increment Schedule B-2 
	Step 1 Step2 Step3 A $36,235.60 $37,286.42 $38,367.73 , B $39;859.15 $41,015.06 , $42,204.51 C $43,845.08 $45,116.56 $46,424.95 D $48,229.57 , . $49,628.23 $51,067.43 E $53,052.53 $54,591.05 $56,174.19 F $5s;3s7'.77 • ' $60,050.15 $6f;79L62· G $64,193.56 $66,055.18 $67,970.77 H .$70,612.92 • $72;660.69 $74,767.86: I $77,674.22 $79,926.75 $82,244.62 J $85,'HL63 $87;9}9.44 $90;469.09 K $93,985.79 $96,711.37 $99,516.01 L $103,384.35 ' $106,382.52 $1Q9,467,6l, M $113,722.80 $117,020.76 $120,414.37 N $125,095.08
	Appendix B, Wage and Increment Schedule B-3 

	Appendix C Active Employees Benefits 
	Appendix C Active Employees Benefits 
	Appendix C, Active Employees Benefits 
	C-1 

	Blue Care Network 
	Blue Care Network 
	BCN HMO Active Employees 
	As aself-funded group, you are solely responsible for compliance with the federal Summary of Benefit and Coverage (SBC) rules, including SBC creation and 
	distribution. BCN does not assume any responsibility for SBC rule compliance relating to your group health plan, or for creation or disclosure of compliant SBCs. This 
	SBC template document is being provided as an example that may contain useful information concerning your BCN administered coverage as you create your own 
	group health plan's SBC. This SBC template document being provided is not fully compliant with the SBC federal rules. It is your responsibility to work with your legal 
	counsel to ensure proper compliance with the federal SBC rules. This SBC template document does not constitute legal, tax, actuarial, accounting, benefit design, 
	compliance or other advice. BCN disclaims any liability or responsibility for any non-compliance by your group health plan with SBC rules and regulations relating to 
	creation, disclosure or other requirements. You should also note that there may be additional special circumstances which may be applicable to your specific group 
	health plan situation which may affect SBC content, including but not limited to account type arrangements such as flexible spending accounts (FSA), health 
	reimbursement arrangements (HRA), and health savings accounts, (HSA), or for example, wellness programs, reference based pricing or benefits, or coverage not 
	administered by BCN, or whether the coverage provides minimum essential coverage. 
	CLSSLG Macomb Co Employees -Hard Cap-Active/COBRA Summary of Benefits and Coverage: What this Plan Covers &What it Costs Coverage for: All Plan Types Plan Type: TPA 
	BCN HMOActrveEmplayees 
	, A : The Summary of Benefits and Coverage (SBC) document will help you choose ahealth plan. The SBC shows you how you and the plan would share ,111A 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 asummary. For more information about your coverage, or to get acopy of the complete terms of coverage, visitwww.bcbsm.com or call 800-662-6667 , For general definitions of common terms, such as allowed amount, 
	, A : The Summary of Benefits and Coverage (SBC) document will help you choose ahealth plan. The SBC shows you how you and the plan would share ,111A 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 asummary. For more information about your coverage, or to get acopy of the complete terms of coverage, visitwww.bcbsm.com or call 800-662-6667 , For general definitions of common terms, such as allowed amount, 
	, A : The Summary of Benefits and Coverage (SBC) document will help you choose ahealth plan. The SBC shows you how you and the plan would share ,111A 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 asummary. For more information about your coverage, or to get acopy of the complete terms of coverage, visitwww.bcbsm.com or call 800-662-6667 , For general definitions of common terms, such as allowed amount, 

	Important Questions jAnswers: Member/ Family lwhy This Matters: 
	Important Questions jAnswers: Member/ Family lwhy This Matters: 

	What is the overall deductible? Are there services covered before you meet your deductible? 
	What is the overall deductible? Are there services covered before you meet your deductible? 
	$0 No 
	See the Common Medical Events chart below for your costs for services this plan covers. You will have to meetthe deductible before the plan pays for any services. 

	Are there other deductibles for specific services? 
	Are there other deductibles for specific services? 
	No 
	You don't have to meet deductibles for specific services. 

	What is the out-of-pocket limit 
	What is the out-of-pocket limit 
	.. $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 out-of-pocket limits until the overall family out-of-pocket limit has been met. 
	-


	for this plan? 
	for this plan? 

	What is not included in the out-of-pocket limit? -
	What is not included in the out-of-pocket limit? -
	Premiums, balance billed charges and health care this plan does not cover 
	The out-of-pocket limit is the most you could pay in a year for covered services. If you have other family members in this plan, they have to meet their own out-of-pocket limits until the overall family out-of-pocket limit has been met. -

	Will you pay less if you use a network provider? 
	Will you pay less if you use a network provider? 
	Yes, Seewww.bclism.com or call the phone number on the back of your ID card for alist of network :providers. 800-662-6667 for alist of network providers. Yes 
	---. :rhis plan uses a provider network. You will pay less if you use aprovider in the plan's network. You will pay the most if you use an out-of-network provider, and you might receive a bill from aprovider for the difference between the provide~s charge and what your plan pays (balance billing). Be aware, your network provider might use an out-of-network provider for some services (such as lab work), Check with your provider before you get services. This plan will pay some or all of the costs to see aspec

	Do you need areferral to see a specialist? 
	Do you need areferral to see a specialist? 


	BCN HMO Active Employees 
	All copayment and coinsurance costs shown in this chart are after your deductible has been met, if adeductible applies. 
	A 

	~-What~ourWill Pa~ 
	r--------------+---------+--------l'-'--------------------1 
	Common Medical Event 
	Common Medical Event 
	Common Medical Event 
	Services You May Need 
	Network Provider 
	Out-of-Network 
	Limitations, Exceptions, & other Important Information 

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

	Primary care visit to treat an injury or illness 
	Primary care visit to treat an injury or illness 
	$20 copay/visit 
	Not covered 
	$20 copay for online visits. 

	TR
	Requires referral. No charge for allergy 

	TR
	injections, allergy office visit and testing /30 

	Specialist visit 
	Specialist visit 
	$30 copay/visit 
	Not covered 
	combined visits for spinal manipulations 

	If you visit a health care 
	If you visit a health care 
	performed by achiropractor or osteopathic 

	provider's· office or clinic 
	provider's· office or clinic 
	physician 


	You may have to pay for services that aren't preventive. Ask your provider if the services
	You may have to pay for services that aren't preventive. Ask your provider if the services
	Preventive care/screening/immunization No charge 
	Not covered 
	you need are preventive. Then check what your plan will pay for. 

	May require preauthorization / No charge for
	May require preauthorization / No charge for
	Diagnostic test (x-ray, blood work) No charge 
	Not covered 
	lab services

	If you have atest 
	Not covered Requires preauthorizationImaging (CT/PET scans, MRls) No charge 
	$10 copay/30 days 
	$10 copay/30 days 
	$10 copay/30 days 
	Not covered


	J.'.Tie::_r_:_1_-~M::::os:::tl~y..::G::::en'..'.:e~ri::::cs'.______..).:"...'..:'....:~~~:'.'.!..::'.__ _J'._:'.'...::'.'.'...'..~'.____.J~P,.,re""a"'ut"-'ho~r"'iz,,,at=ion &step-therapy apply to select If you need drugs to treat Tier 2-Preferred Brand 
	2

	drugs.
	drugs.
	$25 copay/30 days 
	$25 copay/30 days 
	Not covered 


	your illness or condition 
	50% coinsurance for sexual dysfunction drugs. More information about 
	Effective 1/1/2013 Tier 1contraceptives are prescription drug Tier _Non-Preferred Brand 
	3
	$50 copay/30 days 

	covered in full
	covered in full
	covered in full
	Not covered 
	covera eis available at 


	90 day mail order and retail copays are 2x the www,bcbsm~com/customdr 
	standard retail copays. 
	standard retail copays. 
	::;~d copays listed above 

	Not covered
	Specialty drugs 
	Specialty drugs 
	Specialty drugs 
	Limited to a30 day supply 


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

	surgery 
	Not covered See "Ou_tpatient surgery facility fee'Physician/surgeon fees No charge 
	Figure
	BCN HMO Active Employees 
	Common Medical Event If you need immediate medical attention If you have a hospital stay If you need mental health, behavioral health, or substance use dis9rder services If YO\I are pregnant If you need help recovering or have other special health needs Services You May Need Emergency room care Emergency medical transportation Urgent care Facility fee (e.g., hospital room) Physician/surgeon fee Outpatient services Inpatient services Office visits Childbirth/delivery professional services Childbirth/delivery
	BCN HMO Active Employees 
	Sect
	Figure

	Figure
	Figure
	Figure
	Sect
	Figure

	Figure
	Sect
	Figure

	What You Will Pay 
	I
	I

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

	Medical Event 
	Information
	Information

	Provider
	I : (You will pay the least) 
	(You will pay the most)
	I ' 
	Inpatient care requires preauthorizalion.
	Hos ice services 
	Hos ice services 
	No charge 

	Not covered 
	Housekeeping and custodial care not covered. 
	Children's eye exam 
	Children's eye exam 
	Not covered 

	Not covered 
	Contact benefit administrator for coverage. 
	If your child needs 
	.Children's glasses 
	.Children's glasses 
	Not covered 

	Not covered 
	Coniact benefit administrator for coverage.
	dental or eye care 
	Children's dental check-up 
	Not covered 
	Not covered 

	Not covered 
	Contact benefit administrator for coverage. 
	BCN HMO Active Employees 
	Excluded Services &Other Covered Services: 
	:Services YourPlan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 
	:Services YourPlan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 
	:Services YourPlan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 

	• Acupuncture (if prescribed for rehabilitation • Long-term care Routine eye care (Adult)• purposes) • Non-emergency care when traveling outside the • Routine foot care • Cosmetic surgery U.S. • Weight loss programs Dental Care (Adult)• Private-duty nursing• • Elective Abortion 
	• Acupuncture (if prescribed for rehabilitation • Long-term care Routine eye care (Adult)• purposes) • Non-emergency care when traveling outside the • Routine foot care • Cosmetic surgery U.S. • Weight loss programs Dental Care (Adult)• Private-duty nursing• • Elective Abortion 


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

	• Bariatric surgery • Infertility treatment • Chiropractic care • Hearing Aid 
	• Bariatric surgery • Infertility treatment • Chiropractic care • Hearing Aid 


	Macomb County Blue Care Network Plans generally requires/allows the designation ofa primary care provider. You have the right to designate any primary care provider who participates in our network and who is available to accept you or your family members. Until you make this designation, Blue Care Network Plan designates one for you. For information on how to select a primary care provider, and for a list of the participating primary care providers, contact the Macomb County at (586) 469-5280. 
	For children, you may designate a pediatrician as the primary care provider. 
	You do not need prior authorization from Blue Care Network or from any other person (including a primary care provider) in order to obtain access to obstetrical or gynecological 
	care from a health care professional in our network who specializes in obstetrics or gynecology. The health care professional, however, may be required to comply with certain procedures, including obtaining prior authorization for certain services, following a pre-approved treatment plan, or procedures for making referrals. For a list of participating 
	health care professionals who specialize in obstetrics or gynecology, contact the Macomb County HRLR Department at (586) 469-5280. 
	BCN HMO Active Employees 
	Your Rights to Continue Coverage: 
	There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or or_the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or 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 or call 1-800-318-2
	www.dol.gov/ebsa/healthreform., 
	www.cciio.cms.gov. 
	www.HealthCare.gov 

	Your Grievance and Appeals Rights: 
	There are agencies that can help if you have acomplaint against your plan for adenial of aclaim. This complaint is called agrievance 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 aclaim, 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 C
	P.O. Box 284,Southfield, Ml 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, 7Floor, P. 0. Box 30220, Lansing, Ml 48909-7720, call 1-877-999-6442 or fax: 517-2848838. 
	th 
	http://www.michigan.gov/difs: 
	-

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

	Additionally, aconsumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP), Department of Insurance and Financial Services, P. 0. Box 30220, Lansing, Ml 48909-7720, or 
	http://www.michigan.gov/difs 
	difs-HICAP@michigan.gov 

	Does this Plan Provide Minimum Essential Coverage? Yes 
	If you don't have Minimum Essential Coverage for a month, you'll have to make apayment when you file your tax return unless you qualify for an exemption from the requirement that you have health coverage for that month. 
	Does this Plan Meet the Minimum Value Standard? Yes 
	If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. (IMPORTANT: Blue Care Network of Michigan is assuming that your coverage provides for all Essential Health Benefits (EHB) categories as defined by the State of Michigan. The minimum value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage for specific EHB categories, 
	Translation available 
	To get help reading in your language call the customer service number on the back of your ID card 
	---------Tosee examples ofho1v thispla11 might cover costsfor a sample medical sit11ation, see the mxtpage..--------
	-

	About these Coverage Examples: 
	,8 ,lf&. 
	,8 ,lf&. 
	,8 ,lf&. 
	This is not acost estimator. Treatments shown are just examples of how this plan miglit cover medical care. Your actual costs will be different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, 

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

	--
	--
	-

	-
	-

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


	Peg is Having a Baby (9 months of in-network pre-natal care and ahospital delivery) 
	Peg is Having a Baby (9 months of in-network pre-natal care and ahospital delivery) 
	Peg is Having a Baby (9 months of in-network pre-natal care and ahospital delivery) 

	■ The plan's overall deductible ■ Specialist copavment ■ Hospital (facility) coinsurance ■ Other coinsurance 
	■ The plan's overall deductible ■ Specialist copavment ■ Hospital (facility) coinsurance ■ Other coinsurance 
	$0 $30 0% 0% 


	This EXAMPLE event includes services like: 
	This EXAMPLE event includes services like: 
	Specialist office visits (prenatal care) Childbirth/Delivery Professional Services Childbirth/Delivery Facility Services 
	Diagnostic tests (ultrasounds and blood work) Specialist visit (anesthesia) 

	I
	I
	Total Example Cost :1 $12,1001 

	In this example, Peg would pay: 
	In this example, Peg would pay: 
	Cost Sharing 

	Deductibles 
	Deductibles 
	Deductibles 
	$0 

	Copayments 
	Copayments 
	$70 

	Coinsurance 
	Coinsurance 
	$0 


	What isn't covered 
	What isn't covered 
	Limits or exclusions $60 
	Managing Joe's Type 2 Diabetes 
	(a year of routine in-network care of awell-controlled condition) 

	■ 
	■ 
	■ 
	The plan's overall deductible $0 

	■ 
	■ 
	Specialist copayment $30 

	■ 
	■ 
	Hospital (facility) coinsurance 0% 

	■ 
	■ 
	Other coinsurance 0% 


	This EXAMPLE event includes services like: 
	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 $1,400 l 
	In this example, Joe would pay: 
	In this example, Joe would pay: 
	Cost Sharing 

	Deductibles 
	Deductibles 
	Deductibles 
	$0 

	Copayments 
	Copayments 
	$800 

	Coinsurance 
	Coinsurance 
	$0 


	What isn't covered 
	What isn't covered 

	Limits or exclusions $60 
	Mia's Simple Fracture 
	Mia's Simple Fracture 

	(in-network emergency room visit and follow up care) 
	■ 
	■ 
	■ 
	The plan's overall deductible $0 

	■ 
	■ 
	Specialist copayment $30 

	■ 
	■ 
	Hospital (facility) coinsurance 0% 

	■ 
	■ 
	Other coinsurance 0% 


	This EXAMPLE event includes services like: 
	Emergency room care (including medical supplies) Diagnostic tests (x-ray) Durable medical equipment (crutches) Rehabilitation services (physical therapy) 
	Emergency room care (including medical supplies) Diagnostic tests (x-ray) Durable medical equipment (crutches) Rehabilitation services (physical therapy) 

	Total Example Cost $1,000 
	I

	In this example, Mia would pay: 
	In this example, Mia would pay: 
	--Cost Sharing 

	Deductibles 
	Deductibles 
	Deductibles 
	$0 

	Copayments 
	Copayments 
	$200 

	Coinsurance 
	Coinsurance 
	$0 


	What isn't covered 
	What isn't covered 

	Limits or exclusions $0 
	the total Peg would pay is $130 The total Joe would pay is $861) The tofal Mia would payis $200 
	the total Peg would pay is $130 The total Joe would pay is $861) The tofal Mia would payis $200 
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	ADDENDUM -LANGUAGE ACCESS 
	ADDENDUM -LANGUAGE ACCESS 
	SERVICES.and NON-DISCRIMINATION 
	We speak your language 
	Ifyou, or ~cirilE!ime '{QU'r~ h~lpfng, ne~s:assistanc~, you 
	have the rightto get help .an.d information In your 
	to talk-to·an Interpreter, call.the 
	language.at no.cost. 

	Customer' Service number on the back of your ca_rd, or 
	877-469~258~, nv:111·1fyou arl,? not already a m~mber. 
	Sf usted, o alguien a qulen usted est.i ayi:,dando, necesfta 
	asistencia, tiene derech9 a.µbtener ayuda,e infohnaciOn· 
	en su idioma sin.costo alguno. Para hablar con un 
	interprete, Harne al nUmero.telefon_ico:de Servicio•al 
	cliente, que apare:ce en la parte trasera de su tarjeta, o 
	877•469;2583, TTY: 711 si usted todavia no es un 
	miembro. 
	~u,:Jl~.a=L-I~...:r.Wp.l~.,ii.:..ui~I~ J.1JSl'4;i .)r. J.,....JI ,i .~U.,,_,.J;..)r. • .,...,.11 ,::i....1I ...,,;.,,..,,µ ,.,.,,,.~~! ~ .J,..ill.,IS..,,_,..fo,J t,J ,BTT-469-2583 TTY:711 ,'..>! 
	u.>'"1l.Ji<;;,_,.."1I c:,L._,!..11,,-"'l-ll 


	WJIH/!l. lit:li!:1/•.HE-tE!l£1tWJ!lt~. i!S~!l£WJ. f2!'1l"!l!if1J $Ml'J.;.l/l!: {19 jijffi~i!J~WJ'!!l111!\. ~i&E!il-iftlill.il!l, !l'ilil-t£il!:{19-r-'l-l'iili(l9~J" nil~ ia~ : ffl!!!,1/!lim':f~~ft , !filitlltl! 877-469-25S3. TIY: 711. 
	•rt'~~rp ~~ ~ • _ol\C?ic;u"P:i ,·C:liu:Os~ ~ ,:t" •~~i:c" -ff ,.;e,n~~Q ,<i;~q, -~"-"'~ -~~r( ~~ ~\II-~\~~~r<'~f'OciJ. •.&A, .d;t, -."9~ ~ -,=,Clahg.:i r<~ J::i-~r<a ~ --~~ 
	•rt'~~rp ~~ ~ • _ol\C?ic;u"P:i ,·C:liu:Os~ ~ ,:t" •~~i:c" -ff ,.;e,n~~Q ,<i;~q, -~"-"'~ -~~r( ~~ ~\II-~\~~~r<'~f'OciJ. •.&A, .d;t, -."9~ ~ -,=,Clahg.:i r<~ J::i-~r<a ~ --~~ 
	J+. 

	-rC;I~ -~..!ta,~817-469-2583 TTY:711 
	Neu quy Vi, hay ngt1111maquyvl dangglup da, can tr<t giUp, qu'f vise cO quyen dt.trtcglUpv~ c6-th'2m thOngtln b~ng ngdn ngU'_1~Ua minh mien phi. oe nOi ch~yl?n vO'i mQt thOng dfch vien, xln gqf s0 Dlch vy KhSch hang_ri m~t sau the cUa quy vL ho~c 877-469-2583, TIY: 711 nl!u quy VI cht1a phal la mgt thanh vien, 

	Ne5eju, ose dikush qe nevojE! per asiste:nce, keni te drejte te merrni ndihme dhe-informacion fafas ne gjuhen tuaj. Per te folUr me nje perkthyes, telefononl numrin e sh'erbimit te Klientit n~ arien e pasme te kartes·tuaj, os-e Sn-469-2583, TTY: 711 nese,nukjenl ende njEf anetar. 
	po ndihmoni;.ka 

	I!!!>/ ,'{of .!Ee ,'{ofJI 15:il 2.!e 1'lil/Oi J:l~OI 
	I!!!>/ ,'{of .!Ee ,'{ofJI 15:il 2.!e 1'lil/Oi J:l~OI 
	:g!fl.olCH!!. ,'{life .SC§j!f ~.'cl!! ,'{of£! e!Ol£ ~I§ 
	'i'Ei" ilJ.OI g!~4-2.!=, ;;!!t'.IJI 2.!1e1UCf.ll!!!lNS!f 
	Ol£1-ola!!?! ,'jl,f.!?j :JI.= ~!?loll 2.!e :iJ."!!l ·M~I!'.'.::: 
	l!!.sa.£ ,';l§.fol:>iLt. OIDI §J~OI Of\d el-'F 
	877-469-2583, TIY: 711£ ,';! £1-ollal Al 2. 
	,ffej'1l!f'lolJli. 'IT~>ml'lf ~~'ll'Pl'ltlll, 'ITTl'lT ~w.mwr~i51'ml"~'ITTl'IT,315'/f 'lJ,3:lllf~~'il('l{lsl ('l'l(il! ~~~ (~!<>!~~ >tll'f 'l"IT'Fll\,;'5lJ"f,ffi!~C'l'wfC'i'3:<11 ZIW~-ffiif 'l"f-'11877-469-2583. TIY: 711 'lffei~'I\"~ 'l'i'fl" 'IT>l'l" 'IWl"II 
	'.Jesli Ty lub-osoba, kt6rej pomagasz, potri~bµjecle potnocy, masz prawo do.uzyskanla bezptatnej lnformacjf l·pomocy w~ wtasnym j~zyku, Aby porozmawfaC z ttumaczem, 
	zadzwoii pod numer. dzlatu obstugl klienta, wskazanym na 
	odwrocle TWojeJkarty lub pod nu mer 877-469.2583, TTY: 711, jei.elijeszcze nie masz cztonkostwa. 
	Falls·Sle oder jemand, dem Sie helfen, UnterstOtzung 
	benOtigt, haben Sie das Recht, kostenlose.Hilfe und 
	lnformationen in"lhrer Sprache zu erhalten. Um mit-einem 
	Dolmetscher zu sprechen, rufen Sle bltte·dre Nummer des 
	·Kundendlenstes auf 877-469-2586, TTY: 711, wenn Sle noch keln Mltglled slnd. 
	der·ROckseite lhrer Karte.an oder 

	Se tu c:, qualcuno-che· ~al aiutando avete bisogno di asSTstenza, ha! 11.diritto df'ottenere aluto ejnformazioni 
	nella tua lingua gratuttamente. Per parlare con un interprete, rivolgiti al Ser:vizio Assistenza al numero 
	JndiCatc:, sul retro dellatua scheda·o chiama ii 87746~2583, TTY: 711 se non·sel ancora membro. 

	;:'.*A.al. ll1t:l;l:1;,~.al0)Ja-O)lfil LJ 0):1.it.'xtl!~~-~ .!:: ~;11.Q:1.i"{; ;::~r.~t.,l ;:'.~l,'* l., t: b, ;::,m!/!O)Rffi 1::"t;f.-t-~:l'l:ltt= 1:1, t,'jffi~J..'I' l., t: L) T Q;:: .!:;t.,! 1:: ~l11T. il'!ll?il;tt.,,t.,, LJ lf1itA,. i/UR·.!:: ;t:lii5~:tl,Qft! t;!;l:;t,~~0):/J-~O)ii:iilil=lra~~"1.t=:t.J;,. $1 "'c'-"t -1::;,.oimB!fi-l} <" ~,<-'t!t.;:1,,;_;1;1: 877-469-2S83, 'ITY: 711) ,I;-,;t:l'l!ll! ( t:: ~ l, '• 
	ECJDI BaM mm muzy. KOropOll}' Rhl DOM:oraere. nymra no~_om;&, to· Bhl Irneere npaBo ~ 6ecnn:amoe i;i:o.JIY'lemte H IIHclJOPM31lRH Ha eam~Y X'loIF.:e.-~ p:uroeop:a C nepcao,il;'m:E(OM llOJBOHH'Ie no HoMepy TeJie4lOH3 OT~eJl3 o6cxy¥HBaHDR KJmemoa. YJC333HDOMY Ba o6pamoii: cr9po_He eamcil Kapn,I., HJ1H no HOM:epy 877-469-2583, 'ITY: 711,·cc,m y Bae Ber -L>escna. 
	ECJDI BaM mm muzy. KOropOll}' Rhl DOM:oraere. nymra no~_om;&, to· Bhl Irneere npaBo ~ 6ecnn:amoe i;i:o.JIY'lemte H IIHclJOPM31lRH Ha eam~Y X'loIF.:e.-~ p:uroeop:a C nepcao,il;'m:E(OM llOJBOHH'Ie no HoMepy TeJie4lOH3 OT~eJl3 o6cxy¥HBaHDR KJmemoa. YJC333HDOMY Ba o6pamoii: cr9po_He eamcil Kapn,I., HJ1H no HOM:epy 877-469-2583, 'ITY: 711,·cc,m y Bae Ber -L>escna. 
	DO?.:fC?IQ.11 

	Ukoliko Vama iii nekome kome VI pomafete treba pomoC, imate pravo da besplatno dobljete pomoC rinformaclje n_a svom·jeziku.,Da·bJSte razgovara11 ~a ptevodloceh1, pc;,zovi~e broj korisniCke.slui:be sa· zadnje strane kartlce iif sn-469-2583, TfY: 711 ako vec.': niste Clan. 
	Kung.lkaw, o ang iyong tinutulungan, ay-nangangaflangan 
	ng tulong,-may karapatan,ka na makakuha ng tulOng at 
	Jrr\pormasyon sa lyoilg wika ng walang gastos. Upang 
	ma'kausap ang Jsang tagasalln, tumawag sa numero ng 
	Customer Service sa likod ng lyong tarheta, 
	o BTT-469-2583, TTY: 711 kung lkaw ay hind! pa !sang niiyembro. 
	Important disclosure 
	Blue cross Blue Shield ofMichigan 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 P.rovlde free auxiliary aids and effective_ly with us, such as qualified sign ·language interpreters.and information In other formats. Jf you need these services, call the Customer Service number on the your card, or 877469-2583, TTY: 711 ifyou are·not already a mem
	services.to people with diSablllt[es to-commurilcate 
	back,.of 
	emaii: CivllRights@bcbsm.com. 

	You can also. file-a civil rights complaint with the U.S. Hea'lth &Human Seryices Office for Civil Rfghts electronically through the Office.for Civil Rights COmplaintPortal avallable·at , or by mall, phone, or email at: U.S. Department of'Health &,Human Servfces, 200 Independence Ave,-s.w., Washington, D:C. 20201, phone: 800-368'1019, TTD: 800-567'7697, email: are available-at hfto;//www.hhs,qov/ocr/offlce/file/index.html. 
	D~partment.of 
	https://ocrport;al.hhs.g011/ocr/Do,tal/Job~y.;sf
	OCRComplalnt@hhs.gov. tomplaint-fon'ns 
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	Blue Cross Blue Shield Community Blue PPO ASC 
	Blue Cross Blue Shield Community Blue PPO ASC 
	As aself-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 SB
	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 
	MACOMB COUNTY EMPLOYEES 
	lease reference the disclaimer on the attached cover a e. Community BlueM PPO ASC Coverage for: Individual/Family IPlan Type: PPO 
	5

	Figure
	A • The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. Ttie SBC shows you how you and the plan would share 
	.tA 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 asummary. For more information about your coverage, or to get acopy of the complete terms of coverage, visit 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 Glos
	www.bcbsm.com 
	https://www.healthcare.gov/sbc'giossary 

	Figure
	Figure
	Link
	Figure

	Figure
	Answers ~ 
	I 

	-------_....,.. ___ ----------In-Network iOut-of-Netwo 
	Important Questions 
	Why this Matters:

	Generally, you must pay all of the costs from providers up to the deductible amount before this $1,500 Individual/ 
	$3,000 Individual/ 
	$3,000 Individual/ 
	plan begins to pay. If you have other family members on the plan, each family member must

	What is the overall deductible? 
	$3,000 Family 
	$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 even if you haven't yet met the deductible amount. 
	Are there services covered before 
	Yes. Preventive care services are covered 
	Yes. Preventive care services are covered 
	But acopayment or coinsurance may apply. For example. this plan covers certain preventive 

	before you meet your deductible. 
	services without cost-sharing and before you meet your deductible. See a list of covered preventive services at;https://www.healthcare.gov/coverage/preventive-care-benefits/. 
	you meet your deductible? 
	Are there other deductibles for 
	No. 
	You don't have to meet deductibles for specific services.
	specific services? 
	What is the out-of-pocket limit for 
	The out-of-pocket limit is the most you could pay in ayear for covered services. If you have
	Figure

	this plan? 
	$6,350 Individual/ 
	$6,350 Individual/ 
	$12,700 Individual/ 
	other family members in this plan. they have to meet their own out-of-pocket limits untiHhe
	(May include acoinsurance 
	$12,700 Family 
	$25,400 Family 
	overall family out-of-pocket limit has been met.

	maximum) Premiums. balance-billing charges, any
	What is not included in the out-of
	-

	pharmacy oenalty and health care this 
	pharmacy oenalty and health care this 
	Even though you pay these expenses, they don't count toward the out--0f-pocket limit.

	pocket limit? 
	plan doesn't cover. 
	This plan uses a provider network. You will pay less if you use a provider in the plan's Yes. See www.bcbsm.com or call the 
	network. You will pay the most if you use an out-of-network provider, and you might receive a
	Will you pay less if you use a 
	•number on the back of your BCBSM ID 
	•number on the back of your BCBSM ID 
	bill from a provider for the difference between the provider's charge and what your plan pays

	network orovider? 
	(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. 
	card for a list of network providers. 
	Do you need areferral to see a 
	You can see the specialist you choose without a referral:
	No.
	specialist? 
	Group Number 007000448-0033 SBC000022122968 2 of9 
	All copayment and coinsurance costs shown in this chart are after your deductible has been met, if.a deductible applies. 
	A 

	Common Medical Event lservices You May Need ~ Limitatioiis, Exceptions, & Other Important Information ·-Primary care visit to treat $40 copay/office visit; 40% coinsurance None an injury or illness deductible does not apply Specialist visit $40 copay/visit; deductible 40% coinsurance NoneIf you visit a health care does not apply provider's office or clinic You may have to pay for services that aren'tPreventive care/ screening/ No Charge; deductible does Not covered preventive. Ask your provider if the servi
	3 of 9 
	Common Medical Event ! Services You May Need vider-1 Limitations, Exceptions, & Other Important ost) Information Physician/surgeon fees 20% coinsurance 40% coinsurance None •Emergency room care $250 copay/visit; deductible •$250 copay/visit; deductible does Copay waived if admitted or for an accidental does not apply not apply ' .. ' ·mJury. If you need immediate Emergency medical 20% coinsurance 20% coinsurance Mileage limits applymedical attention transportation Urgent care $40 copay/visit; deductible 40%
	4 of9 
	4 of9 
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	Limitations, Exceptions, & Other ImportantCommon Medical Event Services You May Need ~~-Netw~ Informationwill pa 
	Limitations, Exceptions, & Other ImportantCommon Medical Event Services You May Need ~~-Netw~ Informationwill pa 
	Limitations, Exceptions, & Other ImportantCommon Medical Event Services You May Need ~~-Netw~ Informationwill pa 

	TR
	Habilitation services 
	$40 copay/office visit; deductible does not apply for Applied Behavior Analysis; 20% coinsurance for Physical, Speech and Occupational Therapy 
	40% coinsurance for Applied .Behavior Analysis; 40% coinsurance for Physical, Speech and Occupational 
	Prior authorization is required for applied behavior • analysis (ASA). Services rendered by an approved, licensed behavior analyst (LBA) will apply the In-network cost-sharing. 

	Skilled nursing care 
	Skilled nursing care 
	20% coinsurance 
	20% coinsurance 
	Prior authorization is required. Limited to 120 days per member per calendar year 

	Durable medical 
	Durable medical 
	20% coinsurance 
	20% coinsurance 
	Excludes bath, exercise and deluxe equipment and comfort and convenience items. Prescription required.

	eguipment 
	eguipment 

	Hosoice services 
	Hosoice services 
	No Charge; deductible does not apply 
	No Charge; deductible does not apply 
	Physician certification required. Visit limits apply. 

	If your child needs dental or eye care .For more information on pediatric vision or dental, contact your plan administrator 
	If your child needs dental or eye care .For more information on pediatric vision or dental, contact your plan administrator 
	Children's eye exam 
	Not covered 
	Not covered 
	None 

	Children's glasses 
	Children's glasses 
	Not covered 
	Not covered 
	None 

	Children's dental checkup 
	Children's dental checkup 
	-

	Not covered 
	Not covered 
	None 


	Excluded Services & Other Covered Services: 
	Services Your !'Ian Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 
	Services Your !'Ian 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 

	• 
	• 
	Cosmetic surgery • Long term care • Weight loss programs 

	• 
	• 
	Dental care (Adult) • Routine eve care /Adult) 


	Table
	TR
	other Covered Services (Limitations may apply to these services. This isn't acomplete list. Please see your plan document.) 

	• Bariatric surgery • Coverage provided outside the United States. • Non-emergency care when traveling outside the U.S See http://provider.bcbs.com• Chiropractic care • Private-duty nursing • Hearinq aids 
	• Bariatric surgery • Coverage provided outside the United States. • Non-emergency care when traveling outside the U.S See http://provider.bcbs.com• Chiropractic care • Private-duty nursing • Hearinq 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 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 or by calling the number on the back of your BCBSM ID card. Other coverage 
	www.dol.gov/ebsa/healthreform, 
	www.cciio.cms.gov 
	www.HealthCare.gov 

	Your Grievance and Appeals Rights: There are agencies that can help if you have acomplaint against your plan for adenial 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 aclaim. appeal, or agrievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact Blue Cross® and
	Additionally, aconsumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program {HICAP) Department of Insurance and Financial Services, P. 0. Box 30220, Lansing, Ml 48909-7720 or or 
	http://www.michigan.gov/difs 
	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 categorie
	Language Access Services: See Addendum 
	--------Tosee examples ofhow this plan might cover costs for asample medical situation, see the next section. -------
	-
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	Figure
	This is nota cost estimator. Treatments shown are just examples of how this p/an might cover medical care. Your actual costs will-be different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health /ans. Please note these covera eexam /es are based on self•onl co
	Peg is Having a Baby 
	(9 months of in-network pre-natal care 
	and ahospital delivery) 
	and ahospital delivery) 
	and ahospital delivery) 

	■ The plan's overall deductible 
	■ The plan's overall deductible 
	$1,500 

	■ Specialist copayment 
	■ Specialist copayment 
	$40 

	■ Hospital (facility) coinsurance 
	■ Hospital (facility) coinsurance 
	20% 

	■ Other coinsurance 
	■ Other coinsurance 
	20% 


	This EXAMPLE event includes services like: 
	Specialist office visits (prenatal care) Childbirth/Delivery Professional Services Childbirth/Delivery Facility Services Diagnostic tests (ultrasounds and blood work) Specialist visit (anesthesia) 
	I
	f Total Example Cost $12,100 

	1 
	1 

	In this example, Peg would pay: 
	Cost Sharina 
	Deductibles 
	Deductibles 
	Deductibles 
	$1,500 

	Copayments 
	Copayments 
	$0 

	Coinsurance 
	Coinsurance 
	$1,700 


	What isn'.t covered 
	Limits or exclusions $60 
	I The total Peg would pa is $3,260 
	I The total Peg would pa is $3,260 

	Managing Joe's Type 2 Diabetes 
	(a year of routine in-network care of awell-controlled condition) 
	■ 
	■ 
	■ 
	The plan's overall deductible $1,500 

	■ 
	■ 
	Specialist copayment $40 

	■ 
	■ 
	Hospital (facility) coinsurance 20% 

	■ 
	■ 
	Other coinsurance 20% 


	This EXAMPLE event includes services like: 
	Primary care Physician office visits (including disease education) Diagnostic tests (blood work) Prescription drugs Durable medical equipment (glucose meter) 
	Total Example Cost $5;6oo I 
	I

	In this example, Joe would pay: 
	Cost Shatinq 
	Deductibles 
	Deductibles 
	Deductibles 
	$900 

	Copayments 
	Copayments 
	$200 

	Coinsurance 
	Coinsurance 
	$0 


	What isn't covered 
	Limits or exclusions $20 
	The total Joe would· pay is· '$1,120 
	The total Joe would· pay is· '$1,120 

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

	■ The plan's overall deductible 
	■ The plan's overall deductible 
	$1,500 

	■ Specialist copayment 
	■ Specialist copayment 
	$40 

	■ Hospital (facility) coinsurance 
	■ Hospital (facility) coinsurance 
	20% 

	■ Other coinsurance 
	■ Other coinsurance 
	20% 


	This EXAMPLE event includes services like: 
	Emergency room care (including medical supplies) Diagnostic tests (x-ray) Durable medical equipment (crutches) Rehabilitation services (physical therapy) 
	1 In this example, Mia would pay: 
	ITotal Example Cost $2,aoo 

	• Cost Sharing 
	Deductibles 
	Deductibles 
	Deductibles 
	$1,500 

	Copayments 
	Copayments 
	$80 

	Coinsurance 
	Coinsurance 
	$70 


	What isn't covered 
	Limits or exclusions 
	$0 
	.The total Mia Would pay is 
	.The total Mia Would pay is 

	$1;650 
	$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 ahealth 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 to get help·and information In your 
	language at no cost. To talk to an Interpreter, call·the 
	Customer Service number on the back of your card, or 877-469-2583, TTY: 711 if you are not already a member. 
	SI usted, o alguien a qulen usted esta ayudando, necesita asistencia, tlene derecho a obtener ayuda e lnformacl6n en su ldloma sin costo alguno. Para hablar con un interprete, !lame al nUmero tefef6nlco de Servlcio al cliente, que aparece en la parte trasera de su tarjeta, o 877-469-2583, TTY: 711 si usted todavia no es un mlembro. 
	~~1~.i.:ic.W4l,...i...:c.W_;i.i~_,i~i~li! 
	_'.;Is; <;i O,-> .ili.Ji'-,u,.,..11 d.o,l..JI, •=L...ll .,lo J,_..,JI 
	,i ..W.J.i _,.]..,Jo ,,,.,.i, ,:;...i, '-...,.;...-,_,,J-,1 ,.....,,..)! .:u.lll 
	.J.;l.itS.,;.;..c,S,,J I>! •877-469-2583 TTY:711.-,.>1 
	~!l!m. Jilli!;!mlE«mlllllltJflfg_. ;;~mllll. !m:/i"lll'f'J ~JiV..l!m lltllll llifltiIJ~ lllltlll\!a. ~ift~-iftClllUt ffltiltE!mlltl·r-Jfiliilltlliir15 Jlll 8iInEi'i ; RD*/~~ '!-:Ii!:~ft . !litilil!li'i 877-469-2583, TIY: 711. 
	•rt"i\~q, -~~. -.o&1<;>'\<;>-oci>:1 .ea..!:'~ ~ ~ -~~~ -:5 r<il\~\~a r<t-.~q> -~!I .-<1'~ -C.:.,~re -~../ 
	~~\.a•~...~~~r<'fu.:.j::,,~-~4-~~ ~-a.:,,Nl~!1...:"3'l:i,.r&,.r<:1~-.~~ -~'i'?' -~rd:.n ~877-469-2583 TTY:711 
	Ne'u quyv~ hay ng110'i ma quYvl dang gillp d8, c'an trq gi\Jp, quYvl se c6 quyen dll(fcgiUp va c6 thEm thong tin bang ngOn ng~ cUa minh mien phf. E>e' n61 chuy~n v6'i mQt thOng d(ch vien, xin gql s6 D[ch Vl,I Kh3ch h3ng rJ m~a sau the cua quy v~ ho~c 877-469-2583, TTY: 711 neu quy vj chi/a phal la mqt thanh Vien. 
	Nese ju, ose dikush qe po ndihmoni, ka nevoJe per 
	asistence, kenl te dreJte te merml ndlhme dhe lnformaclon falas ne gJuhen tuaj. Per te folur me nJe perkthyes, telefononl numrin e Sherbimit te Klientit ne anen e pasme te kartes tuaj, ose 877-469-2583, TTY: 711 nese nukjenl 
	ende nJ~ anetar. 
	9!"1 '?lilf !Ho '?16fJf 111:il 2!!:! ,lfletOI Xll!!OI le!~afCH!!. :;>lafe 5::§:ill ~~ill '?I of£! e!Ol£ ~I~ 'l'-15 ll!OI gj@ '? 2,llee ;clclJf 2,l,.;LICf. §~Af~f 
	~•m~~:;,ims~~~~oo2t~:;i•M~1~ 
	~.2.£ ;;! ■ of:11Lf. OIDI §Jl!!OI Ofi=! iel'i'877-469,2583, TIY: 711£ cl ■ of~Al.2.. 
	-

	"lf<i~.ifl'51T'lfl!>mrrr~j'l-f'l'ltlll. >mPll" !1('11o"i'!~.1'm'l31J'l"'!mi51'1P.f~>mrrr(l @fl '11"3,mf ~31J'l"'!m;-rnro;.J ~j-~'flN ,i;>IJ'l'llio. ~~('l'lt'!('i(l:'IJlm'!'~iffilf 'li<f-ifl 877-469-2583. TIY: 711 "lf<i~'ff'51T'lfl! 'l'i'l\"off.er>/lw-fl 
	Je51i Ty lub osoba, kt6rej pomagasz, potrzebujecie pomocy, masz prawo do uzyskanla bezpfatnej informacjl I pomocy we wtasnym j~zyku. Aby porozmawlaC z tfumaczem, zadzwori pod numer dzlatu obslugi klienta, wskazanym na odwrocle TwojeJ karty lub pod nu mer 877-469-2583, TTY: 711, jeteli Jeszcze nie masz czlonkostwa. 
	Falls Sle oder Jemand, dem Sie helfen, UnterstUtzung benOtigt, haben Sle das Recht, kostenlose Hilfe und Jnformationen in lhrer Sprache zu erhalten. Um mit elnem 
	Dolmetscher zu sprechen, rufen Sie bitte die Nummer des 
	Kundendlenstes auf der RUckseite lhrer Karte an oder 877-469-2583, TTY: 711, wenn Sie noch keln Mltglled slnd. 
	Se tu o qualcuno che stal alutando avete blsogno di asslstenza, hal ii dirltto di ottenere aiuto e lnformazlonl nella tua lingua gratultamente. Per parlare con un lnterprete, rivolgitl al Servizlo Asslstenza al numero indlcato sul retro della tua scheda o chiama ii Sn-469-2583, TTY: 711 se non sei ancora membro. 
	;::*.A.a. 1"t=l.l:il:lli!raO)i:i,O)@] •J 0) ✓.;1::;.:m~JZ.!ll! I:: 2'n7.> ✓.i1: ;:'. ~L'°' L, t= ':>. ;:'.*fflO)~ffi 1:"'t;f<-~ ~!l!:ltt= LJ. 11:/t!l~J,.'j, l..t= L)T7->;:: l::t.JI 1:~1"T. $1i'tl.l:t.J,t.,, I:! 1"1t"1. im.lRI:: il:lUi2-n7->tl! 1:1" I.I: il:lM -t; 0):fl -f' O)'!i!ilii1=li!lit2' :h.t=:fl A~ , --tt -I:AO)!ltUiffi-ij-(;,t :.,, ~-1:t..:L' ✓.ii.I: 877-469-2583, TIY: 711) 1"1: il:l'i!Ui'i <t:: 2' L'• 
	;:'.f:l'ro1t.JI 

	Ec.111 B.W HJDI mnzy, EOTOpO"f llI no~oraere, eya;B3 
	DO}IO~, TO Bhl IDICeTe IIp3BO B3 6ecn.'13THOC 110.JIY':ICHHC no~OlllH H 1D14>opMamm Ha Bame" HJLIKC. ,!{JUI paJroeopa C nepeBO,l'IIIKOM IIOlBOIUITC no HOMepy TeJie(>oHa OT.UeJta 
	o6cxy&HB3HllB KJWCHI'OB, )'K333HHOMY H."I o6paTHoii CTOp0HC Bamcii Kapm, wm no HO~epy 877-469-2583. TIY: 711, et."lllyBacHer'L.eHCTBa. 
	Ukoliko vama Ill nekome kome VI pomaZete treba pomoC, lmate pravo da besplatno dobljete pomoC f informac!Je na svom jeziku. Da biste razgovarali sa prevodiocem, pozovlte broj korisniCke sluibe sa zadnje strane kartice ill 877-469-2583, TTY: 711 ako veC niste Clan. 
	Kung ikaw, o ang lyong tlnutulungan, ay nangangailangan ng tulong, may karapatan ka na makakuha ng tulof'!g at lmpormasyon sa lyong wlka ng walang gastos. Upang makausap ang lsang tagasalln, tumawag sa numero ng Customer Service sa likod ng lyong tarheta, 
	o 877-469-2583, TTY: 711 kung lkaw ay hlndi pa lsang miyembro. 
	Important disclosure Blue Cross Blue Shield of Michigan and Blue Care Network comply with Federal ciVII rights laws and do not discriminate on the basis of race, color, national orrgin, age, disability, or sex. Blue Cross Blue Shield of Michigan and Blue care Network provide free auxiliary aids and services to people with disabilities to communicate effectively with us, such as qualified sign language interpreters and Information In other formats. If you need these services, call the Customer Service number
	email: CivilRights@bcbsm.com. 

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

	/. 
	http·/lwww,hhs.gov/ocr/offlce/file/index.htm
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	Blue Cross Blue Shield Simply Blue PPO HSA ASC with Rx {High Deductible Health Plan) 
	Blue Cross Blue Shield Simply Blue PPO HSA ASC with Rx {High Deductible Health Plan) 
	As aself-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 SB
	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 
	MACOMB COUNTY EMPLOYEES 
	MACOMB COUNTY EMPLOYEES 

	lease reference the disclaimer on the attached cover a e. Simply BlueM HSA PPO with Rx ASC Coverage for: Individual/Family IPlan Type: PPO 
	5
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	Figure
	Figure
	Figure
	Figure
	Sect
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	Sect
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	Sect
	Figure
	Figure
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	Sect
	Figure
	Figure

	Figure
	Sect
	Figure

	Figure
	.. . A • The Summary of Benefits and Coverage (SBC) document will help you choose ahealth plan. The SBC shows you how you and the plan would share ,aA, 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 asummary. For more information about your coverage, or to get acopy of the complete terms ofcoverage, visit 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 Glossai:y_§j_ or call the number on the back of your BCBSM ID card to request a co~ . 
	www.bcbsm;com 
	http·s://www.healthcare.gov/sbc-glossary 

	Important Questions Why this Matters:
	~ 
	~ 

	Generally, you must pay all of the costs from providers up to the deductible amount before this
	Generally, you must pay all of the costs from providers up to the deductible amount before this
	$2,000 Individual/ 
	$4,000 Individual/

	What is the overall deductible? 
	What is the overall deductible? 

	plan begins to pay. If you have other family members on the policy, the overall family
	plan begins to pay. If you have other family members on the policy, the overall family
	$4,000 Family 
	$8,000 Family 

	deductible must be met before the plan begins to pay. This plan covers some items and services even if you haven't yet met the deductible amount. Are there services covered before Yes. Preventive care services are covered 
	But acopayment or coinsurance may apply. For example, this plan covers certain preventive 
	you meet your deductible? 
	you meet your deductible? 
	before you meet your deductible. 

	services without cost-sharing and before you meet your deductible. See alist of covered preventive services at 
	·https://www:healthcare:govicoverage/preventi~e-carecbenefits/. 

	Are there other deductibles for 
	No. 
	No. 

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

	. 
	What is the out-of-pocket limit for this plan? 
	$3,000 Individual/ 
	$3,000 Individual/ 
	$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 acoinsurance 
	$6,000 Family 
	$6,000 Family 
	$6,000 Family 
	$12,000 Family 


	other family members iii this plan, the overall family out-of-pocket limit must be met. maximum) 
	Premiums, balance-billing charges, any
	Premiums, balance-billing charges, any

	What is not included in the out-of
	-

	pharmacy penalty and health care this 
	pharmacy penalty and health care this 

	Even though you pay these expenses, they don't count toward the out--0f-pocket limit.
	pocket limit? 
	plan doesn't cover. 
	plan doesn't cover. 

	This plan uses a provider network. You will pay less if you use a provider in the plan's Yes. See call the 
	wWw.licbsm:c:omor 

	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 
	number on the back of your BCBSM ID 
	number on the back of your BCBSM ID 
	number on the back of your BCBSM ID 
	bill from a provider for the difference between the provider's charge and what your plan pays


	network provider? 
	card for alist of network providers. 
	card for alist of network providers. 

	(balance billing). Be aware, yournetworK provider rhignt use a11 out-of-network provider for some services (such as lab work). Check with your provider before you get services. 
	Do you need areferral to see a 
	No. 
	No. 

	You can see the specialist you choose without a referral.
	specialist? 
	Group Number 007000448-0066 SBC000022122958 2of9 
	All copayment and coinsurance costs shown in this chart are after your deductible has been met, if adeductible applies. 
	A 

	: 
	Gommon Medical Event 
	Gommon Medical Event 
	Gommon Medical Event 
	Services You May In-Network Provider Out-of-Network ProviderNeed (You will pay the least) (You will pay the most) 
	Limitations, Exceptions,.& Other lmport9nt I Information 

	If you visit ahealth care provider's office or clinic 
	If you visit ahealth care provider's office or clinic 
	Primary care visit to treat an injury or illness 
	No Charge 
	20% coinsurance 
	None 

	Specialist visit 
	Specialist visit 
	No Charge 
	20% coinsurance 
	None 

	Preventive care/ screening/ immunization 
	Preventive care/ screening/ immunization 
	No Charge 
	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. 

	If you have atest 
	If you have atest 
	Diagnostic test (x-ray, blood work) 
	No Charge 
	20% coinsurance 
	None 

	Imaging (CT/PET scans, MRls) 
	Imaging (CT/PET scans, MRls) 
	No Charge 
	20% coinsurance 
	May require prior authorization 

	Ifyou need drugs to treat your illness or condition More information about prescription drug coverage is available at www.bcbsm.com/druglists 
	Ifyou need drugs to treat your illness or condition More information about prescription drug coverage is available at www.bcbsm.com/druglists 
	Generic or select prescribed over-thecounter drugs 
	-

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

	In-Network copay plus an additional 20% coinsurance of the approved amount) 
	Prior authorization step therapy and quantity limits may apply to select drugs. Preventive drugs covered in full. 90-day supply not covered out of network. Select diabetic supplies and devices may be covered under the prescription drug program. 

	Preferred brand-name drugs 
	Preferred brand-name drugs 
	$40 copay/prescription for retail 30day supply; $80 copay/prescription for retail or mail order 90-day suooly) 
	-

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

	,Nonpreferred brand-name drugs 
	,Nonpreferred brand-name drugs 
	$80 copay/prescription for retail 30day supply; $160 copay/prescription for retail or mail order 90-dav suoolvl 
	-

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

	If you have outpatient surgery 
	If you have outpatient surgery 
	Facility fee (e.g., ambulatory surgery center) 
	No Charge 
	20% coinsurance 
	None 

	Physician/surgeon fees 
	Physician/surgeon fees 
	No Charge 
	20% coinsurance 
	None 
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	Common Medical !:vent 
	Common Medical !:vent 
	If you need immediate medical attention 
	Ifyou have a hospital stay 
	If you need mental health behavioral health services (mental health and substance use disorder) 
	If you are pregnant 
	Services You May Need 
	Emergency room 
	care 
	Emergency medical 
	Emergency medical 

	transportation 
	Urgent care 
	Facility fee (e.g., 
	hospital room) 
	Physician/surgeon 
	fee 
	Outpatient services 
	Inpatient services 
	.Office visits 
	Childbirth/delivery 
	professional services 
	Childbirth/delivery 
	facility services 
	Home health care 
	•Rehabilitation services 

	In-Network Provider (You will pay the least) 
	No Charge No Charge 
	No Charge No Charge 
	No Charge No Charge No Charge 
	No Charge No Charge 

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

	What You Will Pay 
	Out-of-Network Provider (You will pay the most) 
	No Charge No Charge 
	20% coinsurance 20% coinsurance 20% coinsurance 
	No Charge 20% coinsurance 
	Prenatal: 20% coinsurance Postnatal: 20% coinsurance 
	20% coinsurance 
	20% coinsurance 
	No Charge 20% coinsurance 
	Limitations, Exceptions, &Other Important Information 
	None 
	None 
	Mileage limits apply 
	None 
	Prior authorization is required 
	None 

	Outpatient services are covered at participating 
	facility only. Your cost share may be different for 
	services performed in an office setting. 
	services performed in an office setting. 
	.Prior authorization is required. 

	Maternity care may include tests and services described elsewhere in the SBC (i.e. ultrasound) and depending on the type of services cost share may apply. Cost sharing does not apply to certain maternity services considered preventive services. 
	None 
	None 
	None 
	Preauthorization is required 

	Physical, Speech and Occupational Therapy is limited to acombined maximum of 30 visits per member, per calendar year.
	If you need help recovering t--------t-----------+-----------t---'-'------'-------------1 
	or have other special health 
	or have other special health 
	or have other special health 
	No Charge for Applied Behavior 
	No Ch~r~e f~r Applied Behavior 
	Prior authorization is required for applied behavior 

	needs 
	needs 
	.Habilitation services 
	.Analysis; No Charge for Physical, Anal~s1s, 201/o crnnsurance for Speech and Occupational Thera 1Phys1ca : Speech and PY Occupational Therapy 
	analysis (ABA). Services rendered by an .approved, licensed behavior analyst (LBA) will apply the In-network cost-sharing. 

	Skilled nursing care 
	Skilled nursing care 
	No Charge 
	No Charge 
	Prior authorization is required. Limited to 90 days per member per calendar year 
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	What You Will PayServices You May Limitations, Exceptions, & Other ImportantCommon Medical Event ---ln:Network Provider I Out of-Network-Provid.er-Need Information(You will pay the least) (You will pay the most)! t 1... . .. --
	What You Will PayServices You May Limitations, Exceptions, & Other ImportantCommon Medical Event ---ln:Network Provider I Out of-Network-Provid.er-Need Information(You will pay the least) (You will pay the most)! t 1... . .. --
	What You Will PayServices You May Limitations, Exceptions, & Other ImportantCommon Medical Event ---ln:Network Provider I Out of-Network-Provid.er-Need Information(You will pay the least) (You will pay the most)! t 1... . .. --

	TR
	Durable medical eguiQment 
	Nb Charge 
	No Charge 
	Excludes bath, exercise and deluxe equipment and comfort and convenience items. Prescription required. 

	HosQice services 
	HosQice services 
	No Charge 
	No Charge 
	Preauthorization is required visit limits apply 

	If your child needs dental or eye care For more information. on pediatric vision or dental, contact your plan administrator 
	If your child needs dental or eye care For more information. on pediatric vision or dental, contact your plan administrator 
	Children's eye exam 
	Not covered 
	Not covered 
	None 

	Children's glasses 
	Children's glasses 
	Not covered 
	Not covered 
	None 

	Children's dental check-up 
	Children's dental check-up 
	Not covered 
	Not covered 
	None 


	Excluded Services & Other Covered Services: 
	Excluded Services & Other Covered Services: 

	Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and alist of any other excluded services.)· • Acupuncture treatment • Infertility treatment • Routine foot care • Cosmetic surgery • Long term care • Weight loss programs • Dental care (Adult) • Routine eve care (Adult) 
	Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and alist of any other excluded services.)· • Acupuncture treatment • Infertility treatment • Routine foot care • Cosmetic surgery • Long term care • Weight loss programs • Dental care (Adult) • Routine eve care (Adult) 
	Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and alist of any other excluded services.)· • Acupuncture treatment • Infertility treatment • Routine foot care • Cosmetic surgery • Long term care • Weight loss programs • Dental care (Adult) • Routine eve care (Adult) 


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

	• Bariatric surgery • Coverage provided outside the United States. • Non-emergency care when traveling outside the U.S. See http://provider.bcbs.com• Chiropractic care • Private-duty nursing • Hearina aids 
	• Bariatric surgery • Coverage provided outside the United States. • Non-emergency care when traveling outside the U.S. See http://provider.bcbs.com• Chiropractic care • Private-duty nursing • Hearina 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 or the Department of Health and Human Services, 
	www.dol.gov1ebsalhealthreform, 

	Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or 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 
	www.cciio.cms.gov 

	Health Insurance Marketplace. For more information about the Marketplace, visit or call 1-800-318-2596. 
	www.HealthCare.gov 

	Your Grievance and Appeals Rights: There are agencies that can help if you have acomplaint against your plan for adenial of aclaim. This complaint is called agrievance 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 aclaim,~ or agrievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact Blue Cross® and Blue Shi
	Additionally, aconsumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program.(HICAP) Department of Insurance and Financial Services, P. 0. Box 30220, Lansing, Ml 48909-7720 or or 
	http://www.michigan.gov1difs 
	difs-HICAP@michigan.gov 

	Does this plan provide Minimum Essential Coverage? Yes 
	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 
	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 categorie
	Language Access Services: See Addendum 
	Language Access Services: See Addendum 

	--------Tosee examples of how this plan might cover costs for a sample medical situation, see the next section. -------
	-
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	Figure

	This is not acost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be-different depending 6n the actual care yo_u receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health lans. Please note these covera eexam les are based-on self-onl c
	Peg is Having a Baby 
	Peg is Having a Baby 
	(9 months of in-network pre-natal care and ahospital delivery) 
	■ 
	■ 
	■ 
	The plan's overall deductible $2,000 

	■ 
	■ 
	Specialist coinsurance 0% 

	■ 
	■ 
	Hospital (facility) coinsurance 0% 

	■ 
	■ 
	Other coinsurance 0% 


	This EXAMPLE event includes services like: 
	Specialist office visits (prenatal care) Childbirth/Delivery Professional Services Childbirth/Delivery Facility Services Diagnostic tests (ultrasounds and blood work) Specialist visit (anesthesia) 
	!Total Example Cost I $12;100 l 
	!Total Example Cost I $12;100 l 

	In this example, Peg would pay: 
	Cost Sharing 
	Deductibles 
	Deductibles 
	Deductibles 
	$2,000 

	Copayments 
	Copayments 
	$0 

	Coinsurance 
	Coinsurance 
	$0 


	What isn't covered 
	Limits or exclusions 
	$60 
	$2,060.
	Tile total .Peg would_ ay is 
	Tile total .Peg would_ ay is 


	Managing Joe's Type 2 Diabetes 
	(a year of routine in-network care of awell-controlled condition) 
	■ 
	■ 
	■ 
	The plan's overall deductible $2,000 

	■ 
	■ 
	Specialist coinsurance 0% 

	■ 
	■ 
	Hospital (facility) coinsurance 0% 

	■ 
	■ 
	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 $5,6001 
	I

	In this example, Joe would pay: 
	Cost Sharing 
	Deductibles 
	Deductibles 
	Deductibles 
	$2,000 

	Copayments 
	Copayments 
	$0 

	Coinsurance 
	Coinsurance 
	$0 


	What isn't covered 
	$20
	Limits or exclusions 
	Limits or exclusions 

	The total Joe would pay is 
	The total Joe would pay is 

	$2,020 
	$2,020 

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

	follow up care) 
	follow up care) 
	follow up care) 

	■ The plan's overall deductible 
	■ The plan's overall deductible 
	$2,000 

	■ Specialist coinsurance 
	■ Specialist coinsurance 
	0% 

	■ Hospital (facility) coinsurance 
	■ Hospital (facility) coinsurance 
	0% 

	■ Other coinsurance 
	■ Other coinsurance 
	0% 


	This EXAMPLE event includes services like: 
	Emergency room care (including medical supplies) Diagnostic tests (x-ray) Durable medical equipment (crutches) Rehabilitation services (physical therapy) 
	Emergency room care (including medical supplies) Diagnostic tests (x-ray) Durable medical equipment (crutches) Rehabilitation services (physical therapy) 

	In this example, Mia would pay: 
	[ Total Example Cost 1 $2,aoo 1 

	Cost Sharing Deductibles $2,000 Copayments $0 Coinsurance $0 
	What isn't covered 
	What isn't covered 
	Limits or exclusions 

	$0 
	The total Mia would pay is • 
	The total Mia would pay is • 
	The total Mia would pay is • 


	$2,000 
	$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 
	ADDENDUM -LANGUAGE ACCESS 
	SERVICES and NON-DISCRIMINATION 
	We speak your language 
	If you, or someone you're helping, needs assistance, you 
	have the right to get help and information in your 
	language at no cost. To talk to an interpreter, call the 
	Customer Service number on the back of your card, or 
	877-469-2583, TTY: 711 if you are not already a member. 
	SI usted, o alguien a qulen usted esta ayudando, necesita 
	aslstencia, tlene derecho a obtener ayuda e lnformactOn 
	en su ldioma sin costo alguno. Para hablar con un 
	tnterprete, !lame al nllmero telef6nlco de Serviclo al 
	cliente, que aparece en la parte trasera de su tarjeta, o 
	877-469-2583, TTY: 711 si usted todavia no es un 
	mlembro. 
	,sS ~l~ ,a:.c.L.J 4~c.c.U _p.i ~.,i ~ I~} 
	l.!:l.ji 

	-~~iLJp~~,;.,,r:Jlut..,L..J1.,~~t.....Jl.)r.J~1 
	} • .!lall., .,.J..)o ,,,_,.JI ,::,..JI'-,.,;. ,...,.J-.;1,.._fa.,JJ uwli 
	.J.il.its_;;.:..,.:,Si,J l>J •877-469-2583 TTY:711 ,...,. 
	~!1!11/.1. ~:li!;1//.1:iUftl!ll1Jtl'Jfl~. 11,;~!£!111J. 11/.1:fl"lfl:f!J $1!Ji l;.1.11/.1 tl'Jllll!Hff1Jn111J~!1!.ffl.. ~ ~~ -ililllllfl. illlll'f11/.1tl'J·Maiiilitl'J¥i'r'fili ~ llU~ : rui */~iE!'F:lil:itfl . iH~il!lli 877-469-2583. TIY: 711. 
	•r<fa;,cp _oAo ~ • _o}\q.\~'?'"' rd.a-=~~<(! •~'h»i:-t -I! r('~~~a ,<li.~ -.i-~•..b.~.,, ~f.~ -~al'h,n." -..aui,;4-.§"ID ·~\~ ~ ~ r<'~p)~ ,.&A, ..d",. -a.:>i~ 
	-

	~ -a..:,,""~"' r<'~ 4 -4,o<:i. ~-~ -~~'!' ~¥,d.;, ~ 877-469-2583 TTY:711 
	Ne'u quyvt, hay ngt1iti ma quy Vi dang giUp da, c8n trq gillp, quy Vise cO quyen dllQ'c giUp va cO them thong tin bang ng6n ngU' cUa m1nh mien phi. oe' n6i chuy~n vO'i mQt thong d!ch vlen, xln gql so D!ch V\I Khach hang ii m~t sau the cUa quy vt, ho~c 877-469-2583, TTY: 711 ne'u quy vi chtta phal la mc)t thanh vlen. 
	Nese ju, ose dikush qe po ndihmonl, ka nevoJe per asistence, ken I te drejte te mermi ndfhme dhe lnformacion falas ne gjuhE!n tuaj. Per tll:! folur me nje perkthyes, telefononl numrin e She!rbimit te Klientit ne anen e pasme te kartes tuaj, ose 877-469-2583, TTY: 711 nese nukjeni ende nje anetar. 

	E!!"i'-i'lof !Ee-i'l<lfJf §:il 2.l~ Afigo1 A!~0I 
	ll!2.ofCII!!. -i'lilf~ 5,§:il) ~e!Ol£ HI§ 
	S!J;l-i'lof.91 

	"'"' llt0I gjli'! ❖ 2.le ;e!c.JJf l!!!:!!Af~f 
	2.t1,11..1O. 

	Ollllofc;JI!! :lf.= ~1!!011 2.le :;J_<!( MHI~ 
	-i'liif.91 

	!!!.2.£ ~llliif:>IW. 0IDI .s'J~0I Oft! ,a'? 
	877-469-2583. TIY: 711£ iellllofQJ Al 2. 
	'11,;,irr-mr, <IJ<ill"lf.t=~j'li!'liml!. = 
	!!l,llolif'lJT. "1Wf;,jJ'!iffif151'1P.f~=(l io'lT 'l!<l:'lllf~~m,ro.I ~j'l'ol'f('il\S];itlPITN 'l"IT<l'ffi'. ~'l'lr,5lr('l'it'l('i(l"IJl!IW~'l'.illl ~•Pl'll'ol<IJ 877-469-2583. TIY: 711 '11,~,;r<ill"lf.t 
	'l'i'!foff~'IR'l"II 
	'l'i'!foff~'IR'l"II 

	JE:Sli Ty lub osoba, kt6rej pomagasz, potrzebujecie pomocy, masz prawo do uzyskanla bezptatnej informacjl 1 pomocy we wtasnym J~zyku. Aby porozmawiaC z ttumaczem, zadzwon pod numer dzialu obsfugl klienta, wskazanym na odwrocle Twojej karty lub pod numer 877-469-2583, TTY: 711, jeZeli Jeszcze nie masz cztonkostwa. 
	Falls Sle oder jemand, dem Sle helfen, Unterstlltzung benOtlgt, haben SJe das Recht, kostenlose Hllfe und lnformatlonen in lhrer Sprache zu erhalten. Um·mit einem Dolmetscher zu sprechen, rufen Sle bitte die Nummer des Kundendienstes auf der Rllckseite lhrer Karte an oder 877-469-2583, TTY: 711, wenn Sle noch keln Mitglied slnd. 
	Se tu o qualcuno che stal alutando avete blsogno di asslstenza, hai II dlrltto di ottenere aiuto e informazionl nella tua llngua gratultamente. Per parlare con un interprete, rivolgiti al Servizlo Asslstenza al numero lndicato sul retro della tua scheda o chiama ii 877-469-2583, TTY: 711 se non sei ancora membro. 
	:'.;$:.A.Ii. ,;;t=1,U,¥i'liO>&1-0> llil •J 0):t;1: xi.I! 'I< ,,:.~ 
	.!:: ~;h.Q:t:;1: :'.a%1i!Jl :'.~~,11, L f= i;,. :'.4iHl!0>1tlli 1:-tt;f--~ '/;;§1:ltt= '). fflffl'/i:)..!f. Lt= <J,Q;: .!::i!Jl 1:~11<,. $1~1.l:i!J,tJ,<Jll,itA,. ii!iZR.!::.t:illi~;h.Q!M t:l'l.l:.t:i~'l;,0):/:J-t'O>il:iilil::!i!ll~;h.td:i 7. ~ ""l-"'t -1::7.0>fflllil!Hl-(-" ::.,,,-1:t.;:L 'nl.l: 877-469-2583, TIY: 711) 11<1: .t:ifflfili ( t.:~ L'• 
	Eom B3M K1IH mmy. KOTOpO"1j" 81,1 IIO!dOraere, Hy.iD13 
	IIO!J:OIIll,,, TO B.&I ID!Cere npaBO H3 6ecD.'13nlOC IIOJIY'ICHHC IIOMOIIlH H I1H4>opM:unm Ha BanICM JllliIKC. mm p33rOBOpa C nepeBO,'!l'DIKOM DOlBOmrIC no HOMq>y TeJJe4>0Ha OT.U:eJJa 
	o6cJiy&HBaHBs KJWCHI'OB, }'K33:lHHOM}" Ha o6panroii 
	CTOp0HC sameii Kapnt. IL'lll DO HOMepy 877-469-2583, TIY: 711, ec."IH }' B3C HeT 'L'ICHCTB3. 
	Ukoliko Varna Iii nekome kome VI pomaiete-treba pomoC, !mate pravo da besplatno dobijete pomoC I ln'formaclje na svom jeziku. Da biste razgovaral! sa prevodioce_m, pozovlte broj korisniCke sluZbe sa zadnje strane kartice Iii 877-469-2583, TTY: 711 ako vet niste Clan. 
	Ukoliko Varna Iii nekome kome VI pomaiete-treba pomoC, !mate pravo da besplatno dobijete pomoC I ln'formaclje na svom jeziku. Da biste razgovaral! sa prevodioce_m, pozovlte broj korisniCke sluZbe sa zadnje strane kartice Iii 877-469-2583, TTY: 711 ako vet niste Clan. 
	Kung ikaw, o ang lyong tinutulungan, ay nangangallangan 
	ng tulong, may karapatan ka na makakuha ng tulong at 
	lmpormasyon sa lyong wlka ng walang gastos. Upang 
	makausap ang lsang tagasalJn, tumawag sa numero ng 
	Customer Service sa llkod ng lyong tarheta, 
	o 877-469-2583, TTY: 711 kung ikaw ay hlndi pa Jsang 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, disability, or sex. Blue Cross Blue Shield of Michigan and Blue care Network provide free auxiliary aids and services to people with disabilities to communicate effectively with us, such as qualified sign language interpreters and information In other formats. If you need these services, call the customer Service number
	email: CMIRights@bcbsm.com. 

	You can also file a civil rights com"plalnt with the U.S. 
	Department of Health & Human Services Office for CiVII Rights electronically through the Office for Civil Rights Complaint Portal available at httqs:/locmorta(.hhs.qov/pcr{oo,talhobby.;sf, or by mail, phone, or email at: U.S. Department of Health & Human Services, 200 Independence Ave, s.w., Washington, D.C. 20201, phone: 800-368-1019, TTD: 800-537-7697, email: . Complaint forms are available at 
	OCRComplalnt@hhs.gov

	ht(p;/lwww.hhs,qqv/ocdqfflce/We/iodex,htm/. 
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	Health Alliance Plan 
	Health Alliance Plan 
	tr9Alliance Health --~an~Life ~"~~~' 
	I

	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 AS000098 / XR002358 / XW000713 
	Mat_emiW-Services, 
	£ltEI!lJ@;JE~ ··: llilfil!llEf3 . ~ ~ 
	Benefit Period 
	Calendar Year Annual Deductible 
	$0 Individual; $0 Family 
	NIA 
	Coinsurance 
	Coinsurance 
	0% 

	NIA 
	Annual Coinsurance Maximum 
	NIA 
	NIA 
	NIA 

	These values do not accumulate: Premiums, 
	balance-billed charges, and health care this plan
	balance-billed charges, and health care this plan
	Annual Out-of-Pocket Maximum 
	$6,600 Individual; $13,200 Family 

	NIA 
	doesn't cover. All other cost sharing accumulates unless otherwise specified. Preventive: Services Routine Well Visits Covered 
	.Eiriergency/UrgentCare •:~:" _,f:'.1/'fr, .. Covered .-~ .14 ~~ •• tu-~ 

	NIA 
	Related laboratory and Radiology Services Covered 
	NIA 
	Pap Smear, Mammogram, Tubal Ligation 
	NIA 
	Immunizations 
	NIA Outpatient &·P.hysician·Services .' --~ ,...,, 
	-: Primary Care Office Visit 
	NIA 
	HAP Telehealth 
	NIA Through our designated telehealth partner. Specialist Office Visit 
	NIA 
	One exam per benefit period. For non-routine visits 
	One exam per benefit period. For non-routine visits 
	Routine Audiology Exam 
	Covered 

	NIA 
	see Specialist Office Visit One exam per benefit period. For non-routine visits 
	see Specialist Office Visit One exam per benefit period. For non-routine visits 
	Routine Eye Exam 
	Covered 

	NIA 
	see Specialist Office Visit Chiropractic Services 
	Not Covered 
	NIA 
	Allergy Treatment 
	Allergy Treatment 
	Covered 

	NIA 
	Allergy Injections 
	Allergy Injections 
	Covered 

	NIA 
	Laboratory & Pathology 
	Covered 
	NIA Some services require preauthorizatlon. Imaging MRI, CT & PET Scans 
	Covered 
	NIA Services require preauthorization. Radiology (X-ray) 
	Covered 
	NIA Some services require preauthorization. Radiation Therapy & Chemotherapy 
	Covered 
	NIA 
	Dialysis 
	NIA 
	Outpatient Medical Drugs 
	NIA 
	.Outpatient Surglcal·Se!"Vices Outpatient Surgery NIA Ambulatory Surgical Center NIA Professional Surgical and Related Services NIA 
	r-
	Urgent Care 
	Emergency Room Care 
	$200 Copay Emergency Medical Transportation 
	Covered Inpatient Hospltal:Services • FaCJlity Fee Covered 
	NIA 
	Physician Services, Surgery, Therapy, Laboratory, Rad!ology, Hospital Services and Covered 
	NIA 
	Supplies 
	$1,000 Copay 
	NIA 
	One procedure per lifetime 
	Covered under Preventive Services. For non-routine 
	Routine Prenatal Office Visits 
	Covered 
	NIA 
	visits, see Specialist Office Visit Covered under Preventive Services. For non-routine 
	Routine Postnatal Office Visits 
	Covered 
	NIA 
	visits, see Specialist Office Visit Labor Delivery and.Newborn Care 
	See Inpatient Hospital Services 
	NIA 
	Figure
	1 of 2 
	"'-"~' -.. --.,.,, '"'fi .. ; .~·;_;-, "a•;''.;n.), ~: ·:;· . . -_S •r;_-:.: ','•;,, ,°',-'~
	Merila!'H_eaitJr&: sU'b~tari'ce use" msorc1er:~ 
	Merila!'H_eaitJr&: sU'b~tari'ce use" msorc1er:~ 

	·•·. 
	See Inpatient Hospital Services I NIA Outpatient Services 
	Inpatient Seivices 
	$25 Copay I NIA 
	.. •. . ; ... ·. ' . .. 
	Figure
	.

	Othefs~1Vic_e'S''.:":-'; . . 
	; ' 
	Home Health Care 

	Does not include Rehabilitation Seivices. Unlimited.
	Covered 
	Covered 

	NIA 
	Up to 210 days per llfetlme Covered for authorized services. Up to 730 days. Skilled Nursing Care 
	Covered 
	NIA
	Hospice Care 
	Hospice Care 
	Maximum benefit renews after 60 days of nonconfinement. 

	.covered 
	NIA 
	Durable Medical Equipment; Prosthetics & Orthotics 
	Hearing Aid Hardware 
	NIA Covered for approved equipment only. 
	Covered 
	$0 Copay per Hearing Aid for Value Technology Hearing Aids $689 Copay per Hearing A!d for Basic Technology Hearing Aids $989 Copay per Hearing Aid for Prime Technology Hearing Aids $1,539 Copay per Hearing Aid for Advanced Technology Hearing Aids $2,039 Copay per Hearing Aid for Premium Technology Hearing Aids 
	Through a NationsHearing Provider only. Limited to NIA 2 Hearing Aids per Benefit Period. Copays do not count toward the Out-of-Pocket Limit. 
	Covered once each 12 month period thru HAP's 
	Covered once each 12 month period thru HAP's 
	Covered once each 12 month period thru HAP's 

	Vision Hardware 
	Vision Hardware 
	Covered 
	NIA 
	Contracted Providers. $80 benefit maximum for Frames/Lens or Contact Lens. Details can be found 

	TR
	in your policy or plan documents. 

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

	TR
	Limited to services associated with the treatment of 

	Habilitation Seivices: Physical, Occupational, and Speech Therapy 
	Habilitation Seivices: Physical, Occupational, and Speech Therapy 
	Covered 
	NIA 
	Autism Spectrum Disorders. See Rehabilitation Seivices for non-autism Habilitation cost sharing and 

	TR
	limits. Covered for authorized services only. 

	TR
	Limited to services associated with the treatment of 

	Applied Behavioral Analysis 
	Applied Behavioral Analysis 
	$25 Copay 
	NIA 
	Autism Spectrum Disorders. Covered for authorized 

	TR
	services only. 

	Voluntary Sterilizations 
	Voluntary Sterilizations 
	See Outpatient Surgical Seivices 
	NIA 
	Limited to vasectomy 

	TR
	Services for diagnosis, counseling, and treatment of 

	Infertility Services 
	Infertility Services 
	Covered 
	NIA 
	bodily disorders causing Infertility. Covered for authorized seivices only. 

	Assisted Reproductive Technologies 
	Assisted Reproductive Technologies 
	Covered 
	NIA 
	One attempt per lifetlme 

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


	.,
	~haim3cY (A_ffili.Sted p~arma_cy provider5 only) 
	$20 Copay 30 day supply, $40 Copay 90 day supply
	Tier 1 
	$20 Copay 30 day supply, $40 Copay 90 day supply
	Tier 2 
	$40 Copay 30 day supply, $80 Copay 90 day supply
	$40 Copay 30 day supply, $80 Copay 90 day supply

	Tier 3 
	$60 Copay 30 day supply, $120 Copay 90 day supply
	Tier4 
	$60 Copay 30 day supply at specialty pharmacy only
	Tler5 
	$60 Copay 30 day supply at specialty pharmacy only
	Tier6 
	Tier6 
	·.. : 

	Figure
	--· 
	A 90-day_supply of non-maintenance drugs must be filled at our designated mail order pharmacy. Other exdus!ons & limltations may apply. Certain specialty drugs may be approved for 60 or 90 days, In this case, if a copay or max is 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. 
	-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 any emergency hospital admission. Failure to notify Alliance could result in a reduction or denial of benefits. -Some services require prior authorization. Failure to obtain prior authorization before services are recei
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	Blue Care Network (Post November 1, 2013 Retirees) 
	Blue Care Network (Post November 1, 2013 Retirees) 
	Figure
	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 acomplete description of benefits, please see the applicable Blue Care Network certificates and riders. Payment amounts are based on the Blue Care Network approved amount, less any applicable deductible, coinsurance and copay amounts required by the plan. If there is adiscrepancy 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 membe~s primary care physician or health plan. 
	arranged by membe~s primary care physician or health plan. 

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

	Note: Alist of services that require approval before they are provided is available online at 
	https://bcbsm.com/priorauth. 

	Note: Blue 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 maximums) 
	~---·.. ·-···---· ------·-· --·-,r----·-------·----
	-

	-=B"-e:..:.ne:..:.f:..:.its'-.________________J _ _ _ Deductible -Coinsurance and select fixed dollar copays apply (as None defined by your plan documents), once the deductible has been met. 
	;
	;
	Note: The Deductible will apply to certain services as defined below. 

	~ -----.__ .:: -:·:·· ··:-:-·:. -·_:.:
	Fixed Dollar Copays $0 for allergy injections $20 for PCP officevisits $30 copay for referral physician visits '$30 for urgent care visits $100 for emergency room visits 
	--· 
	-

	-----=--=~------·_:__ -_-,_ _•__ Coinsurance 50% for select services as noted below 
	Coinsurance Maximum None 
	' 
	' 

	O~t ~f ~~kei Maximum -lnclud~;d;du~tible, copays, and coinsurance $6,350 pe~ me~b~r/$12,700-~;; ,;~il;-~er~al~nd~;;~;;. • •• --· --,J amounts for all covered services. 
	---·-_.. ' --------.., 
	---·-_.. ' --------.., 
	Preventive services 

	r-------------· • . -. ----__.._ -·Jc-. 
	-

	'Benefits 
	'Benefits 

	Health Maintenance Exam Covered 100% 
	:=-.-·:·.·_-.,__--:. ---:··-----~-.... l 
	:=-.-·:·.·_-.,__--:. ---:··-----~-.... l 

	Annual Gynecological Exam Covered 100% .• .-=c.:+.,-, "··=""·' e,::c:J
	Pap Smear Screening -laboratory services only Covered 100% 
	--------·-.,:-.o-·ce· ..::-•.:. ::-7 Well-Baby and Well-Child Visits Covered 100% 
	~~·•==a.·= .... , I 
	~~·•==a.·= .... , I 
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	Preventive services (continued) 
	Preventive services (continued) 
	. 

	Benefits 
	Immunizations Routine Colonoscopy 
	Mammography Screening Voluntary Sterilization of Female Reproductive Organs Breast Pumps (DME guidelines apply) Routine Maternity Prenatal and Postnatal Care 
	Physician office servioes 

	Prostate Specific Antigen (PSA) Screening -laboratory services only 
	!Benefits--··---------·--·----------·-· .... ]I -. =---------------'------------~--~----~-~~---~-, 
	-

	I, Note: Applicable cost sharing applies when other services are received in the office '
	PCP Office Visits $20 copay 
	I 

	•. ._ ---__ -------·---__ : ·: ---• --:----; Medical Online Visits -when performed by a BCN participating provider Covered 100% -Online visits with the BCN online vendor are covered 
	Note: Not all services delivered virtually are considered an online visit but may be considered telemedicine. Telemedicine services will be subject to the applicable cost share associated with the service provided. 
	Note: Not all services delivered virtually are considered an online 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 
	Emergency medical care 
	--------··
	r.··-
	-

	~enefits 

	Covered 100% -----·----_•• Covered 100% 
	Covered 100% -----·----_•• Covered 100% 
	Covered 100% -----·----_•• Covered 100% 
	-
	-

	----
	-

	---
	-

	-
	! -_:__,_:· ~~~ 
	-


	Covered 100% Covered 100% 
	Covered 100% Covered 100% 
	• : 
	.: • 
	• • 
	-:·,.1 ' 


	$30 copay 
	Figure
	Hospital Emergency Room -copay waived if admitted as inpatient 
	Hospital Emergency Room -copay waived if admitted as inpatient 
	Urgent Care Center 
	Retail Health Clinic 
	Ambulance Services -medically necessary 
	Diagngstic services '.Benefits • 
	----
	-


	Laboratory and Pathology Tests Diagnostic Tests and X-rays High Technology Radiology Imaging (MRI, MRA, CAT, PET] Radiation Therapy 
	Maternity services provided by a physician 

	$10~ copay $30 copay $30 copay Covered 100% 
	Sect
	Figure

	-"Ji --•.• -
	-

	Covered 100% Covered 100% Covered 100% Covered 100% 
	Sect
	Figure

	Figure
	Routine Prenatal and Postnatal Care Visits 
	Routine Prenatal and Postnatal Care Visits 
	Routine Prenatal and Postnatal Care Visits 
	Covered 100% 

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

	for facility charges) 
	for facility charges) 
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	Hospital q1re 
	Hospital q1re 

	Figure
	Alternatives to hospital care . 
	Alternatives to hospital care . 

	Skilled Nursing Care Hospice Care Home Health Care 
	Surgical services Benefits -·---IL --.--·-·-.-] 
	----•-~"" _, •·• -•-,. -••••~ -•-•r -•·1 
	----•-~"" _, •·• -•-,. -••••~ -•-•r -•·1 

	~•···-·------·-... _ . _. _________ ····-·--J 
	Surgery-includes all related surgical services and anesthesia __~.covered 100% .........

	----·--·-" ---------·--------------·' _. ··-------· --~--···---·-1 Voluntary Sterilization of Male Reproductive Organs -see Preventive Covered 100% i 
	Services for Voluntary Sterilization of Female Reproductive Organs i 
	---------..------------:-. ,.\_..."•-: ._~_-··-:-·--::. ~: ------· ---=--_---.-:·-_-_ -~-:-}.....::~.-:--·-..:.7 Human Organ Transplants (subject to medical criteria) Covered 100% 
	-_,,--:-~:-·.:·· --.~-:-_--. ----_:;_·-•---,·: ...:·::, __:-~ 
	-_,,--:-~:-·.:·· --.~-:-_--. ----_:;_·-•---,·: ...:·::, __:-~ 
	Reduction Mammoplasty (subject to medical criteria) 

	50% coinsurance.· _ : --. _____ . __ : _ .-__ .. ·: . ·'"·::.. __:) Male Mastectomy (subject to medical criteria) 50% coinsurance 
	-----·.-·.: -----_ --_---__ , ----· -:· _-,•.-:c. : -_---:: -.,! Temporomandibular Joint Syndrome (subject to medical criteria) 50% coinsurance 
	.··-·-----. • . ., • --• . ,. -' 
	.··-·-----. • . ., • --• . ,. -' 
	--------..~------------------------
	-


	~insurance • • • • • • • • • ••• • ••
	---50'/~ 

	Orthognathic Surgery (subject to medical criteria) 
	Orthognathic Surgery (subject to medical criteria) 
	-:·----·--_ ·--~.:----_·::;:-·_---""'.:. ; -· .:-.-~.:-:~.:. ·:;-_:··::·. -"',:__! 

	Weight Reduction Procedures (subject to medical criteria) -Limited to Covered 100% one procedure per lifetime 
	Behavior_al health services (mental health and substance use disorder treatment) 
	c------·-...., 
	:Benefits ·. l[ -~=~=-~·· -----·---] Covered 100% •----· .. --••• • -·--• '1
	Inpatient Mental Health Care 
	Inpatient Mental Health Care 
	---·-.. --------,-__ •.. _ . .,., -----•-~ ''", -__ ,.,__. __ J 
	.. -----•• --. ----------------· 1 

	Residential Substance Use Disorder Covered 100% 
	------:. ------~:..·,..:--,""..-:..-.,.-:;-_::.>-:.-::.::.·~-"-::.; Outpatient Mental Health Care includes online and telemedicine visits Covered 100% 
	' 
	' 
	Note: For diagnostic and therapeutic services, see the Diagnostic 
	Services section above for applicable cost sharing. 

	~ -------~-------" ::-----~-_..,_-,::· .::.-=..-::::~~ Outpatient Substance Use Disorder Covered 100% 
	• ------

	' 
	' 
	Figure
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	Autism spectrum disorders, diagnoses and freatment . == • 
	,:c--· 
	,:c--· 
	Benefits 
	1


	·-··· --· .. ····· 
	--___:::]L----~-~---~-~-~--

	......,
	......,
	Applied behavioral analysis (ABA) treatment Note: Prior to seeking ABA treatment, the member must be evaluated by an interdisciplinary team including, but not limited to, a physician, behavioral health specialist, and aspeech and language specialist for the services to be authorized. This interdisciplinary evaluation can be perfonmed at an approved autism evaluation center (AAEC) 
	Outpatient physical therapy, speech therapy and occupational therapy for autism spectrum. Unlimited visits for PT/OT/ST with autism spectrum disorder diagnosis. 
	Other covered services, including mental health services, for Autism Spectrum Disorder 
	Other services 
	'-'8-"-e'-'-ne"'f'-'its'--_______________ 
	Allergy Testing and Therapy Allergy Office Visits Allergy Injections Chiropractic Spinal Manipulation -when referred 
	Outpatient Physical, Speech and Occupational Therapy-subject to meaningful improvement within 60 days 
	Infertility Counseling and Treatment 
	·------·-·--··. -·· Durable Medical Equipment 
	-

	Diabetic Supplies Note: Certain diabetic supplies are covered through the pharmacy benefit if you have BCN pharmacy coverage. Applicable prescription drug cost-sharing will apply. 
	Prosthetic and Orthotic Appliances 
	Hearing Aid 
	Prescription drugs 

	See your outpatient mental health care cost share 
	I I 
	I I 
	' 
	~,,_ .. _.,_._ ... -.. _. ___ .,, ~---~ 

	$30 copay 
	I i 
	I i 

	... ___ ·_········ ···_·_·:=·--·.,..........,._,_____ --..-__-----;:~ See your outpatient mental health, medical office visit-and preventive 1 benefit. • , • I 
	----·· ------·· --·--,,--.-....... .,__ ! 
	----·· ------·· --·--,,--.-....... .,__ ! 
	,.

	r.----========== --------------·T·-· -------------------
	-

	j~-
	-

	Sect
	Figure

	Covered 100% 
	' 
	' 
	-------· -----··•---,----.!
	. -.... ··-·: 

	$30 copay __ _ _ _ 
	~ -·--.. ·-------•-----.. -... ----~ 
	Covered 100% 
	$30 copay Limited to 30 visits per calendar year 
	Sect
	Figure
	-___ _.·"•·;·---:.·~-:· ------_-···-·---·-----_·-_____ :_·, ____ ·.:! 

	$30 copay One period of treatment for any combination of therapies within 60 consecutive days pe[ l)l~diefll ~piso9_e
	---~-= -·: --;--..;-=--:-:--. ---_.-----------=-· -·=-"-o:->:...-.,,::.,.. __ , 50% coins~ra~ce_ (excluiJ~s in-vitro fe~ili~ati2n)________ ... ___ _ Covered 100% Covered 10Q% 
	Covered 100% 'Not covered 
	--=--=----
	--=--=----
	-

	Benefits 
	Generic Tier Preferred Brand Tier Nonpreferred Brand Tier Contraceptives 
	Drugs for the Treatment of Sexual Dysfunction Mail Order Prescription Drugs 
	Specialty Drug Pharmacy 

	$10 copay $25 copay 
	Sect
	Figure

	$50 copay 
	----·-· Women's Contraceptives: Generic -·100'1/o)'referred.Brand:·$25copay, ••• Nonpreferred Brand -$50 copay
	-

	-----·-·-::: -------
	-----·-·-::: -------
	-


	Drugs for the Treatment of Sexual'Dysfunction -50% co_i_n_SI,!~~~~ ........ . Two tim;;-s the applicabl~ copay up io"a _90 days~pp1y'.sp;ciaJty ctrugsar; ~i not covereil through _maU ord_er ph_arniaci~s: _"·-, _ _.. __ . _...... _._..... ; Specialty drugs are covered only when purchased through iiie:ScN·· -----•• 
	Exclusive Pharmacy Network for Specialty Drugs 
	"'---'"'.::;" __ 
	"'---'"'.::;" __ 
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	Prescription drugs (continued) 
	Prescription drugs (continued) 
	,Benefits 

	Vartable Cost Share Coupon Program 'vour plan includes a prescrtption drug discount program for certain : '.medications. When a manufacturer coupon is used through the BCN :discount program, the amount paid after the. discount applies toward the out 
	-D-ia-be-t-ic_S_u-pp-li-es--------------------sFasc;i,:c~k;t:;~~:~;."ii.ie·s.and-~;;-ui~~enta.re~~~.f~~.licab~~~J-g .will apply. Cost shartng may not apply to certain preferred glucometers as '.~efi_ned_ on_ th~ drug!ist -· _ _ _ ____ _ . . . ___ _ 
	=P=re=sc=n=·p=tio=n=D=ru=g==De=d=u=cu=·b=le===========================i:N.:an"-~s--_~_~_~__"'_-=-'==~ ··--___ . _ -• __ -] 
	Custom Drug List lriie listof prescrtption-drugs.that have.been approved by the U.S. Food and1 :Drug Administration and approved by the BCBSM/BCN Pharmacy and ,Therapeutics Committee. The list represents the clinical judgment of Michigan physicians, pharmacists and other experts in the diagnosis and ,
	1 
	1 

	,.treatment of diseas~ and promotion of health.. Medications are selected.· I based on clinical effectiveness, safety and opportunity for cost savings. 
	'Some drugs included in the Cu.slam Drug List require prtor,authortzation 
	1· 
	1· 

	·and/or step therapy by BCN before they,are covered. The drug list may be 
	'modified by BCN as needed to remove or add acovered drug or to modify I 
	the requirements for authortzation of acovered drug. The list may be found i 
	---------------------~;a_th_tt_p~~:/_lwww~-~'b~_c~b~=-m=-~=-·~m.~/d~_ru~g~I!~=~-------· __ _ J 
	For Internal Purposes Only Benefits Selected -CLSLGF: 
	For Internal Purposes Only Benefits Selected -CLSLGF: 

	0MHSAF,100MSF,10255F,30RPF,6350MFAS5F,ASDF,CO20F,DME5F,DSRCWF,EDMP,ER100F,GLPCCF,MOP2OF,ONV0F,OPTHEF,P&O5F,PDLRF,RXVAR,SMT90F,SN730F,UR30 F,WRCWRF 
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	Blue Cross Blue Shield Community Blue PPO ASC (Post November 1, 2013 Retirees) 
	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-to-read summary and provides only a general overview of your benefits. It is not a contract Additional limitations and exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay. For a complete description of benefits please see the applicable BCBSM certificates and riders, if your group is underwritten. If your group is self-funded, please see any other plan documents your group uses. If there is a discrepancy between 
	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 bcbsm.comflmportantinfo. 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 specialty 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. 
	Specialty pharmaceuticals are biotech drugs including high cost infused, injectable, oral and other drugs related to specialty disease categories or other categories. BCBSM determines which specific drugs are payable. This may include medications to treat asthma, rheumatoid arthritis, multiple 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 only. Your employer or plan sponsor is financially responsible for claims. 
	ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $SK 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.SK-IN ASC;CBOPMON 12.7K A;CR$7/$35/$70ASC;PD•ES90-2x ASC;PD­PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SO 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 geographic area of Michigan deemed a •row 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 bllled for the difference between our approved amount and the provider's charge. 
	Page 1 of 11 000025346174 
	Eligibility Information 
	Eligibility Information 

	jLM_e_m_b_e_rs_____________________--'11 Eligibility Criteria Dependents : • Subscriber's legal spouse 
	i. Dependent children: related to you by birth, marriage, legal adoption or legal guardianship;,eligi_ble for coverage until the end of the year in which they tum age 2~ 
	Sponsored dependents • Dependents of the subscriber related by blooc_i, marriage or legal adoption, over age 19 and not eligible as a dependent under the provisions of the subscriber's contract, provided the dependent meets all eligibility requirements. The subscriber is responsible for 
	_______________________________p.,2y~~ the cost of this coveraQe, 
	Member's responsibility (deductibles, copays, coinsurance and dollar maximums) 
	LjB_e_ne_fi_,t_s____________________....,f/ In-network .JiOut-of-network 
	Deductible 
	Deductible 
	Flat-dollar copays 
	Coinsurance amounts (percent copays) 
	Note: Coinsurance amounts apply once the deductible has been met. 
	Annual coinsurance maximums -applies to coinsurance amounts for all covered services -but does not apply to deductibles, flat-dollar copays, private duty nursing care coinsurance amounts and prescription drug cost­sharing amounts 
	Annual coinsurance maximums -applies to coinsurance amounts for all covered services -but does not apply to deductibles, flat-dollar copays, private duty nursing care coinsurance amounts and prescription drug cost­sharing amounts 
	1$1,500 for one member, $~000 for one member, $3,000 for the family (when two or more 1 $6,000 for the family (when two 
	1



	. members are covered under your : contract) each calendar year 
	. members are covered under your : contract) each calendar year 
	'. Note: Deductible may be waived fo_rcovered services performed in an in, network physician's office and for , covered mental health and substance 
	!
	-


	use disorder services that are equivalent, 1to an office visit and performed in an in-: 
	network physician's office. 
	network physician's office. 

	" 
	---·--, 

	• $40 copay for Office visits and office 
	• $40 copay for Office visits and office 
	1 

	consultations $40 copay for chiropractic and osteopathic manipulative therapy 
	• 
	• 
	• 
	$250 copay for emergency room visits ' 

	• 
	• 
	$40 copay for u_rgent care visits _ 

	• 
	• 
	30% of approved amount for private duty nursing care 

	• 
	• 
	20% of approved amount for mental health care and substance use disorder treatment 


	• • 20% of approved amount for most other covered services (coinsurance waived for covered services performed in an in-network physician's office) 
	1$2,500 for one member, 
	1$2,500 for one member, 
	: or more members are covered j under your contract) each ; calendar year 

	1 
	1 Note: Olit-of-network deductible amounts also count toward the in: network deducUble. 
	-

	• 
	-------·-··-·--·
	-

	$250 copay for emergency room visits 
	. • 50% of approved amount for private duty nursing care40% of approved amount for mental health care and substance use disorder
	! • 

	i
	; treatment , • 40% of approved amount for most other covered services 

	; $5,000 for the family (when two or mar~ $10,000 for the family (when two I or more members are covered 'contract) each calendar year !un_der your contract) each 
	1 
	members are covered under your 

	, calendar year 
	, calendar year 
	Note: Out-of-network ! coinsurance amounts also count : toward the in-network coinsurance maximum. 
	i 


	ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $SK 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;CBO 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35/$70ASC;PD-ES90-2x ASC;PO­PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart90;XVA ASC 
	Blue Cross Blue Sh!eld 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 •iow 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 bi!led for the difference b
	J Benefits 7[ln-~etw11r~, . . .. jlOut-of-network 
	Annual out-of-pocket maximums -applies to deductibles, flat-dollar !$6,350 for one melT!ber, 1 $12,700 for one member, copays and coinsurance amounts for all covered services -including cost-; $12,700 for the family (when two·or mor0 $25,400 for the.family (when,two sharing amounts for prescription drugs, if applicable • members are covered under your l or more members are covered 
	1
	contract) each .ceil~fldar year \ under Your contract} each 
	!

	calendar year 
	calendar year 
	1 

	Note: Out-of-network cost­sharing amounts also taunt toward_ the in-network out-of­pocket maximum. 

	Lifetime dollar maximum None 
	. 
	. 

	Preventive care services 
	Preventive care services 

	Lj_B_e_n_efi_,t_s______________________,Jl in-~~t:"ork JI Out-of-network 
	Health maintenance exam -includes chest x-ray, EKG, cholesterol I 100% (no deductible or l Not covered screening and other select lab procedures copay/coinsurarice}, one per member Iper qalendar year I 
	Note: Additionalwell~women visits may i
	1
	------------------------\
	be·allowed based.on medical necessity. 

	$5,000 for one member, 
	1 

	,___________ 
	,___________ 
	,___________ 

	Gynecological exam , 100% (no deductible or Not covered , copay/coinsurancie), two per member per ; calendar yel]r l 
	INote: Additional well-women visits may 1 
	; be allowed basediOn medical necessity. i 
	------,, · -!i-----------
	-

	Pap smear screening -laboratory and pathology services 1 100% (no deductible or l Not covered 
	copay/coinsura11Ce), O!le·per member-! 
	i

	, per calendar year ' 
	----~100% (no d;ductible or ":_6_0_%_·_afl_e_r_o_u_t_-o_f--n-e_tw_ork____
	Voluntary sterilization of female reproductive organs ,Copay/coinsurance) deductible ,e-m-o-va_l_o_f_a_n_ 100·% (no ·deductible or -1_1_0_0_'¾_o_a_ft_e_r_ou-t--o-f--n-e_tw_o_rk___ intrauterine device by a licensed physician :copay/coinsuran"ce). .' ,deductible 
	Prescription contraceptive devices -includes insertion and-
	1
	1 

	Contraceptive injections 
	Contraceptive injections 
	Contraceptive injections 
	, 100% (no deductible or 
	60% after out-of-network 

	--------·-----------
	--------·-----------
	-

	__ 
	---·
	-

	_____copay/coins~rance]., 
	deductible 

	Well-baby and Well-child visits 
	Well-baby and Well-child visits 
	'100%·(no deductible or 
	Not'covered 

	TR
	\ copay/coinsurance) 

	TR
	, • 
	8 visits, birth through 12 months 

	TR
	6 visits, 13 months through 23 

	TR
	months 

	TR
	,.• 
	6 visits, 24 mOnt_hS through ·35 

	TR
	months 

	TR
	• 2 visits, 36 months through 47 

	TR
	months ;•· Visits beyond·47 months are limited 
	1I 

	TR
	to one per member per calendar year 

	TR
	under the health maintenance exam bene~t 
	;.~!__________ 


	Adult and childhood preventive services and immunizations as l100% (no deductible or ,1 Not covered recommended by the USPSTF, ACIP, HRSA or other sources as jcopay/coinsurance) 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 i Not covered Icopay/coinsurancei), One per member I ______:£!:.':.ca_le_n_d_~r year ~_j_____________ 
	ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $SK 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.SK-IN ASC;CBOPMON 12.7K A;CR$7/$35/$70ASC;PD-ES90-2xASC;PD­PDL-PA ASC;PDRX. ASC;RX.-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart90;XVA ASC 
	Blue Cross Blue Shield of Michigan Js 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 ~row access area• by BCBSM for that particular provider specfalty are covered at the in-network benefit level. lf you receive care from a nonparticipating provider, even when referred, you may be billed for the difference b
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	·r--·--.
	·r--·--.
	-

	Benefits In-network __Jo·ut-of-network 
	I

	____j .. ' .... 
	Flexible sigmoidoscopy exam 100% (no deductible or Not covered copay/coinsurance), one per member per calendar year 
	""'" ,---------------
	, 
	-

	Prostate specific antigep (PSA) screening 100% (no deductible or Not covered copay/coinsurance), one·per member per calendar. year 
	1 
	1 

	--------------------. • ·-' 
	~----
	-


	Routine mammogram and related reading t100% (no deductible or !60% after out-of-network copay/coinsurance) deductible 
	I 
	I 

	Note: Subsequent medically necessary J Note: Out-of-network readings mammograms performed during the ' and interpretations are payable same calendar Y!=l?f are subject to your , only when the screening 
	'deductible and COinsurance; : mammogram itself is performed 
	• by an in-network provider. 
	• by an in-network provider. 
	One per member per calendar year 

	--·-··-·--· -------'---------Colonoscopy -routine or medically necessary 100% (no deductible or ; 60% after out-of-network copay/coinsurance) for the first billed • deductible colonoscopy 
	-

	Note: Subseq4ent colonoscopies performed during t_he same calendar year are subject to-your deductible and coinsurance. 
	One per member per calendar year 
	One per member per calendar year 

	Physician office services Benefits \!Put-of-network
	I

	---------------~/[1n-net~ork 
	Office visits -must be medically necessary 
	Office visits -must be medically necessary 
	Office visits -must be medically necessary 
	'$40 copay per Office visit 
	60% after out-of-network deductible 

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


	Online visits -by physician or BCBSM selected vendor must be medically necessary 
	Online visits -by physician or BCBSM selected vendor must be medically necessary 
	100% (no deduptible or copay/coinsurance) 
	60% after out-of-network deductible 


	Note: Online visits by a non-BCBSM selected vendor are not covered. Not all services delivered virtually are considered an online visit, but may be considered telemedicine. Telemedicin6 services will be subject to the applicable cost share associated with the service provided. 
	Note: Online visits by a non-BCBSM selected vendor are not covered. Not all services delivered virtually are considered an online visit, but may be considered telemedicine. Telemedicin6 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 60% after out-of-network deductible 
	Office consultations -must be medically necessary $40 copay per office con~ultation , 60% after out-of-network 
	• deductible 
	• deductible 

	Urgent care visits -must be medically necessary $40 copay per urgent care visit ' 60% after out-of-network : deductible 
	Emergency medical care 
	Emergency medical care 

	[ Benefits ____ _1! In-network_ JI Out,of,network 
	Hospital emergency room $2~0 copay per visit (copay waived if ' $250 copay per visit (copay admitted or for ah accidental i_njury) waived if admitted or for an accidental injury) 
	Ambulance services -must be medically necessary 80% after in-network deduc!ible 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-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;PD­PDL-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 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 b
	Diagnostic services 
	Diagnostic services 

	l~B_e_n_e_fi_,t_s____________________..,!\ 1n-n~t"'?r~, _". . .. -. : . ll~ut'of-network Laboratory and pathology services •80% after in-netw6rk deductible ; 60% after out-of-network l deductible 
	Diagnostic tests and x-rays 80%.afler in-network deductible j 60% after out-of-network dElductible 
	1 

	J 60% after-out-of-neitwork j deductible 
	Therapeutic radiology 80% after in-network deductible 

	Maternity services provided by a physician or certified nurse midwife 
	l~B_e_n_e_f_it_s____________________..,l! 1n-n_etwor_k. .JOut-of-network Prenatal care visits : 100% (no dedu~tlble or / 60% after out-of-network __ -·---_; copay/coinsurance) l-~:.~~-tib_l_e________ 
	Postnatal care visit 
	Postnatal care visit 
	Postnatal care visit 
	i100% (no de~u~tible gr 
	: 60% after out-of-network 

	TR
	copay/coinsurance) 
	: deductible 

	TR
	••-···-
	-

	--l 

	Delivery and nursery care 
	Delivery and nursery care 
	80% after in-netWork deductibl~ 
	[ 60% after out-of-network 

	TR
	,. deductible 

	Note: For facility services See nHospital Caren 
	Note: For facility services See nHospital Caren 

	Hospital care 
	Hospital care 

	[ Benefits 
	[ Benefits 
	jjbut-of-network 
	I 

	Semiprivate room, inpatient physician care, general nursing care, hospital 
	Semiprivate room, inpatient physician care, general nursing care, hospital 
	80% after in~network deductible 
	' 
	60% after out-of-network 

	services and supplies 
	services and supplies 
	: deductible 


	Unlimited days Note: Nonemergency services must be rendered in a participating hospital. 
	--'--·· 
	--'--·· 
	--··•·-··----·---------·---
	-


	Inpatient consultations 80% after in-network deductible 60% after out-of-network i deductible 
	Chemotherapy 80% after in-network deductible ; 60% after out-of-netw9rk deductible 
	Alternatives to hospital care 
	Alternatives to hospital care 

	L[_B_e_n_ef_it_s___________________~...,lf ln-n':.tw~rk -· II Out-of-network 
	Skilled nursing care -must be in a participating skilled nursing facility 80%·after in~hetwork•~educ~ible __ -~ 80% after in-network deductible 
	Limited to a maximum of 120 days per member per calendar year 
	Hospice care ·: 1"00~/o-(~d;ductible or ---r1OOo/o (no deductible or _copay/coins~a~~~l~---_________: copay/coinsurance) 
	Up to 28 pre-hospice counseling 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) 
	-----------------·---Home health care: 80% after in-network deductible , 80% after in-network deductible 
	-

	• 
	• 
	• 
	• 
	must be medically necessary 

	• 
	• 
	must be provided _Ey~participatln_g home health care ag~_!]EY___ 



	ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $SK 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-ES90-2x ASC;PD­PDL-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 geographic area of Michigan deemed a ~low access areaM 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 b
	IBenefits .. _ ·-j~n~tw-_-o-r.k-._-_ ~----. _71Out,of-network _____, 
	Infusion therapy: 80% after in-network deductible 80% after in-network deductible must be medically necessary must be given by a participating Home Infusion Therapy (HIT) provider or in a participating freestanding Ambulatory Infusion Center ~q ' _•__ may use drugs thatrequire prior atJthorization -consult with Y£JUr doctor ____ 
	Surgical services 
	Surgical services 

	1B_e_n_e_fi_,ts_.______________________,[1~-~~twork _ -JI Out-of-netwo;k 
	Surgery -includes related surgical services and medically necessary 80% after in-netwl?i'k 9~ducti_ble • 60% after-out-of-network facility services by a participating ambulatory surgery facility ! deductible 
	Presurgica1 consultations 100% (no deductible or 60% after out-of-network copay/coinsurance) deductible 
	Voluntary sterilization of male reproductive organs 80% after in-network deductible : 60% after out-of-network deductible 
	Note: For voluntary sterilization of female reproductive organs, see "Preventive care services," 
	Note: For voluntary sterilization of female reproductive organs, see "Preventive care services," 

	Elective Abortion Services Not covered , Not covered 
	Human organ transplants 
	Human organ transplants 

	IBenefits ;In-network ]I Out:of-network 
	'I 
	.. 

	__________J __ ., ----
	-

	Specified human organ transplants -must be in a designated facility and 100% (no deductible or 100% (no deductible or coordinated through the BCBSM Human Organ Transplant Program (1-copay/coinsurance) , copay/coinsurance) -in 800-242-3504) designated facilities only
	---1--··--·-·--------------··
	-

	Bone marrow transplants -must be coordinated through the BCBSM 80% after in-network deductible • 60% after out-of-network Human Organ Transplant Program (1-800-242-3504) r deductible 
	Specified oncology clinical trials 80% after in-network dedllctible '. 60% after out-of-network ' deductible Note: BCBSM covers clinical trials in compliance with PPACA. 
	Kidney, cornea and skin transplants 80% after in-network deductible ' 60% after out-of-network deductible 
	Behavioral Health Services (Mental Health and Substance lJse 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 to be equivalent to an office visit or medical online visit, we will process the claim under your Physician Office Services. 
	-r -----------
	-

	I Benefits IIn-network __ Jj Out-of-network 
	·---'!;.. ----· Inpatient mental health care and inpatient substance use disorder \ 80% after in-network deductible 60% after out-of-network treatment deductible 
	Unlimited days 
	Unlimited days 
	Unlimited days 
	Note: Facility services are covered in participating facilities only. 


	Residential psychiatric treatment facility: 80% after in-network deductible 60% after out-of-network covered mental health services must be performed In a residential deductible 
	psychiatric treatment facility treatment requires prior authorization Sl!~l~_ct ~-m~d~c.?~ c_riteria 
	psychiatric treatment facility treatment requires prior authorization Sl!~l~_ct ~-m~d~c.?~ c_riteria 

	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-ES90-2x ASC;PD­PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgms 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 geographic area of Michigan deemed a "low access areaa 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 b
	j~B_e_ne_fi_,t_s____________________Jj !~•network __ 
	jl Out-of-network 

	Outpatient mental health care: , 80% after in-network deductible !80% after in-network deductible 
	Facility and clinic 
	Facility and clinic 
	I 
	!
	Note: Facility services are covered in participating facilities only. i Online visits -for services equivalent to a medical online visit 

	: $40 copay per onlin~ visit i607<> after out-of-network , deductible 1 
	Note: Online visits by a non-BCBSM selected vendor are not covered. 

	• '-1--------1 60% after out-of-network 1 
	-
	Physician's office ; 80% after in-netw~rk deduciible 

	1 deductible 
	1 deductible 
	' 

	Note: For services equivalent to a medical office visit. See "Physician 
	I 
	I

	Office Services•. 
	Office Services•. 

	i---
	i---
	i---
	-


	Outpatient substance use disorder treatment -in approved facilities only ,80% after in-network deductible 1 60% after out-of-network 
	deductible (in-network cost
	deductible (in-network cost
	1 
	-

	'. sharing will apply if there is no 
	: PPO network) 

	Autism spectrum disorders, diagnoses and treatment I' •
	_B_e_n_e_.;fi_ts________________________,rl In-network 
	I
	j/ Out-of-network 

	0 Applied behavior analysis (ASA) treatment -subject to prior authorization : $40 copay per office visit : 60% after out-of-network 
	• deductible 
	• deductible 

	Note: Prior to seeking ABA treatment, the member must be evaluated by , Note: Services re_ndered,by an an interdisciplinary team including, but not limited to, a physician, i approved licensed behavior behavioral 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 evaluation center (AAEC). 
	1 

	' 
	' 

	}---Outpatient physical therapy, speech therapy and occupational therapy for '80% after in-network deductible 60% after out-of-network autism spectrum disorder i deductible 
	-

	Physical, speech and occupational therapy with an autism diagnosis is unlimited 
	Other covered seivices, including nutritional counseling and mental health . 80% after in-network deductible • 60% after out-of-network services, for autism spectrum disorder : deductible 
	--------··-------·---------'----------
	-

	Other covered services 
	Other covered services 

	[~B_e_n_e_f_it_s____________________~[ ln-_network _ /!Out-of-network 
	Outpatient Diabetes Management Program (ODMP) 1• 80% after in-network deductible for \ 60% after out-of-network diabetes medical supplies j deductible 
	• 100% (no deductible or , copay/coinsurance) for diabetes-self-:
	Note: Screening services required under the provisions of PPACA are management training 
	covered at 100% of approved amount with no in-network cost-sharing 
	covered at 100% of approved amount with no in-network cost-sharing 
	when rendered by an in-network provider. 
	Note: When you purchase your diabetic supplies via mail order you will 
	lower your out-of-pocket costs. 

	Allergy testing and therapy 100% (no deductible or ; 60% after out-of-network copay/coinsurance) : deductible 
	Chiropractic spinal manipulation and osteopathic manipulative therapy $40 copay per visit !.60% after out-of-network , deductible 
	Limited to a combined 24-visit maximum per member per calendar year 
	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-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;PD­PDL-PAASC;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 Shleld 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. 
	may be billed for the difference between our approved amount and the provider's charge. 
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	._IB_en_e_fi_,1s_____________________--1ll 1_n-networ~ __ Jout-of-network 
	Outpatient physical, speech and occupational therapy -provided for 
	Outpatient physical, speech and occupational therapy -provided for 
	Outpatient physical, speech and occupational therapy -provided for 
	80% after in-network deductible 
	j 60% after out-of-network 

	rehabilitation 
	rehabilitation 
	deductible 

	TR
	iNote: Services at 

	TR
	1 nonparticipating outpatient!physical therapy facilities are not 


	! covered. Limited to a combined 60-visit maximum per member per calendar year 
	Durable medical equipment 80% 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 cost­sharing when rendered by an in-network provider. For a list of preventive DME items that PPACA requires to be covered at 100%, call BCBSM. 
	Note: DME items required under the preventive benefit provisions of PPACA are covered at 100% of approved amount with no in-network cost­sharing when rendered by an in-network 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 l 80% after in-network deductible 
	I • 
	-

	Private duty nursing care 70% after in-network deductible 1 50% after out-of-network deductible 
	!

	----------------------------·-•• -
	----------------------------·-•• -
	-


	ACM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $SK A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLV$0ASC;CB-OPM_IN 6350 A;CB-OV $40 ASC;CBC 20%-IN ASC;CBC 40%-0N ASC;CBO $3K-ON ASC;CBO 1.SK-IN ASC;CBOPMON 12.7KA;CR$7/$35/$70ASC;PO-ES90-2x ASC;PD­POL-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 geographic area of Michigan deemed a •Iow 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 b
	Preferred Rx Program ASC 
	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 contract. 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 grm'.Jp is self-funded. If there is a discrepancy be
	Prescription Drug Discount Program -Prescription drug manufacturers provide coupon programs 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 vendor. 
	Specialty Pharmaceutical Drugs -The preferred pharmacy for specialty drugs is Walgreens Specialty Phannacy. Specialty drugs are covered only when dispensed through the Walgreens Specialty Pharmacy or any in-network participating pharmacy. 
	A list of specialty drugs is available on our website at . Click What are specialty drugs, then click Specialty Drug Program Rx Benefit Member Guide. The guide is updated monthly. 
	bcbsm.com/pharmacy

	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 specialty 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 controlled substances affected by this prescription drug requirement are available online at . 
	bcbsm.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 --·· ··---·-•-"-••----..Jll 1n:network pharm'-ac-y--'----1,r!_O_u_t--o-f-_n_e_tw_o_r_k_.p_h_a_r_m_a_c_y_______-_-_-_-_~j I
	I

	Generic or select prescribed over-the-counter drugs 'You pay $7 copay You pay $7 copay plus an additional 25% of : -~~-~~ ~_!)~~ved a~o~n_t for the drug Preferred brand-name drugs You pay $35 copay ; You pay $35 copay plus an additional 25% of r BCBSM approved amount for the drug 
	,--------· Nonpreferred brand-name drugs You pay $70 copay : 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 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 before BCBSM will approve use of other drugs. 
	Covered services 
	Covered services 

	[ Benefits .. Hln-net;,.,o,k pharmacy_ -.-II c:iut-of-network pharmacy 
	FDA-approved drugs 100% of approved amount less plan 75% of approved amount less plan copay/coinsurance copay/coinsurance 
	-----------------------.---,_,. -.. __,.------------------
	-

	Prescribed over-the-counter drugs -when covered by 100% of approved amount less plan 75% of approved amount less plan BCBSM • copay/coinsurance copay/coinsurance 
	ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $SK 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.SK-IN ASC;CBOPMON 12.7K A;CR$7/$35/$70ASC;PD-ES90-2x ASC;PD­PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgms Smar190;XVA ASC 
	Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association. 
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	IBenefits 
	IBenefits 
	IBenefits 
	TH
	Figure

	I\ Out-of-network pharmacy 

	State-controlled drugs 
	State-controlled drugs 
	, 100% of approved amount less plan 
	; 75% of approved amount less plan 

	TR
	j~!:layj~.!._n_~uran.?:. 
	._...: copay/coinsurance 


	FDA-approved generic and select brand-name : 109% of approved amount j 75% of approved amount prescription preventive drugs, supplements and vitamins 
	1 asrequiredbyPPACA i. _____ ---·-..J 
	Other FDA-approved brand-name prescription preventive \ 100% of a'pproved amount l~ss plan I 75% of approved amount less plan drugs, supplements and vitamins as required by PPACA i~£P~Y!C<2ln~ran~ ----=~'-'!~coc_sp_a_:.y_lco_in_s_u_ra_n_c_e____________ 
	Adult and.childhood select preventive immunizations as i100% of aRproved amount : 75% of approved amount recommended by the USPSTF, ACIP, HRSA or other j sources as recognized by BCBSM that are in compliance I with the provisions of the Patient Protection and Affordable Care Act l 
	______________________,L-== 
	-

	~ 
	~ 

	FDA-approved-generic and select brand-name ; 100% of approved amount f 75% of approved amount prescription contraceptive medication (non-self
	-

	_a_d_m_in_is_t_e_re_d_d_ru....::g_s_a_re_n_ot_co_v_e_re_d_:)________..,_ ... _~ -•-~-=-~-~~~==~-~-~J:-'-------------------Other FDA-approved brand-name prescription !100% of approved amount less plan ; 75% of approved amount less plan contraceptive medication (non-self-administered drugs are (copay/_coinsurance . copay/coinsurance not covered) 
	-

	Disposable needles and syringes -when dispensed with l 100% of approved amount less plan r 75% of approved amount less plan insulin or other covered injectable legend drugs • copay/coinsurance for the insulin or j copay/coinsurance for the insulin or other covered iother covere~ injectable legend drug injectable legend drug 
	1 

	Note: Needles and syringes have no copay/coinsurance. ' 
	Note: Needles and syringes have no copay/coinsurance. ' 
	' 

	~ Select diabetic supplies and devices (test strips, lancets 1100% of approved amount less plan r 75% of approved amount less plan and glucometers) '. copay/coinsurance • copay/coinsurance 
	I_ -~ -•· -·•-'• ·-• 
	-

	Figure
	For a list of diabetic supplies available under the phannacy benefit refer to your BCBSM drug list at BCBSM.comlpharmacy.
	For a list of diabetic supplies available under the phannacy benefit refer to your BCBSM drug list at BCBSM.comlpharmacy.

	~----'---=------------~------· 
	-

	Note: Over-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 before BCBSM will approve use of other drugs. 
	Features of your prescription drug plan 
	Features of your prescription drug plan 

	Preferred Drug List \A regularly updated list with medications-approved bY th8 U.S.-FOod8.llct Drug AdministratiOn and reviewed by our i 
	1 their clinical effectiveness, safety and maximized'savings. The drug list maintains affordabl'? medication access j and,promotes the use.of lower-cost alternatives for members. • 
	Pharmacy and Therapeutics Committee. The Preferred Drug List includes medications that have been selected for 

	• Generic drug tier -This tier includes generic drugs made with the same active Ingredients, available in the i I 
	same strengths ~nd dosage fqrms, and administered in the same way as equivalent brand-name drugs. They 

	1
	1

	also require the lowest copay/coinsurance, making them the most cost-effective option for the treatment.
	1 

	1 
	1 

	• Preferred brand-name.drug tier -This tier includes non-specialty preferred brand-name drugs. These drugs 
	1• 
	1• 

	are more expensive then generic and members·pay more for them. 
	• Nonpreferred brand-name,drug tier -This tier includes non-specialty brand-name drugs for which there's 
	either a generic alternative or a more cost-effective preferred brand-name drug available. Members pay more j _____________....1._.:;fo,:r..;lh:.;;:ese nonpreferred brand-name d_~gs. -----1. 
	ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $SK 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-ES90-2x ASC;PD­PDL-PA ASC;PDRX.ASC;RX.-VCP ASC;RX.GLP-1 CC-WL;SD ASC;Walgrns Smart9D;XVA ASC 
	Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association. 
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	Features of your prescription drug plan 
	Features of your prescription drug plan 

	Mandatory prior authorization A step-therapy.approach ,th8.t·enc0Urage~ physicians to-prescribe-generic; gene.ric· alternative or QIJe-r~the-counter medications before prescribing a more expensive brand-name drug. It applies only to prescriptions being filled for 
	f
	f
	1th~ first time of a targeted mediC?tion. 

	Before filling your initicil prescription for.select, high-cost, brand-name drugs, the.pharmacy will contact your 
	!

	physician to suggest a generic alternative. A list of select brand-name drugs. targeted for the preferred therapy 
	1

	1program is available at bcbsm.c9ri1/pharmacy, along with the pr~ferred medications. 
	1
	1

	-ir o_ur records indicate you have already tried.the preferred medication(s), We will authorize the prescription. If we 
	I 
	I 
	I 
	1 


	have no·record of you trying the preferred medication(s), you may be liable f,;ir the entjre co~t 9f the brand-name drug unless you fiffit try the preferi'ed medication(s) or your physician obtains prior a!Jthorization from BCBSM. These provisions·affect al!•t8.rgeted brand-name drugs, whether they are dispensed by a,retail pharmacy or 
	______________,;through a mail order provider. _ 
	__:Q::u.:a::n-=titye..c_li:cm.::it::s_________jTo stay consistent with FDA approved labeling for drugs,·some medi~tions may have,tjuantity limits. 
	Prior authorization/step therapy 
	Prior authorization/step therapy 
	Prior authorization/step therapy 
	A p;o~ess that requi~es.a fro_lTI sc;;ssM before" ;elect p/"es~ription drugs (drugs. , identified by BCBSM as requiring prior authorization) will be covered. Step Therapy, an initial step in the "Prior Authorization" process, applies criteria to select drugs,to determine if a less costly.prescription drug may b~ used 
	ph;sici;n,.to obtain aPpr;val 



	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 ll '.
	bcQsm.com/pharmacy

	I Maximum allowable cost drugs 
	--------------1 , 

	When you receive _a generic maximum allowable cost (MAC) drug fr9m an in-network pharmacy, you pay your cost I sharing-as noted in your coverage. -' 
	1 
	1 

	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 -I 
	website: www.bcbsm;com/pharmacy. 
	I 

	Saver90 Program 
	Saver90 Program 

	Saver90 requires members who use maintenance-medications to obtain a 90-day supply from a Walgreens retail o~ OptumRx mail order pharmacy. If members do NOT obtain those medications from a Walgreens retail or OptumR)c; I mail.order pharmacy after their second refill. the member will be requi_red to p~y the full approved amount. j
	The member's copay is two times·the amount of their 30-day supply copay. 
	I

	------------'--------'--'---------·-----'-----'-'--'--'---'--------------~ 
	ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $SK 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.SK-IN ASC;CBOPMON 12.7K A;CR$7/$35/$70ASC;PD-ES90-2x ASC;PD­PDL-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. 
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	Health Alliance Plan (Post November 1, 2013 Retirees) 
	Figure
	Admin&ered ll"JAL'in:.e Heath 
	Admin&ered ll"JAL'in:.e Heath 
	Admin&ered ll"JAL'in:.e Heath 

	aoo L1a lr&n'te Car~:ry 
	aoo L1a lr&n'te Car~:ry 
	Health Alliance Plan ofMichigan 

	TR
	Alliance Health and Life Insurance Company (Alliance) 

	TR
	Self-Funded Health Maintenance Organization (HMO) Plan 

	TR
	Summary of Benefits 

	TR
	AS000096 I XR002356 / XW000712 
	Summary Self-Funded HMO 

	TR
	AS000096 / XR002356 / XW000712 


	Benefit Period 
	Benefit Period 
	Figure

	Calendar Year nual Deductible 
	SO Individual; $0 Family 
	NIA 
	Coinsurance 
	Coinsurance 
	0% 

	NIA 
	Annual Coinsurance Maximum 
	NIA 
	NIA 
	NIA 

	These values do not accumulate: Premiums, balance-billed charges, and health care this plan 
	These values do not accumulate: Premiums, balance-billed charges, and health care this plan 
	Annual Out-of-Pocket Maximum 
	$6,600 Individual; $13,200 Family 

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

	• -~ • • -• --• -• I
	P,reventjve Services 
	P,reventjve Services 
	P,reventjve Services 
	-" " -" -" " " """ "" --" " -_.J 


	Office Visit/ Physical Exam/ Well Baby 
	Office Visit/ Physical Exam/ Well Baby 
	Office Visit/ Physical Exam/ Well Baby 
	Covered 

	NIA
	Exam Related Laboratory and Radiology 
	Exam Related Laboratory and Radiology 
	Covered 

	NIA
	Services Pap Smear, Mammogram, Tubal Ligation 
	Services Pap Smear, Mammogram, Tubal Ligation 
	Covered 

	NIA 
	Immunizations 
	Immunizations 
	Covered 

	NIA 
	-
	-
	---■ • ~ ---
	-



	i
	i
	Outpatient & ~hyslcian Services 

	•-• -•~-• " • ••• --" • ---• -•-•--• •-•m-• """ -Primary Care Office Visit 
	-

	$20 Copay 
	$20 Copay 
	NIA 
	Through our contracted telehealth services 
	Through our contracted telehealth services 
	Telehealth Visit 
	$20 Copay 

	NIA 

	provider. Specialist Office Visit 
	$30 Copay 
	$30 Copay 
	NIA 
	One exam per Benefit Period. For non-routine 
	One exam per Benefit Period. For non-routine 
	Routine Audiology Exam 
	Covered 

	NIA 
	visits see Specialist Office Visil One exam per Benefit Period. For non-routine 
	visits see Specialist Office Visil One exam per Benefit Period. For non-routine 
	Routine Eye Exam 
	Covered 

	NIA 

	visits see Specialist Office Visit Chiropractic Services 
	Not Covered 
	Not Covered 
	NIA 
	Allergy Treatment 
	Allergy Treatment 
	Covered 

	NIA 
	Allergy Injections 
	Allergy Injections 
	Covered 

	NIA 
	Laboratory & Pathology 
	Laboratory & Pathology 
	Covered 

	NIA 

	Some services require preauthorization. Imaging MRI, CT & PET Scans 
	Covered 
	Covered 
	NIA 

	Services require preauthorization. Radiology (X-ray) 
	Covered 
	Covered 
	NIA 

	Some services require preauthorization. Radiation Therapy & Chemotherapy 
	Covered 
	Covered 
	NIA 
	Dialysis 
	Covered 
	NIA 
	Outpatient Medical Drugs 
	Covered 
	NIA 
	Outpatient SurgicalSeivices 
	1


	----" "" -_ "·: ------__ : .. _-·_ :... -----___ _--__ :. -----_J 
	Outpatient Surgery 
	Outpatient Surgery 
	Outpatient Surgery 
	Covered 

	NIA 
	bulatory Surgical Center 
	Covered 
	NIA 
	Professional Surgical and Related 
	Professional Surgical and Related 
	Covered 

	NIA
	Services Efue.rgency/ rgent'Care Urgent Care Emergency Room Care Emergency Medical Transportation ln~atient HosP.:I I Services Facility Fee Physician Services, Surgery, Therapy, 
	Laboratory, Radiology, Hospital Services 
	Laboratory, Radiology, Hospital Services 
	Covered 

	NIA 
	and Supplies Bariatric Surgery and Related Services 
	$1,000 Copay 
	NIA 
	One procedure per lifetime 

	Figure
	1 of 2 
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	aternity,Servlces Prenatal Office Visits Postnatal Office Visits Labor Delivery and Newborn Care Mental Health & ·suDstance Us~ DisorQer Inpatient Seivices Outpatient Services Other-Services Home Health Care Hospice care Skilled Nursing Care Durable Medical Equipment; Prosthetics & Orthotics Rehabilitation Services: Physical, Occupational, and Speech Therapy Habilitation Seivices: Physical, Occupational, and Speech Therapy Applied Behavioral Analysis Voluntary Sterilizations Infertility Services Assisted Re
	Template Rev 01/2020 -In case of conflict between this summary and your Self-Funded HMO Benefit Guide, the terms and conditions of the Self-Funded HMO Benefit Guide will govern. -Elective hospital admissions require that Alliance be notified prior to the admission, Alliance must be notified within 48 hours after an emergency hospital admission. Failure to notify Alliance could result in a reduction or denial of benefits, -Some services require prtor authorization. Failure to obtain prior authorization befor
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	Appendix E Active Employees Dental Benefits 
	Delta Dental 
	0 DELTA DENTAL' 
	0 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 t
	network participation.* 
	network participation.* 
	Control Plan -Delta Dental of Michigan 
	Benefit Year-January 1 through December 31 

	Covered Services Delta Dental PPO™ Delta Dental Nonparticipating bentist .. Premier® Dentist Dentist 
	-

	Plan Pays Plan Pays* 
	Plan Pays Plan Pays* 

	Diagnostic & Preventive Diagnostic and Preventive Services -exams, cleanings, fluoride, and space maintainers Palliative Treatment-to temporarily relieve pain Radiographs -X-rays Minor Restorative Services -fillings and crown repair Endodontlc Services -root canals Periodontic Services -to treat gum disease Oral Surgery Services -extractions and dental surgery Major Restorative Services -crowns Other Basic Services -misc. services Relines and Repairs -to prosthetic appliances Prosthodontic Services-bridges,
	* 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 less 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 period 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. 
	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 world! 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-Ml 
	KR#90391047 
	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. 
	Passport Dental information sheet. 

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

	Waiting Period -Enrollees who are eligible for Benefits are covered on the first day of the month following 30 days of continuous 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 no longer live with you, who are not your dependents for Federal income tax purposes, and/or who are not 
	permanently disabled. 
	permanently disabled. 

	Coordination of Benefits-Ifyou and your Spouse are both 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 both your and your Spouse's applications as well. Delta 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) Document Creation Date: October 24, 2025 
	https://www.DeltaDentalMl.com 

	D-201-Delta-PPOSUM-0725-MI 
	KR#90391047 
	KR#90391047 

	Dencap 
	Figure
	313-972-1400
	Macomb County (M) 
	888-98-TEETH 
	SCHEDULE OF BENEFITS AND FIXED CO-PAYS 
	dencap.com 
	dencap.com 


	---ANNUAL-MAXIMUMS (fohiiicijineri\ber) Primary Care Sneciau..· Care 
	---ANNUAL-MAXIMUMS (fohiiicijineri\ber) Primary Care Sneciau..· Care 
	---ANNUAL-MAXIMUMS (fohiiicijineri\ber) Primary Care Sneciau..· Care 
	-
	--$4;500 $3,500 $1,000 
	-

	·. -9430 9999 
	-

	--OFFICE VISIT CO-PAY Office Visit (for observation) Office Visit lrenular hours\ 
	-

	$10 $10 

	code description DIAGNOSTIC (Class I· Preventive) 
	code description DIAGNOSTIC (Class I· Preventive) 
	co-pay 
	code description 
	RESTORATIVE (Class 11-Basic) 
	co-pay 


	0120 Periodic Oral Evaluation 0140 Limited Oral Evaluation-problem focused 0150 Comprehensive Oral Evaluation 0431 PrE!diagnoslic Test 1110 Prophylaxis/Routine Cleaning -adult 1120 Prophylaxis/Routine Cleaning -child 9995 Teledentistry-synchronous; billed with exam 9996 Teledentistry-asynchronous; billed with exam 
	PREVENTIVE (Class 1-Preventive) 
	PREVENTIVE (Class 1-Preventive) 
	$0 2140 $0 2150 $0 2160 $0 2161 $0 2330 $0 2331 $30 2332 $30 2335 2391 

	1206 
	1206 
	1206 
	Topical AppITcation of Fluoride-varnish 
	$0 
	2392 

	1208' 
	1208' 
	Topicai Application of Fluoride-excluding varnish 
	$0 
	2393 

	1330 
	1330 
	Oral Hygiene Instructions 
	$0 
	2394 

	TR
	RADIOGRAPHS (Class 1-Preventive) 


	0470 Diagnostic Casts (each) 1351 Sealant" per tooth 1353 Repair to Sealant -per tooth 151 o Fixed Space Maintainer -unilateral per quadrant 1516 Fixed Space Maintainer-bilateral, upper 1517 Fixed Space Maintainer -bilateral, lower 1520 Removable Space Maintainer-unilateral per quadrant 1526 Removable Space Maintainer-bilateral, upper 1527 Removable Space Maintainer-bilateral, lower 1551 Re-cement or Re-bond Bilateral Space Maintainer-upper 1552 Re-cement or Re-bond Bilateral Space Maintainer-lower 1553 Re-
	quadrant 2940 Protective Restoration (sedative filling) 9110 Palliative (Emergency) Treatment-minor procedure 
	9215 Local Anesthesia 9230 Inhalation of Nitrous Oxide 9239 IV Moderate (Conscious) Sedation/Analgesia 
	-

	$18 5611 $0 5612 $0 5621 $0 5622 $0 5630 $0 5840 $0 5650 $0 5660 $0 5730 
	$18 5611 $0 5612 $0 5621 $0 5622 $0 5630 $0 5840 $0 5650 $0 5660 $0 5730 
	$25 5731 $25 5740 $25 5741 
	5750 $22 5751 $21 5760 
	$0 5761 $21 6930 
	50% 
	50% 
	Amalgam Filling -one surface 


	Amalgam Filling -two surfaces 
	Amalgam Filling -three surfaces 
	Amalgam Filling -four or more suifa6es 
	Composite Filling -one surface, anterior 
	Composite Filling -two surfaces, anterior 
	Composite Filling -three surfaces, anterior 
	Composite Filling -four surfaces, anterior/incisa1 angle 
	Composite Filling -one surface, posterior 
	Composite Filling -two surfaces, posterior 
	Composite Filling -three surfaces, posterior 
	Composite Filling -four surfaces, posterior 
	PROSTHETIC REPAIR (Class 11 • Basic) 
	PROSTHETIC REPAIR (Class 11 • Basic) 

	Re-cement Partial Coverage Restoration 
	Re-cement Indirectly Fabricated or Prefab Post and Core 
	Re-cement or Re-bond crown 
	Adjustment to Complete Denture -upper 
	Adjustment to Complete Denture -lower 
	Adjustment to Partial Denture -upper 
	Adjustment to Partial Denture -lower 
	Repair to Broken Complete Denture Base-lower 
	Repair to Broken Complete Denture Base -upper 
	Replace Missing/Broken Teeth-denture, per tooth 
	Repair Resin Partial Denture Base -lower 
	Repair Resin Partial Denture Base -upper 
	Repair Cast Partial Framework-lower 
	Repair Cast Partial Framework-upper 
	Repair or Replace Broken Clasp -per tooth 
	Replace Missing/Broken Teeth-partial, per tooth 
	Add Tooth to Existing Partial Denture 
	Add Clasp to Existing Partial Denture -per tooth 
	Reline Complete Upper Denture -in office 
	Reline Complete Lower Denture -in office 
	Rel!ne Partial Upper Denture -in office 
	Reline Partial Lower Denture -in office 
	Reline Complete Upper Denture -lab 
	Reline Complete Lower Denture -lab 
	Reline Partial Upper Denture -lab 
	Reline Partial Lower Denture -lab 
	Re-cement or Re-bond Fixed Partial Denture ENDODONTICS (Class 111-Major) 
	$22 $33 
	$44 
	$56 $28 $37 
	$48 
	$67 
	$49 
	$58 $69 $79 
	$25 $25 $25 $32 $32 $32 $32 $50 $49 $35 $48 $49 $90 $90 S90 $32 $53 $116 $90 $90 $91 $92 $136 $136 $135 $135 
	$27 
	0210 lntraoral -complete series 0220 Periap!cal -first radiographic image 0230 Periapical -each additional radiographic image 0240 lntraoral -occlusal radiographic image 0270 Bitewing -single radiographic image 0272 Bitewings -two radiographic images 0273 Bitewings -three radiographic images 0274 Bitewings -four radiographic Images 0330 Panoramic Radiographic Image 
	ADJUNCTIVE SERVICES (Class 11-Basic) 
	ADJUNCTIVE SERVICES (Class 11-Basic) 

	first 15 minute increment 9243 IV Mode~te (Conscious) Sedation!Analgesia each subsequent 15 minute increment 
	-

	931 O Consultation (second opinion) 9910 Application of Desensitizing Medicament 9930 Treatment of Complications, Post-Surgical -unusual 
	9944 Hard Occiusai Guard (night guard) -full arch 9945 Soft Occlusal Guard (night guard) -full arch 9946 Hard Occlusal Guard (night guard) -partial arch 9951 Occlusal Adjustment -fimited 
	50% 
	50% 
	$45 $22 $16 $137 $137 $137 $53 
	·-·-----
	-

	SPECIALTY CARE 
	-Endodontlcs -Oral Surgery-Periodontics -Pedodontics Approved referral from DENCAP is required 
	-


	DENCAP pays 50% of our specialist's fees up to the Specialty Care Annual Maximum for covered services; you are responsible for the remaining balance. 
	$0 2910 $0 2915 $0 2920 $0 5410 $0 5411 $0 5421 $0 5422 $0 5511 $0 5512 5520 
	$0 2910 $0 2915 $0 2920 $0 5410 $0 5411 $0 5421 $0 5422 $0 5511 $0 5512 5520 
	3110 3120 3220 3310 3320 3330 3346 3347 3348 3410 3421 3425 3426 3430 

	Pulp Cap -direct Pulp Cap -indirect Therapeutic Pulpotomy Root Canal Therapy -anterior tooth Root Canal Therapy-premolar tooth Root Canal Therapy -molar tooth Retreat of Previous Root Canal Therapy-anterior tooth Retreat of Previous Root Canal Therapy -premolar tooth Retreat of Previous Root Canal Therapy -molar tooth Apicoectomy Surgery -anterior tooth Apicoectomy Surgery -premolar tooth, first root Apicoectomy Surgery -molar tooth, first root Apicoectomy Surgery-each additional root Retrograde Filling -pe
	LAB WORK AND-PRECIOUS METALS 
	LAB WORK AND-PRECIOUS METALS 

	Additional charges may apply for lab work and precious metals for procedures involving crowns, bridges, prosthodontics, space maintainers, appliances and any repairs to such items. 
	$22 $22 $110 $325 $350 $400 $400 $500 $550 $169 $168 $169 $85 $55 
	P:1788I105-4I1069I1070 COT thru 2026 EFFECTWE 1/0112026 
	v2025.08 

	313-972-1400
	Macomb County (M) 
	888-98-TEETH
	t:• 
	t:• 

	dencap.com
	SCHEDULE OF BENEFITS AND FIXED CO-PAYS 

	d~JI~Agp 
	code description co-pay code description co-pay PROSTHODONTICS !Class III• MaJor) CROWNS {Class III • MaJor) 
	5110 Complete Upper Denture 
	5120 Complete LoWer Denture 
	5130 Immediate Upper Denture 
	5140 Immediate Lower Denture 
	5211 Upper Partial Denture -resin base 
	5212 Lower Partial Denture -resin base 
	5213 Upper Partial Denture -cast metal framework with resin 
	base, including dasps, rests, and teeth 
	base, including dasps, rests, and teeth 

	5214 Lower Partial Denture -cast metal frame\.VOrk 'Mth resin base, including clasps, rests and teeth 
	5225 Upper Partial Denture -flexible base, including any clasps, rests and teeth 
	5226 Lower Partial Denture -flexible base, including any clasps, rests and teeth 
	5820 Interim Partial Denture -upper 
	5821 Interim.Partial Denture-lower 
	5850 Tissue Conditioning -upper 
	5851 Tissue Conditioning -lower 
	6010 Endosteal Implant in Conjunction with Denture 
	6012 Endosteal Implant in Conjunction with Denture 
	6210 Pantie-cast high ooble metal 
	6211 Pol1tic -cast predominantly base m_etal 
	6212 Pantie -cast noble metal 
	6240 Pantie -porcelain fused to high noble metal 
	6241 Pantie-porcelain fused to predominantly base metal 
	6242 Pantie-porcelain fused to noble metal 
	6245 Pantie -porcelain/ceramic 
	6740 Retainer CroYm -porcelain/ceramic 
	6750 Retainer Crown -porcelain fused to high noble metal 
	6751 Retainer Crown -porcelain fused to predominantly base metal 
	6752 Retainer Crown -porcelain fused to noble metal 
	6780 Retainer Cro~-3/4 cast high noble metal 
	6781 Retainer CroYJn -3/4 cast predominantly base metal 
	6782 Retainer Cro\Ml -3/4 cast ooble metal 
	6783 Retainer Cro\M'\-3/4 porcelain/ceramic 
	6790 Retainer Cro'M'l -full cast high noble metal 
	6791 Retainer Cro\rVl'l -fun cast predominantly base metal 
	6792 Retainer Cro~ -full cast noble metal PERIODONTICS !Class Ill• Major) 
	0180 Comprehensive Periodontal Evaluation 4210 Gingivectomy/Gingivoplasty-4+ teeth/spaces per quad 4211 4212 Gingivectomy/Gingivoplasty"' access for restorative 
	Gingivectomy/Girl@'.ivoplasty-1-3 teeth/spaces per quad 

	procedure, per tooth 4240 Gingival Flap Procedure -4+ teeth/spaces per quad 4241 Gingival Flap Procedure -1-3 teeth/spaces per quad 4249 Clinical Crown Lengthening -hard tissue 4260 Osseous Surgery-4+ teeth/spaces per quad 4261 Osseous Surgery-1-3 teeth/spaces per quad 4341 Peria Scaling ·and Root Planning -4+ teeth per quad 4342 Peria Scaling and Root Planning -1-3 teeth per quad 4355 FuU Mouth Debridement 4381 Site Specific Therapy, generic-per tooth 4910 Periodontal Maintenance 4921 Gingival Irrigation-p
	procedure, per tooth 4240 Gingival Flap Procedure -4+ teeth/spaces per quad 4241 Gingival Flap Procedure -1-3 teeth/spaces per quad 4249 Clinical Crown Lengthening -hard tissue 4260 Osseous Surgery-4+ teeth/spaces per quad 4261 Osseous Surgery-1-3 teeth/spaces per quad 4341 Peria Scaling ·and Root Planning -4+ teeth per quad 4342 Peria Scaling and Root Planning -1-3 teeth per quad 4355 FuU Mouth Debridement 4381 Site Specific Therapy, generic-per tooth 4910 Periodontal Maintenance 4921 Gingival Irrigation-p
	Crown-resil"K)ased composite, anterior $134 Onlay -metalliC, two surfaces $407 Onlay -metallic, three surfaces $405 Oillay -metallic, four surfaces $417 Onlay-porcelain/ceramic, two surfaces $417 Onlay -porcelain/ceramic, three-surfaces $400 Onlay -porcelain/ceramic, four surfaces $414 Onlay-resin-based compbslte, two surfaces $397 Onlay -resin-based composite, three surfaces $401 Onlay -resin-based composite, four surfaces $403 Crown-porcelain/ceramic $507 Crown-porcelain fused to high noble metal $477 Cro

	ORAL SURGERY (Class 111 • Major) 
	ORAL SURGERY (Class 111 • Major) 
	ORAL SURGERY (Class 111 • Major) 
	$500 $500 $550 $550 $550 $550 $600 

	$600 
	$600 
	$600 
	$375 $375 $42 $42 $1,142 $988 $470 $334 $358 $431 $312 $326 $478 $536 $431 $305 
	2390 
	2542 2543 2544 2642 2643 2644 
	2662 
	2663 
	2664 2740 2750 
	2751 
	2752 2780 
	2781 
	2782 2783 2790 2791 2792 2799 2930 
	2931 
	2932 2933 
	2950 2952 2954 
	$326 $410 $252 $305 $515 $445 $254 $331 
	$27 $132 $108 $81 
	$221 $174 $368 $268 $221 $58 $48 $37 $45 $42 $6 
	7111 7140 7210 7220 7230 7240 7241 7250 7280 7285 7286 7287 7310 
	7311 
	7320 
	7321 
	7471 7472 7473 
	7510 
	Extraction -coronal remnants (primary tooth) 
	Extraction -coronal remnants (primary tooth) 
	Extraction -coronal remnants (primary tooth) 
	$32 

	Extraction -erupted tooth or exposed root 
	Extraction -erupted tooth or exposed root 
	$32 

	Surgical Removal of an Erupted Tooth 
	Surgical Removal of an Erupted Tooth 
	$56 

	Removal of Impacted Tooth-soft tissue 
	Removal of Impacted Tooth-soft tissue 
	$63 

	Removal of Impacted Tooth-partially bony 
	Removal of Impacted Tooth-partially bony 
	$71 

	Remgval of Impacted Tooth-completely bony 
	Remgval of Impacted Tooth-completely bony 
	$91 

	Removal of Impacted Tooth-complicated 
	Removal of Impacted Tooth-complicated 
	$127 

	Surgical Removal of Residual Tooth Roots 
	Surgical Removal of Residual Tooth Roots 
	$100 

	Surglcal Access of an Unerupted Tooth 
	Surglcal Access of an Unerupted Tooth 
	$137 

	Incisional Biopsy of Oral Tissue -hard 
	Incisional Biopsy of Oral Tissue -hard 
	$340 

	lncisional Biopsy of Oral Tissue -soft 
	lncisional Biopsy of Oral Tissue -soft 
	$185 

	Exfoliative Cytological Sample Collection 
	Exfoliative Cytological Sample Collection 
	$63 

	Alveoloplasty in Conjunction with Extractions 
	Alveoloplasty in Conjunction with Extractions 
	-

	$56 

	4+ teeth/spaces per quad 
	4+ teeth/spaces per quad 

	Alveoloplasty in Conjunction with Extractions 
	Alveoloplasty in Conjunction with Extractions 
	-

	$43 

	1-3 teeth/spaces per quad 
	1-3 teeth/spaces per quad 

	Alveolopli3.sty not in Conjunction with Extractions 
	Alveolopli3.sty not in Conjunction with Extractions 
	-

	$95 

	4+ teeth/spaces 
	4+ teeth/spaces 

	Alveoloplasty not in Conjunction with Extractions 
	Alveoloplasty not in Conjunction with Extractions 
	-

	$74 

	1-3 teeth/~paces 
	1-3 teeth/~paces 

	Removal of Lateral Exostosis 
	Removal of Lateral Exostosis 
	$157 

	Removal of Torus Palatinus 
	Removal of Torus Palatinus 
	$151 

	Removal of Torus Mandibulalis 
	Removal of Torus Mandibulalis 
	$148 

	Incision and Drainage of Abscess -intraoral soft tissue 
	Incision and Drainage of Abscess -intraoral soft tissue 
	$44 

	Benefits are subject to change. 
	Benefits are subject to change. 



	ORTHODONTICS (Class 11/ • Orthodontics) 
	ORTHODONTICS (Class 11/ • Orthodontics) 
	ORTHODONTICS (Class 11/ • Orthodontics) 
	Umitations and Exclusions found at: 

	Approved referral from DENCAP to an in-network Orthodontist is required 
	Approved referral from DENCAP to an in-network Orthodontist is required 
	dencap.comlgeneraf-policies 

	Continuous coverage is required for the duration of the treatment Up to Age 19, $1800 benefit / Over age 19, $1200 benefit (Lifetime benefit) • 12 to 24 months standard orthodontic treatment; lnterceptive Ortho !snot covered 
	Continuous coverage is required for the duration of the treatment Up to Age 19, $1800 benefit / Over age 19, $1200 benefit (Lifetime benefit) • 12 to 24 months standard orthodontic treatment; lnterceptive Ortho !snot covered 


	GENERAL LIMITATIONS & EXCLUSIONS 
	. . 
	. . 

	DIAG~OSTIC: EXAMS 
	. . .. .. 
	Periodic, ~lmlted or Comprehensive Oral Evaluation Comprehensive Periodontal Evaluation 
	TWO EXAMS EVERY 12 MONTHS Assessment of a Patient 
	Consultation/Second Opinion •.•
	.. 

	.. . , . ... ----·---,.. . . 
	qlAGNOSTIC:X-RAYS.
	... .' . .
	·
	·
	-

	' 

	Full Mouth Radlographs 
	ONCE EVERY 5YEARS Panoramic Radlograph Perlaplcal Radlographs NO MORE THAN 12 IMAGES PER 12 MONTHS Bltewing Radlographs NO MORETHAN4 IMAGES, ONCE EVERV6 MONTHS 
	.. . 
	. 

	PR!,VENTIVE
	PR!,VENTIVE

	. ... ------... 
	.. . . 

	TWO EVERY 12 MONTHS Prophylaxis (Cleaning) -Adult Two addlUonal cleanings may be al\a-Ned every 12months for patients that are pregnant, diabetic, or otherwise medicaUycompromised, at the recommendation of a licensed dental professional. 
	Prophylaxis (Cleaning)• Child THREE EVERY 12 MONTHS Debrldement ONCE EVERY 2 YEARS TWO EVERY 12 MONTHS
	Topical Application of Flourlde Varnish/Non-Varnish 
	Underthe a~ of 3, f!ouride Is covered 4 everv12 months ONCE PER2 YEARS, PER QUADRANT -COVERED UP TO AGE 14 
	Space Maintainers ONCE PER LIFETIME, PER QUADRANT-OVER THE AGE 14 WrimaruTeeth On\v\ ONCE EVERY 3 YEARS, PER TOOTH; AGES S-15 
	Sealant ONCE PER LIFETIME, PER TOOTH; AGES 16-19 First and second unrestored molars only 
	. .. . . .. .
	• -RESTORATl9NS: MiNO~ 
	---· .
	---· .
	-

	-Amalgam Fillings ONE FILLING PER SURFACE, PER TOOTH EVERY2 YEARS 
	Composite Fillings ONE FILLING PER SURFACE, PER TOOTH EVERY2 YEARS --·-·· --... ---·
	-

	..
	..

	RESTORATIONS: CROWNS 
	' , ; ';' '. 1 Porcelain and Non-Porcelain Crowns ONCE EVERY 5 YEARS, PER TOOTH 
	Onlays

	Stainless Steel Crown ONCE EVERY SYEARS, PER TOOTH; COVERED UPTO AGE21 
	----., ----. .. ... ...
	---·· 
	CROWN REPAIR. 
	CROWN REPAIR. 
	.. .. 

	Recement Restoration ONCE EVERY6 MONTHS, PER TOOTH 
	Protective Restoration ONCE PER LIFETIME, PER TOOTH; COVERED UP 10 AGE 21 Pulp Cap 
	Core Buildup 
	ONCE EVERY 5 YEARS, PER TOOTH Post and Core In addition to Crown 
	Pin Retention ONCE EVERY2YEARS, PER TOOTH -· -,---· . .. . ··-· . ··-. .. . -• ... -----. --,-,_•~--
	-

	... ENDO~ONTICS
	... ENDO~ONTICS

	----.. Pulpotomy ONCE PER LIFETIME, PER TOOTH-COVERED UP TO AGE 21 ONCE PER LIFETIME, PER TOOTH
	Root Canals 
	Molar root canal theraovls not a ~red benefitfor third molars 11,16, 17, 32l. ONCE PER LIFETIME. PER TOOTH
	Retreatment of Root Canal 
	Retreatmentol molars ls not aCO\lered benefitfor third molars f 116.17. 321. Apicoectomy ONCE PER LIFETIME, PER TOOTH; COVERED UPTO AGE21 
	. ·-. . . -,.
	PERIO_DONTICS 
	PERIO_DONTICS 
	..
	. ---
	-


	ONCE EVERY TWO YEARS, PER QUADRANT PerldontalScallng and Root Planing Covered when probing depths are greater than or equal to 4mm. Toe eKµected prognos!s of the teeth must be more than one 11ear. Clinical Crown Lengthening ONCE PER LIFETIME, PER TOOTH Glngivectomy/Glnglvoplasty ONCE PER LIFETIME, PER TOOTH OR QUADRANT Osseous Surgery ONCE EVERY 3 YEARS Full Mouth Debrldement ONCE EVERY 2 YEARS 4 VISITS EVERY 12 MONTHS
	Periodontal Maintenance 
	Rlllowine: Scaline: and Root Planlmi: or otheroeriodontal treatment 
	. --·-----... . .. .. . 
	-

	PROSTHODONTICS
	PROSTHODONTICS

	--·--· -----.. --
	-

	. -Complete or Immediate Upper/Lower Denture Upper/Lower Partial Denture-Resin or Flexible base ONCE EVERY 5 YEARS Upper/Lower Partial Denture-Cast Metal frame Occlusal Guard ONCE PER LIFETIME 
	-

	DENCAP Dental Plans 
	DV3.2026 Effective 01/2026 
	-. ---···" . ·-··-··-··------, -AD!llSTMENTSIO DENTURES/PARTIALS . '"'' ----... -~.__ ---., .. _ -' -
	-. ---···" . ·-··-··-··------, -AD!llSTMENTSIO DENTURES/PARTIALS . '"'' ----... -~.__ ---., .. _ -' -
	-. ---···" . ·-··-··-··------, -AD!llSTMENTSIO DENTURES/PARTIALS . '"'' ----... -~.__ ---., .. _ -' -
	-
	-
	-
	-
	-
	-
	-
	-
	-


	ONCE EVERY3 YEARSAdjust or repair Complete Upper/Lower Denture or Partial Adiustment is not oavable on same date of service as aReline. 
	ONCE EVERY3 YEARSAdjust or repair Complete Upper/Lower Denture or Partial Adiustment is not oavable on same date of service as aReline. 

	ONCE EVERV3 YEARSReline complete Upper/Lower Denture or Partial Adlustment is not oavable on same date of service as aReline. 
	ONCE EVERV3 YEARSReline complete Upper/Lower Denture or Partial Adlustment is not oavable on same date of service as aReline. 

	Replace missing/broken teeth or Add Tooth to Denture or Partial ONCE EVERY 12 MONTHS, PER TOOTH 
	Replace missing/broken teeth or Add Tooth to Denture or Partial ONCE EVERY 12 MONTHS, PER TOOTH 

	Repair or replace broken clasp ONCE EVERY 12 MONTHS 
	Repair or replace broken clasp ONCE EVERY 12 MONTHS 

	ONCE EVERYlWO YEARSRebase complete upper/lower denture or partlal ReDne Is not n:nr.oble on same date or service as an adfustment 
	ONCE EVERYlWO YEARSRebase complete upper/lower denture or partlal ReDne Is not n:nr.oble on same date or service as an adfustment 

	Recement or Re-bond fixed partial denture ONCE EVERY 12 MONTHS 
	Recement or Re-bond fixed partial denture ONCE EVERY 12 MONTHS 

	-ORAL SURGERY--' "---------~ ---
	-ORAL SURGERY--' "---------~ ---
	-
	-


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

	Removal of Lateral Exostosls Upper/Lower ONCEPERLIFETIME Oroantula Fistula Closure 
	Removal of Lateral Exostosls Upper/Lower ONCEPERLIFETIME Oroantula Fistula Closure 
	-


	Primary Closure of Sinus Perforation ONCE PER LIFETIME, PER QUADRANT Alveoloplastywlth extractions 
	Primary Closure of Sinus Perforation ONCE PER LIFETIME, PER QUADRANT Alveoloplastywlth extractions 

	Alveoloplasty without extractions ONCE PER FIVE YEARS, PER QUADRANT 
	Alveoloplasty without extractions ONCE PER FIVE YEARS, PER QUADRANT 

	Tooth Relmplantatlon ONCE PER LIFETIME, PER TOOTH-COVERED UPTO AGE 22 
	Tooth Relmplantatlon ONCE PER LIFETIME, PER TOOTH-COVERED UPTO AGE 22 

	----PEDODONTICS --· -· ---··· 
	----PEDODONTICS --· -· ---··· 
	-


	Pediatric dental services are available for members under the age of six (6). These services are considered specialty care and are covered under your specialty care benefit, if applicable. To ensure coverage and minimize out-of-pocket costs, DENCAP recommends obtaining a referral from an in-network general dentist before scheduling an annointment. 
	Pediatric dental services are available for members under the age of six (6). These services are considered specialty care and are covered under your specialty care benefit, if applicable. To ensure coverage and minimize out-of-pocket costs, DENCAP recommends obtaining a referral from an in-network general dentist before scheduling an annointment. 

	EHB (Essential Health Benefits) annual limitation on cost sharing (patient maximum out of pocket cost) is $450 per child, $900 for two or more children; this applies only 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. --------. -------_.._ -· GENERALfil{CB)~!QN~_(tion-qovered B.•~@t~)-----
	EHB (Essential Health Benefits) annual limitation on cost sharing (patient maximum out of pocket cost) is $450 per child, $900 for two or more children; this applies only 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. --------. -------_.._ -· GENERALfil{CB)~!QN~_(tion-qovered B.•~@t~)-----
	-
	-
	-
	-
	-
	-


	Dental Services not listed on the "Schedule of Benefits and Fixed Co-Paysff Is not a covered benefit Dental treatment for cosmetic purposes, or treatment rendered for the explicit purpose of Improving appearance, such as implants, transplants or grafts. TreatmentforTemporalMandlbular Jolnt(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 cl
	Dental Services not listed on the "Schedule of Benefits and Fixed Co-Paysff Is not a covered benefit Dental treatment for cosmetic purposes, or treatment rendered for the explicit purpose of Improving appearance, such as implants, transplants or grafts. TreatmentforTemporalMandlbular Jolnt(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 cl

	·--.. re-ORTHODONTIC EXCLUSIONS 
	·--.. re-ORTHODONTIC EXCLUSIONS 
	-
	-
	-


	Retreatment of prior orthodontic services, unless provided under this policy Is not a covered benefit Orthodontic treatment that would not render satlsfa_ctory results and/or the overall prognosis Is poor !s not covered. Orthodontic treatment during a period of lnellglblllty Is not covered Repair or replacement of a lost or broken orthodontic appliance Is not a covered benefit. lnterceptive Orthodontic treatment is not a covered benefit. Surgical procedures lndlcental to orthodontic treatment is not covered
	Retreatment of prior orthodontic services, unless provided under this policy Is not a covered benefit Orthodontic treatment that would not render satlsfa_ctory results and/or the overall prognosis Is poor !s not covered. Orthodontic treatment during a period of lnellglblllty Is not covered Repair or replacement of a lost or broken orthodontic appliance Is not a covered benefit. lnterceptive Orthodontic treatment is not a covered benefit. Surgical procedures lndlcental to orthodontic treatment is not covered
	-
	-


	Refer to the plan Schedule of Benefits and Co-Payments for applicable benefit waiting periods. 
	Refer to the plan Schedule of Benefits and Co-Payments for applicable benefit waiting periods. 


	Appendix F Active Employees Vision Benefits 

	BCBSM Vision Benefits 
	BCBSM Vision Benefits 
	Figure
	MACOMB COUNTY EMPLOYEES 0070004480075 -08BG2 Effective Date: 01/01/2026 
	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 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 under.-vritten. If your group Is self-funded, please see any other plan documents your group uses. If there is a discrepancy betwe
	Blue Vision benefits are provided by Vision Service Plan (VSP), the largest provider of vision care in the nation. VSP is an independent company providing vision benefit services for Blues members. To find a VSP doctor, call 1-800-877-7195 or log on to the 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) 
	Member's responsibility (copays) 

	~I_s_e_~_~fi_,t_s__________________-___---_J VS~ networ~ ~~ctor_ . II Non-VSP provider 
	Eye exam None None 
	--'" ,-· ------------
	--'" ,-· ------------
	-


	Prescription glasses (lenses and/or frames) None None (member responsible for difference between approved amount and provider's charge) 
	Medically necessary contact lenses None None (member responsible for difference between approved Contact lens suitability examination (fitting and evaluation) Up to $60 copay amount and provider's charge) 
	Note: No copay Is required for prescribed contact lenses that are not medically necessary. 
	Note: No copay Is required for prescribed contact lenses that are not medically necessary. 
	Eye exam 

	j senefits )[ VSP network doctor _ !I Non-VSP provider
	L---------------------------_., ---... --
	-

	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 to copay (member responsible for determine the overall visual health of the patient. any difference) 
	One eye exam in any period of 12 consecutive months 
	Lenses ancl frames • 
	,I_B_e_n_ef_it_s_-________________________]\ VSP_ network doctor _ 
	ij Non-VSP provider 

	.11...---------Standard lenses (must not exceed 60 mm in diameter) prescribed and 100% of approved amount Reimbursement up to approved dispensed by an ophthalmologist or optometrist. Lenses may be molded or amount based on lens type ground, glass or plastic. Also covers prism, slab-off prism and special base (member responsible for any curve lenses when medically necessary. difference) 
	-

	• Standard Progressive Lenses -Covered when rendered by a VSP 
	• 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 
	months 

	ADM PLANYR JAN;ASCMOD 9778 VIS;BLUE VISION;BV SPL;BV-CLSE;BVC;BVFL;BVPP CHOICE NET 
	Blue Cross Blue Shleld of Michigan is a nonprofit corporation and Independent llcensee of the Blue Cross and Blue Shield Association. Page 1 of2 000016537875 
	LIB_e_n_e_fi_,t_s____________________.Jil VSP network doctor 71Non-VSP provider 
	Standard frames $100 allowance that is applied toward • Reimbursement up to $65 less frames (member responsible_ for any cosi $10 copay (member responsible ,exceeding the allowance) less __ ·--~ _.! 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 
	One frame in any period of 12 consecutive months 
	different frames within the frame allowance. 
	Contact Lenses 

	Benefits !! VSP network doctor JINon-VSP provider 
	I

	L-----------------------------'·• . 
	Medically necessary contact lenses (requires prior authorization approval ; 100% of approved amount J Reimbursement up to $210 from VSP and must meet criteria of medically necessary) ; (member responsible for any __ --· _____________ -· J difference) Contact lenses up to the allowance in any period of 12 consecutive months 
	Contact lens suitability examination (fitting and evaluation) $120 allowance that is applied toward l $105 allowance that is applied 
	'contact lens exam (fitting and materials) : toward contact lens exam (fitting Elective contact lenses that improve vision (prescribed, but do not meet and the contact lenses (member : and materials) and the contact criteria of medically necessary) 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 9TT8 VIS;BLUE VISION;BV SPL;BV-CLSE;BVC;BVFL;BVPP CHOICE NET 
	Blue Cross Blue Shield of Michigan ls a nonprofit corporation and Independent licensee of the Blue Cross and Blue Shield Association. Page 2 of2 000016537875 
	HAP 
	HAP 

	Please refer to the HAP Medical Benefits Summary 
	MEMORANDUM OF UNDERSTANDING REGARDING CERTAIN HEALTH BENEFITS 
	WHEREAS, '!"he 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 TECHNICAL, PROFESSIONAL AND OFFICEWORKERS ASSOCIATION OF MICHIGAN (TPOAM) on behalf of certain employees at Family Court­Juvenile and the Juvenile Justice Center hereby agree to remove elective abortion coverage from the health insurance offered through their Collective Bargaining Agreement and suqstitute prescription drug coverage for contraceptives and coverage for voluntary sterilization. Provided, however, nothing in this Memorandum of Understanding 
	FOR THE UNION: FOR THE EMPLOYER: 
	Karl~Director Human Resources and Labor Relations nile Justice Center/Public Defenders' Office , Vice-President a ly Court/Juvenile Justice Center/Public Defenders' Office 
	Dated: S:-20-.?ro 





