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ARTICLE 1

INTRODUCTION

THIS AGREEMENT was entered into the 1% day of January, 2026 between the COUNTY OF MACOMB,
hereinafter referred to as “"Employer” and the Department of Roads Employees, Road Technicians
Association, hereinafter referred to as “Union.” The headings in this Agreement and attached
exhibits are for reference only and are not intended to add to or detract from the meaning.

ARTICLE 2

PURPOSE AND INTENT

The general purpose of this Agreement is to set forth terms and conditions of employment and to
promote orderly and mutually acceptable relations between the Employer and the Union. To that
end, there shall be no discrimination against an employee because of membership in the Union,
Union activity or acting as a Union officer. The parties agree that the provision of this Agreement
shall apply equally to all employees regardless of religion, race, color, national origin, age, height,
weight, familial status, marital status, sex, sexual orientation, gender identity or union affiliation.

The parties recognize the interest of the community and job security of the employees depend
upon the Emplayer’s success in establishing proper community service. Accordingly, the Employer
and Union shall encourage friendly and cooperative relations between the respective
representatives at all levels and among all employees under the terms of this Agreement.

This provision shall in no way diminish the Union officers’ duty to responsibly administer the
provision herein.

ARTICLE 3
RECOGNITION OF BARGAINING UNIT

Pursuant to, and in accordance with, all applicable provisions of Act 379 of the Public Acts of 1965,
as amended, the Employer does hereby recognize the Union as the exclusive representative for
the purpose of collective bargaining with respect to rates of pay, wages, hours of employment and
other conditions of employment for the term of this Agreement and for all employees of the

Employer included in the bargaining units per Michigan State Labor Mediation Board Case No. R65-
1-111,

Employees not members of this bargaining unit, excluding summer temporary help, as defined in
Article 13.A, Seniority, Probationary and Non-Seniority Employees, shall not perform bargaining
unit work unless justified by reasonable considerations. Should the performance of such work be
challenged by the Union, justification shall be reduced to writing by the instigating or performing
party and submitted to the local Union President. If the response is unacceptable, the matter shall
become the subject of a special conference. If there is no agreement, the matter shall become a
subject of the Grievance Procedure, Step III.

ARTICLE 4
AID TO OTHER UNIONS
The Employer will not aid, promote or finance any labor group or organization which purports to

engage in collective bargaining or make any agreement with any such group or organization for
the purpose of undermining the Union, as set forth in Public Act 379 of the State of Michigan.
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ARTICLE 5

UNION DUES, SERVICE FEES AND INITIATION FEES AND INITIATION FEES COLLECTION

During the life of this Agreement and to the extent the laws of the State of Michigan permit, the
Employer agrees to deduct Union membership dues and initiation fees, in accordance with the
Constitution and By-Laws of the Union, from the wages or compensation paid to each employee
who authorizes the payroll deduction.

Deductions shall be made only in accordance with the authorization.

Deductions for each calendar month shall be remitted to the designated local Union officer, with a
listing of employees for whom said deductions were made.

In the event the designated local Union officer determines a member to be delinquent, the
designated local Unicn officer shall notify the Employer an a quarterly basis of the name(s) of the
delinquent Employee(s) and the amount of each delinquency. The Employer shall then deduct the
amount of the delinquency from the wages or compensation to be paid the employee, if the
Employer has not already deducted the amount owing. The deduction shall be remitted to the
designated local Union officer during the month following notification. In the event employee dues
are not delinquent, the Union shall reimburse the employee for those dues erroneously deducted.

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

The Union will defend, indemnify and save harmless the Employer from any and all claims,
demands, suit and other liabilities by reason of action taken or not taken by the Employer for the
purpose of complying with Article 5 of this Agreement.

ARTICLE 6
STEWARDS AND ALTERNATE STEWARDS

There are seven (7) Service Centers represented within the bargaining unit, numbered and location

as follows:
Service Center I Washington
Service Center I1I New Haven
Service Center III Clinton Township
Service Center IV Shelby
Service Center V Vehicle Maintenance
Service Center VI Electrical Department
Service Center VII Sign Department

The number of representative Service Centers shall be seven (7) as above referenced. The
Employer and the Union may redistrict representative Service Centers from time to time by way of
mutual agreement.

There shall be one (1) steward and an alternative steward in each representative Service Center
who shall exclusively represent all the employees working in that representative Service Center.
The stewards and alternate stewards shall be regular employees working in the Service Center



they represent. Employees will be exclusively represented by the steward of the representative
Service Center to which they are assigned. The chief steward may represent the employees.

1. The chief steward, with proper notice to the supervisor, shall be granted leave from his/her
work without loss of pay to represent a steward or an employee discharged, disciplined without
pay, or needing representation in the absence of a steward or alternate steward.

2. The stewards may service grievances in accordance with the terms of Article 8, Grievance and
Grievance Procedure. The supetvisor will grant time as soan as possible, buk in any event, not
later than the next regularly scheduled working day to service grievances. The right of
stewards leaving their work during working hours without loss of time or pay is subject to the
understanding that the time will be devoted to the proper handling of grievances as set forth
in Article 8, Grievance and Grievance Procedure, and will not be abused. Stewards will perform
their regularly assigned work at all times, except when necessary to leave their work to handle
grievances as provided herein. Any alleged abuse by either party will be a proper subject for
a special conference.

3. On all overtime work or prior programmed overtime waork, the steward or alternate steward
shall be continued at work ar the first called as long as he/she can perform the work. If the
shift continues beyond two (2) hours, the Employer is obligated to call in a steward or alternate
steward, if he/she can perform the work, to replace the crew member with the greatest
accurnulated overtime, or to add the steward to the crew.

ARTICLE 7

SPECIAL CONFERENCES

Special conferences for important matters not related to grievances may be arranged between the
Local President or his designated representative. Such conference shall be arranged within five
(5) to twenty (20) work days from the date of written request. Such conferences shall include at
least two (2) representatives of the Employer and at least two (2) representatives of the Union. A
written agenda of the matters to be addressed at the meeting together with the names of the
participating conferees representing the requesting party shall be presented at the time the
conference is requested. Members of the Union shall not lose time or pay for time spent in special
conferences. Special conferences may be attended by Road Tech Legal Counsel. The Union or
Employer representatives request for caucus time during the conference shall be granted. Special
conferences shall not be a substitute for the grievance procedure. This language will in no way
preclude exercise of the grievance procedure.

ARTICLE 8
GRIEVANCE PROCEDURE

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

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

1. STEP 1: The employee must first discuss the specific grievance with their immediate Supervisor or
designee. A Steward shall be present at this meeting; otherwise, the complaint shall not be
considered a formal grievance, as outlined in this Article. The immediate Supervisor shall attempt
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to adjust the matter consistent with the terms of this Agreement as soon as possible, and shall,
within five (5) days, give a verbal answer to the employee and their Steward.

2. STEP 2: WRITTEN — DEPARTMENT HEAD:

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

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

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

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

b. The Union President, or designee, must make a request in writing to conduct a Step 3 grievance
meeting and the Parties shall conduct a Step 3 meeting within fifteen (15) days of the receipt
of the Union President’s or Steward written request. The Union President, or designee, and
Road Technicians Association Representative shall meet with the Director, Human Resources
and Labor Relations, or designee, as scheduled for Step 3 grievance meetings. Dates and
times shall be mutually agreed upon. The Union representatives at said meeting may include,
at the Union's discretion, the Union President or designee, the grievant, the Steward and a
Road Technicians Association Representative. In addition, a witness(es) may be in attendance
if deemed necessary by both Parties.

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

4. STEP 4: ARBITRATION:

If the grievance is not resolved at Step 3, the Union President has thirty (30) days from the
receipt of the Step 3 answer to file a Notice of Intent to Arbitrate, by sending a letter to the
Director, Human Resources and Labor Relations. If the Union President fails to request
arbitration within this time limit, the grievance shall be deemed not eligible to go to arbitration.

C.  SELECTICN OF THE ARBITRATOR:

1. Within 30 days of the receipt of the written Notice of Intent to Arbitrate, the County and the
Union will attempt to mutually select an Arbitrator. In the event that the parties cannot agree
upon an arbitrator, the Union will have an additional 10 days to request the Michigan Employment
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Refations 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 Parties recognize that, through no fault of either, an arbitrator may not be available for an
extended period of time, to hear a case (extended period of time shali mean three (3) months
or longer). The Parties may then move to the next arbitrator listed.

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

An arbitrator may be removed from the list by written consent of both parties during the life of
the Agreement. Upon such removal, no further cases will be assigned to-that arbitrator, but the
arbitrator will hear and decide any cases already assigned to him/her. Within thirty (30) days
after such removal, the Parties shall meet and mutually agree upon another arbitrator to replace
the arbitrator removed. The newly-selected arbitrator will be placed on the list in the numbered
position of the arbitrator hefshe replaces. An arbitrator may remove himself/herself from the list
at any time.

If the Parties agree, in a particular case, not to use the list of arbitrators, they may agree in
writing to use the American Arbitration Association selection procedure.

AUTHORITY OF THE ARBITRATOR:

1.

2.

All arbitration hearings shall be governed by the rules of the American Arbitration Association.

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

The arbitrator shall have no power to establish or modify job dassifications, to establish wage
rates, or to change any existing wage rate, work schedule, or assignment.

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

To the extent that the laws of the State of Michigan permit, it is agreed that any arbitrator's
decision shall be final and binding on the Union and its members, the employee or employees
involved, and the Employer, and that there shall be ne appeal from any such decision unless

such decision shall extend beyond the limits of the powers and jurisdiction herein conferred upon
such arbitrator.

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

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

The fees and approved expenses of an arbitrator will be paid by the Parties equally.



GENERAL CONDITIONS;

1.  Withdrawal Of Grievances: A grievance may be withdrawn and, if so withdrawn, all financial
liability shall be cancelled. If the grievance is reinstated, the financial responsibility shall date
only from the date of reinstatement. If the grievance is not reinstated within fifteen (15) days
from the date of withdrawal, the grievance shall not be reinstated.

2. Computation Of Back Wages: All claims for back wages shall be limited to the amount of straight
time wages less any unemployment compensation.

3.  Time Of Appeals: Any grievance not appealed within the time specified in the particular step of
the Grievance Procedure, shal! be considered settled and not subject to further review. In the
event that the Employer shall fail to supply the Union with its answer in writing to the particular
step within the specified time limits, the 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
petiod for answer.

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

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

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

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

ARTICLE 9

PROMOTION OF PRODUCTIVITY AND EFFICIENCY

The Union recognizes the responsibilities imposed upon it as exclusive bargaining agent of the
employees and also recognizes the Employer must abide by the statutes of the State of Michigan
while simuitanecusly maintaining the Macomb County road system as efficiently and cost effectively
as possible consistent with prevailing labor standards. The Union acknowledges the employees
within the bargaining unit will be expected to individually and collectively perform efficiently and
productively.

The Union recognizes that public service and public safety are of utmost importance. Procedures
and activities undertaken in response to situations threatening or posing to threaten public safety
or public service shall be given priority.

The supervisor shall have the right to temporarily or permanently correct a hazardous condition of
limited extent. If the hazardous condition extends beyond what can reasonably be considered
limited, the supervisor shall call a crew as hefshe deems appropriate.

If properly classified personnel are unavailable within the Service Center, an available qualified
employee may be assigned work in either a higher, lower or comparable classification, consistent
with seniority.



ARTICLE 10

NO STRIKE CLAUSE

The Union recognizes that strikes are illegal and contrary to public policy in Michigan and that
strikes are detrimental to the public health, safety and welfare. The Union agrees that no strike of
any kind shall be caused or sanctioned by the Union at any time during the life of this Agreement.
The occurrence of any such acts or actions prohibited in this Article by the Union shall be deemed
a violation of this Agreement. Any employee who commits any of the acts prohibited in this Article
may be subject to discharge or other disciplinary action as may be determined by the Employer.

ARTICLE 11
MANAGEMENT RIGHTS

The Union recognizes that management of the Department of Roads is vested exclusively in the
Employer. As such, the Employer shall continue to have all rights customarily reserved to
Management, including the right to hire, transfer and determine how many employees it will employ
or retain in various capacities; 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.

Directions of the work and execution of its various duties, functions and responsibilities are vested
exclusively with the Employer except as specifically limited by this Agreement or subsequent
amendments through Memorandums of Understanding, which are approved and adopted by the
Employer.

ARTICLE 12
DISCHARGE AND DISCIPLINE

If any seniority employee is discharged or subjected to disciplinary action, the steward of the
Service Center and the local president will be notified by Management in writing within the next
regularly scheduled work day. Any notice of discharge or disciplinary action invelving time off shall
be given to the employee, his/her steward and his/her supervisor (if such was not instituted by the
supervisor), no later than one-half (1/2) hour preceding the end of his/her shift.

If the supervisor instituted or caused such an action to be instituted, he/she shall be present when
the notice is given.

The disciplined employee shall be allowed to discuss the discipline with the steward of the Service
Center as soon as possible, but in any event within the next regularly scheduled work day. With
the exception of a discharged employee, the Employer will make available a conference area.

Should the discharged or disciplined employee or steward consider the discharge or discipline to
be improper, a grievance shall be presented in accord with the grievance procedure.

In impaosing any discipline on a current charge, the Employer will not take into account any prior
infractions which occurred more than twenty-four (24) months previous.

Although disciplinary action or discharge may be imposed for other infractions, just cause for
discipline or discharge exists if any employee does not adhere to the Work Rules.

Employees shall not be permitted to use Paid Time Off or sick time for disciplinary time off.
7



H.

Records in Personnel Files:

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

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

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

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

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

ARTICLE 13

SENIORITY, PROBATIONARY AND NON-SENIORITY EMPLOYEES

New Employees hired in the unit shall be considered probationary employees for the first six (6)
months of their employment. There shall be no seniority among probationary, temporary and part-
time employees, Probationary, temporary and part-time employees are at-will employees and can
be discharged without cause.

The Union shall represent new hire probationary employees for the purposes of collective
bargaining in respect to rates of pay, wages, hours and other conditions of employment, except
that at any time during the probatfonary period, the Employer may dismiss the employee and such
employee shall not have recourse to the grievance procedure unless the dismissal is for union
activities.

During the ninety first (90) calendar day trial and training period, new employees will not work
scheduled overtime nor be included on the overtime equalization list. New employees may work
overtime to ensure cantinuity of work for unscheduled overtime situations and may also work when
the permanent employee roster has been exhausted. New employees shall not generally work in
a higher classification, but may be required to train and learn the operation of equipment during
their trial and training period and may also assist when snow removal is necessary. New employees
with less than six (6) months but more than four (4) months of continuous employment will be
allowed to bid on higher classifications within their service center provided they receive the
approval of their immediate supervisar.
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Temporary and part-time employees shall not work overtime. Itis understood that a situation may
arise such as an equipment breakdown, delay of materials or act of God which may prevent a
temporary or part-time employee from returning to the Service Center prior to the conclusion of a
regularly scheduled shift.

The date of seniority for all employees having identical dates of hire shall be determined by
application of the Random Numbers Table located at the back of this Agreement.

The Employer shall provide the Unian with a list of new hires upon request. Within 15 working days
of the request, the Union shall be provided the list.

The Employer shall provide the Union Seniority for promotion and lay-off shall be oh a Road
Technician Association bargaining unit basis in accordance with the employee’s most recent date
of entry into the Road Technician Association as evidenced on the seniority list.

ARTICLE 14
SENIORITY LIST

Seniority shall not be affected by race, sex, marital status, age, religion or dependents of an
employee,

The seniority list-of the date of this Agreement will show the names, job titles and seniority dates
of all employees of Road Technician Association entitled to seniority.

The Employer shall provide the Union President with an up-to-date seniority list every ninety {90)
days. Such list shall include employee addresses and designate those employees who are in
probationary status.

An employee accepting a job classification in another bargaining unit within the County shall retain
their accumulated seniority while a member of Road Technician Association. Such accumulated
senifority shall be vested for a pericd equal to the time the employee is a non-member for Road
Technician Association. When such time as a non-member of Road Technician Association exceeds
that which is vested in Road Technician Association, all seniority rights in Road Technician
Association shall be terminated.

If employees with seniority and holding a job classification in another bargaining unit suffer a job
displacement causing their return to Road Technician Association, they shall only exercise their
vested seniority rights at any entry level position.

This language shall become effective with this Agreement and shall not be retroactive.

ARTICLE 15

LOSS OF SENIORITY

An employee shall forfeit seniority rights for the following reasons:
1. He/she resigns or terminates his/her employment with the Employer.

2. He/she is dismissed and not subsequently reinstated in accordance with appropriate
provisions of the Agreement between the Parties.
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3. He/she is absent without leave for a pericd of three (3) consecutive working days without
notifying the Employer. After such absence, the Employer will send written notification to
the employee at his/her last known address that he/she has lost his/her seniority and
his/her employment has been terminated. If the disposition made of any such case is not
satisfactory, the matter may be referred to the grievance procedure. In proper cases
exceptions shall be made by the Employer.

4, He/she retires.

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

6. If he/she does not return to work when recalled from layoff. The recall rights are spelled
out in this Agreement between the Parties.

7. Return from Sick Time and Leaves of Absence will be treated the same as paragraph
15.1(c) above.

ARTICLE 16

SHIFT PREFERENCE

Shift preference will be granted on the basis of seniority within the classification, within the Service
Center. In proper cases, exceptions may be made with agreement by both parties.

Transfer to the desired shift will be effective within the two (2) weeks following the end of the
current pay period within which the written request was made.

The exercise by employees of their seniority for the purpose of shift transfers shall be limited to
two (2) occasions. per year unless additional transfers of this type are permitted by agreement of
the Employer and Union.

ARTICLE 17

SENIORITY OF OFFICERS AND STEWARDS

Notwithstanding their position on the seniority list, the President, Stewards and Chief Steward of
the Local Union shall, in the event of a layoff, be continued at work at all times when one or more
Service Centers or fractions thereof are at work, provided they can perform any of the work
available.

Notwithstanding their position on the seniority list, stewards shall, in the event of layoff of any
type, be continued at work as long as there is a job In their Service Center which they can perform
and shall be recalled to work in the event of a layoff to the first open job in their Service Center
which they can perform.
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ARTICLE 18

SUPPLEMENTAL AGREEMENTS

All supplemental agreements shall be subject to the approval of the Employer and RoadTech
Association Legal Counsel. They shall be approved or rejected within a period of fifteen (15)
calendar days following the date they are filed by RoadTech or the Employer through the Union.

ARTICLE 19
LAYOFFS

Layoff shall be defined as a reduction in the work force resulting from a decrease of work or lack
of funds

If a reduction in the work force becomes necessary the following will be mandatory:
1. All seasonal, part-time and probationary employees shall be terminated.

2. If a further reduction is necessary, the Employer shall determine and select the
classification(s) to be eliminated. Such reduction in the case of seniority employees will be
made in inverse order of seniority as defined in Article 13.

3. The Employer shall prepare a bump list of all employees who might be affected together with
a list of the similar or lower classification(s) to which each of those employees may be eligible
to bump. A copy of the official Employer bump list shali be provided to the Local Union
President or hisfher representative simultaneous with its final preparation. In determining
the classification(s) qualifications. “Qualified” for purposes of this, is defined as current ability
to do the available work without further training.

4. The Employer shall follow the same procedure described in paragraph 19.2(c) afore
referenced for all subsequent bumps. This process shall be continued until the seniority and
classification(s) of the employee(s) who remain(s) afford(s) no further bumping rights.

As soon as possible, but in no event later than five (5) working days following notification to the
Union that the bump list has been finally prepared, a meeting shall be convened between three (3)
Employer represents and three (3) Union representatives to discuss the proposed bumping
sequence. If the Union disagrees with the bumping sequence as presented by the Employer, every
effort will be made to resolve the dispute through negotiations. If no agreement can be reached,
the Union may exercise its grievance rights beginning with Article 8.2(b), Step 2, independent of
the bumping process. In any event, disagreement as to the employee(s) to be bumped and
ultimately faid off will be resolved by mutual agreement between the Employer and Union or as
selected by the Employer over the protest of the Union. Any employee in the bumping sequence
who desires to accept a layoff rather that bump, shall be considered to have completed the bump
process. The Employer/Union meeting shall be final as to the bumping sequence and no employea
will possess any further bumping rights related to his/her layoff other than those preserved through
the grievance process as afore referenced.

Employee(s) to be laid off shall receive at least fifteen (15) working days notice of layoff.
Simultaneous with the layoff notice, all employees changing job assignment/classification through
the bumping process shall be given the effective date of their new job assignment/classification.
The time constraints in this Article will be waived in the event of natural disasters to the Service
Center(s). :
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Members of Road Technician Association will be given first opportunity to apply for employment
among other Department of Roads bargaining units prior to outside hiring. Further, a laid off
employee shall be considered as employed for purposes of bidding on a posted vacancy as set
forth in Article 24 of this Agreement.

ARTICLE 20

RECALL PROCEDURE

When the work force is increased or job openings occur during the period employee(s)- are on
layoff, employee(s) will be recalled according to their seniority and consistent with Paragraph 20.2.

Any laid off seniority employee will be remaved from their recall list at the end of a two (2) year
period unless he/she notifies the Employer in writing within thirty (30) calendar days following
expiration of the two (2) year pericd that he/she desires to remain on the recall list. Further, the
employee shall continue to give the Employer written notice each year of his/her desire to remain
on the recall list at least thirty (30) calendar days following each anniversary.

A laid off seniority employee will be responsible to register his/her address with the Employer and
any subsequent change of address. Notice of recall shall be sent to the employee by registered or
certified mail at the last address filed with the Employer. An employee shall be expected to report
for work within fourteen (14) calendar days after delivery of notice of recall, and his/her failure to
report or make alternative arrangements with the Employer shall be considered a quit as set forth
in Article 15.6, Loss of Seniority, of this Agreement.

ARTICLE 21
TRANSFERS

If an employee is transferred to a position nct included in the Road Technician Association
bargaining unit and is thereafter returned to a position in the Road Technician Association
bargaining unit, his/her seniority shall be computed in accordance with Article 14, Seniority List,
except for the purpose of computing fringe benefits, which shall be determined by years of service.

Temporary employee transfers shall be on the basis of seniority and individual skill and ability as it
related to the productivity and efficiency of the respective assignment. Transfers shall not exceed
one hundred twenty (120) days without mutual consent of the Employer and the bargaining unit.
Temporary employee transfers are not intended to avoid employee promotional opportunities.

When a transfer occurs in accordance with Paragraph 21.b., the employee(s) shall have at least
five (5) calendar days’ notice.

ARTICLE 22
ATTENDANCE
Unauthorized absences will be subject to disciplinary action as follows:

1. When an employee has exhausted all sick and Paid Time Off, he/she will be considered to
have zero time. An absence is considered to be an absence of 1/2 hour or more.

1%t zero time absence —~ verbal warning
2" zero time absence — written warning
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3 zero time absence — 1 day suspension
4% zero time absence — 3 day suspension
5% zero time absence — subject to discharge

Zero time absences will be counted during any 24 month period, which is defined as a combination
of 24 consecutive months. Each day of an unauthorized absence will count as 1 zero time absence.

The following will not count as zero time absences for the purpose of this Article. Absences because
of:

1. On the job injury
2.  Long or short term disability
3. Approved leave under the Family and Medical Leave Act

All employees are expected to be at their regularly assigned Service Center at their scheduled
starting time. If any employee is tardy, which is defined as not at their regularly assigned Service
Center at their scheduled starting time, hefshe will be subject to the following progressive
disciplinary action if said tardiness occurs within any twelve (12) month period:

2 tardies — verbal warning

3 tardies — written warning

4 tardies — 1 day suspension’

5 tardies — 3 day suspension

6 tardies — 5 day suspension

7 tardles — subject to discharge

Being considered tardy begins with the date of the first occurrence.
ARTICLE 23

LEAVE FOR UNION BUSINESS

Members of the Local Union selected by the Regional Council or International Union to do work
which takes them from their employment with the Employer shall, at the written requests of the
Regional Council or International Union, receive temporary leaves of absence for periods not to
exceed three (3) years or one (1} term of office, whichever may be shorter, and upon proper
requests of the Regional Council or International Union and approval by the Employer.

ARTICLE 24

VACANCIES, TRAINING AND PROMOTIONS

Employees in this bargaining unit will be given first consideration for job openings represented by

the Union.

1. The classification of Custodian, Highway Maintenance Person, Electrician A, Master
Mechanic and Master Welder will be posted externally to the public concurrently with the
bid period, as described in this article.

Job vacancies will be posted for bid a period of 5 calendar days on the bulletin board in each work
area and on the on-line recruitment site. Job postings will reflect the location, position, and if
applicable, the type of equipment and the equipment number.

Bid award opportunities will be given to employees within this union based on seniority.
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The employee granted the bid will be given a 60 calendar day trial and training period. The first
30 calendar days will be considered training and the remaining 30 calendar days a trial period.
Extensions of the trial period will ba by mutual agreement between Union and Employer. If an
employee has been previously approved in a classification and has bid on a similar classification,
their training period may be waived at the discretion of the Service Center supervisor.

Employees who bid and accept a lateral transfer, or a transfer to a lower classification, will be
restricted from bidding subsequent lateral and/or lower classification transfers for a period of 12
months from the effective date of the initial transfer. The 12 month restriction does not apply to
promotional opportunities that may arise during the 12 month period.

Employees who are participating in the DROP, will not be permitted to bid on [ateral and/or lower
classifications without prior autherization from Administration.

1. Successful completion of the training and/or trial period will be evidenced by the supervisor’s
attestation on the appropriate form provided by the Employer. A copy will be given to the
employee with the criginal retained in the employee’s personne! file.

2. If the employee is disqualified following the training and trial period they will be provided a
position in the former classification regardless of service center location or equipment. Written
notice will be given on the appropriate form provided by the Employer together with any
additional supporting data. Copies of the written notice and reasons will be provided to the
employee with a copy forwarded to the Union President. If the reasons given are not
representative of just cause, meaning fair and honest cause or reason regulated by good faith,
the employee may avail themselves of the provisions of the grievance procedure. The employee
is restricted from bidding to the same classification title for a period of 3 maonths from the day
that they were reverted back to the former classification.

3. During the trial and training period, the employee will be allowed to return to their former job
and classification within 10 calendar days from the first day worked in the new position.
Employees may waive this option.

4. Employees who are promoted to a higher classification within the bargaining unit will
immediately receive the rate of pay of the new higher classification.

The Employer will furnish the Road Technician Association President upon request bid awards and
bid lists.
ARTICLE 25
UNION BULLETIN BOARD

The Employer will provide bulletin boards in each Service Center which may be used by the Union
for posting notices of the following types:

Notices of recreational and social events
Notices of elections

Notices of results of elections

Notices of meetings

Ll NS
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The bulletin boards shall not be used by the Union for disseminating propaganda and shall not be
used for posting or distributing pamphlets of political matters. The Union shall have the exclusive
rights to the use of these bulletin boards.

The Employer will provide Service Center 3 with a bulletin board having lockable glass doors similar
in size and style to that currently being used to display Service Center 3s overtime equalization
chart.

ARTICLE 26
CONTINUOUS WORK FOR REGULAR EMPLOYEES

The Employer shall do all within its authority to provide all regular employees contintous work
throughout the year. Subcontracting of work shall continue to be within the sole discretion of the
Employer, If the Employer subcontracts, the basis of any subcontracting will be limited to the issue
of responsible fiscal management and not intended as a mean to decrease employment or
employee benefits among the bargaining unit employees.

ARTICLE 27
TEMPORARY ASSIGNMENT

Employees represented by the ASSOCIATION shall be expected to work in either higher,
comparable or lower classifications. Temporary assignments for the purpose of filling higher or
lower classifications will be granted on the basis of seniority and qualifications. Under no
circumstances will the senior qualified employee be bypassed provided he/she has documented
experience and the supervisor is satisfied hefshe can perform the job. An Employee assigned to a
comparable or lower classification shall suffer no reduction in pay rate. Pay for assignment to a
higher classification shall become effective immediately upon assignment to that classification at
the current Step Wage Level of the EMPLOYEE (i.e., Step 1 Wage Level EMPLOYEE will be paid at
the Step 1 Wage Level in the higher classification) unless doing so would place the employee at a
lower pay rate; in which case the employee will be placed at the next highest Step in the higher
classification. Classifications in the same paygrades will be paid at the employee’s current Wage
Level Step. Substantial performance of the duties of the classification without official assignment
shall be considered an assignment for purposes of pay. Further, temporary assignment will only be
recognized for a minimum assighment of four (4) hours.

ARTICLE 28
OVERTIME WORK REQUIREMENT AND OVERTIME EQUALIZATION

Overtime work is considered a function of all employees. All pay for overtime work shall be in
accordance with Articles 29.A, 29.B, 29.C and 29.D. The Employer shall equalize all overtime
between employees in the same classification as nearly as possible on a monthly reporting basis.
The Employer shall reset all overtime equalization lists on November 1% of each calendar year. An
employee called to work overtime and not reporting for overtime work shall be charged the same
as though he/she had worked the overtime. If sufficient employees are not available in a given
classification, qualified employees may be utilized as set forth in Paragraph 28.1.

Call-outs shall only be made by the supervisor, assistant supervisor and project leader. Calls will
be considered completed after the call goes to voicemail and a voice message is left, or if a text
message is sent. When a call-out requires a compliment of personnel in excess of a steward, the
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steward, upon arriving at the Service Center, shall verify the contract accuracy of the remaining
employees being called until the cail-out has been completed.

New employees, transferred employees, reclassified employees and retiring stewards and alternate
stewards will be charged with the average of accumulated overtime within the classification and/or
unit they are assigned. Accumulated overtime of stewards and aiternate stewards shall not be
included in compiling the average. Transferred employees shall not be added to the equalization
of overtime roster in the new Service Center until reporting for work at the start of a regular work
day. Until the employee reports to the new Service Center he/she shall continue overtime
equalization in his/her current Service Center.

An employee shall not work more than sixteen (16) hours in a twenty-four (24) hour period. For
purposes of this Article, the twenty-four (24) hour period shall begin at 7:00 a.m. Monday through
Friday. On Saturday and Sunday, the twenty-four (24) hour period begins when the employee is
first called in. Any employee who has worked sixteen (16) hours in any such twenty-four (24) hour
period shall be ineligible for further work until the beginning of a new twenty-four (24) hour period.
When Employer deems appropriate and the employee consents, Employer shall have the discretion
to extend an employee's sixteen (16) hour work period by no more than two (2) additional hours.
Appropriateness shall be governed by efficiency and/or sound judgment as it relates to the
attendant circumstances.

The clerk will keep a daily call-out card so that the person in charge of call-outs will know
immediately who is eligible for call-out. Also, a report will be kept on the number of trucks or other
equipment out of service.

Crews returning to the division one-half (1/2) hour or less prior to quitting time and sent on
overtime shall be recognized according to the equalization of overtime chart.

Crews established at the beginning of a shift to do work which has received pre-authorization for
overtime, shall be organized according to the equalization of overtime chart.

If a crew has to work beyond normal quitting time, the crew will work beyond normal quitting time.
The Employer does not have to break the crew down, but will equalize overtime the next day.

During periods of snow and ice removal, the order of the cali-out shall be as follows:

Heavy Truck Driver/Semi-~Truck Driver
“A" Equipment Operator

“B" Equipment Operator

Highway Maintenance Person
Custodian

Project Leaders

Mechanics

Nowunpkwhe

When a Service Center has exhausted the call-out of one (1) through seven (7) above, it will then
exhaust all Road Technician Association employees from the Maintenance Service Centers
(Washington, New Haven, Shelby and Clinton). The Employer agrees to furnish a list of names
and numbers of Road Technician Association employees and their respective service centers to all
the Service Center Maintenance Foremen. The call-outs will then proceed to Division 7 (Sign Shop),
Division 6 (Electrical) and Division 5 (Mechanics). A list of names and numbers of qualified Division
6, Division 7 and Division 5 employees will also be furnished to the Maintenance Foremen. If all
trained and qualified available personnel represented by all Maintenance Service Centers, the Sign
Shop, Electrical and Mechanics have been exhausted, only then may a qualified ADTECH employee,
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who is qualified and in possession of a valid CDL, be called in for overtime opportunities, and will
be subject to random drug and alcohol testing.

The daily equalization of overtime chart shall record employees on Paid Time Off, bereavement or
Sick Time. Employees on Paid Time Off, bereavement or Sick Time shall not be eligible for call-
out until the active call-out list has been exhausted.

Employees on Paid Time Off, bereavement or Sick Time shall be eligible for pre-scheduled overtime
if they were at work the day the overtime is scheduled and the actual scheduled overtime day.

ARTICLE 29

SHIFT DIFFERENTIAL, TIME AND ONE-HALF, CALL-OUT AND DOUBLE TIME

Employees who work on the second or third shift shall receive, in addition to their regular pay for
the pay period, five percent (5%) per hour and ten percent (10%) per hour respectively. On-duty
electricians shall be paid an additional fifteen (15%) of their hourly rate for the stand-by duty.

Full-time employees shall receive compensation at the rate of 14 times their regular hourly rate
for all hours scheduled and authorized over and abave 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 compensatary time, to other employees.
There shall be no accrual of compensatory time in excess of 40 hours.

Holidays (except as stated in paragraph 29.D of this Article) and Saturdays will be paid at 17> times
their regular hourly rate. When a shift starts on Friday and continues on Saturday, hours in excess
forty (40) per week on such shift will be paid at 1 2 times their regular hourly rate.

When an employee works on Sunday, that employee will be compensated at two (2) times their
hourly rate of a minimum of four {(4) hours or the employee shall be compensated for actual hours
worked, whichever is greater. This provision does not apply to employees working on night patrol.

A minimum of seven (7) "A” electricians will be assigned to a regular stand-by rotaticn at all times.
Such assignment shall be based upon seniority and desire. If an “A” electrician elects to drop out
of stand-by rotation, hefshe shall forfeit his/her opportunity to elect stand-by for one (1) year,
unless assigned to a stand-by rotation by Employer. The “"A” electricians who elect to opt out of
the stand-by rotation shall do so by the date of equalization in the electrician’s Service Center.

Employees called -out after their normal work hours shall receive a minimum of four (4) hours pay
at time and one-half their regular rate unless such time conflicts without the start of a regular shift.
In that event, the employee will only be paid time and one-half until the start of the regular shift.

Double time will be paid for call-out provisions for any additional hours worked on the following

holidays: Christmas Eve Day, Christmas Day, New Year's Eve Day, New Year's Day, Easter Sunday
and Thanksgiving Day.
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ARTICLE 30

PAID TIME OFF (PTO)

Participants in the Defetred Retirement Option Plan receive Paid Time Off (PTO) in the manner
described in Article 35, 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 ANNUAL
CONSECUTIVE FULL- EQUIVALENT
TIME SERVICE OF:
COMPLETED

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 @ 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
thelr 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 who are eligible for a PTO conversion to cash may choose
to transfer PTO hours to their sick time bank in lieu of a cash payment. At no time may a sick time
bank exceed the maximum accumulation of 180 work days. At no time may an employee transfer or
return converted hours to their PTO banks. 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.
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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 31

LEAVE OF ABSENCE

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

reasons:

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

Provisions:

1, Personal Leave:

d.

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

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

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

While on an approved Personal Leave, an employee must exhaust annual leave/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 37,
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 15, Seniority and termination of employment.

2. Medical L eave 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 iliness or injury or the medical condition of a family member caused by illness or injury
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may request a Medical Leave,

A family member shall be defined as parent, current step parent, current spouse, children,
current step children, brother, sister, grandparent or grandchild. It shall also include any
person who is normally 2 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 and/or
Medical Leave extension at the Employer's expense.

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

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

Failure to report for duty upon expiration of a Medical Leave shall be subject to loss of
seniority as outlined in Article 15 Seniority and termination of employment.

Military:

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

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

b. Benefits provided for employees absent under this Article shall be provided consistent with
the Uniform Services Employment and Reemployment Right Act (USERRA), 38 USC, Chapter
43 Employment and Reemployment Rights of Méembers 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.

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.

ARTICLE 32

PAY FOR REGULAR EMPLOYMENT

Effective January 1, 2016, all employees shall be paid bi-weekly.
ARTICLE 33

EMERGENCY MANAGER

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

ARTICLE 34

RETIREMENT SYSTEM

Retirement Benefits: The Employer will continue the benefits as provided by the presently
constituted Macomb County Employees’ 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 July 31, 2007, or who is vested as
of January 29, 2015, the employee’s contribution to the retirement system is 3.5% of the
employee’s compensation.

For employees hired on or after August 1, 2007 the employee’s contribution to the retirement
system is 2.5% of the employee’s compensation.
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2,

County Pension Maximum: For any employee hired on or before July 31, 2007, or who is vested
as of January 29, 2015, the County pension will not exceed 65% of Final Average Compensation.

For employees hired on or after August 1, 2007, the County pension will not exceed 66% of an
employee’s Final Average Compensation.

Pension Multiplier: For any employee hired on or before July 31, 2007, or who is vested as of
January 29, 2015, 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 an or after August 1, 2007, the pension multiplier is 2.2% for all years of
credited setvice.

Final Average Compensation Formula: For any employee hired on or before July 31, 2007, or
who is vested as of January 29, 2015, the formula for computing Final Average Compensation,
used for calculating pension benefits for eligible bargaining unit members, will be based on the
average of an employee’s 104 highest consecutive pay periods of compensation out of the last
260 pay periods.

For employees hired on or after August 1, 2007, 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 July 31, 2007, or who is vested as of
January 29, 2015, 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 muitiplied by the sum of 2.4% of the employee’s Final Average
Compensation for the first 26 years of credited service and 1% for each year of credited service
thereafter.

For employees hired after August 1, 2007, 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 muttiplied 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 July 31, 2007, or who is vested as of January 29, 2015,
who meets the following criteria may retire upon the employee’s written application filed
with the Retirement Board:
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1.  Attained age 60 years and has 8 or more years of credited service; or

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

b.  For employees hired on or after August 1, 2007, 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 June 1, 2013, any member who meets the

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

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

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

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

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 during the first term of employment, the pension
will be calculated per the terms of the original date of hire.

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

e.  Inthe 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
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10.

11.

12.

known as “Option D — Level Income Option”. Said survivor's benefits will correspond to those
benefits known as Option A — 100% Survivor Allowance, Option B — 50% Survivor Allowance and
Option C — Allowance for 10 Years Certain and Life Thereafter, as described in the Ordinance.

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

Deferred Retirement Allowance Option: In the event a vested bargaining unit member, leaves
the employ of the County prior to the date they have satisfied the age and service requirements
for retirement provided in the Macomb County Employees’ Retirement Ordinance, for any reason
except their disability retirement or death, they will be entitled to retire at.the normal retirement
age and be subject to the retirement formula in effect at the time they left County employment
and as provided for in the Macomb County Employee’s Retirement Ordinance, provided that they
did not withdraw their accumulated contributions from the employees savings fund. Their
retirement allowance under the plan in effect at the employee’s termination of County
employment will begin the first day of the calendar month 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 t6 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 of an eligible vested member dies prior to applying for
their pension, their beneficiary or estate 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 Norninated: Any bargaining unit member who is
vested may at any time prior to the effective date of their retirement elect Option A provided in

the Macomb County Employees’ Retirement System Ordinance in the same manner as if they
were then retiring from county employment, and nominate a beneficiary whom the retirement
commission finds to be dependent upon the said member for at least 50% of their support due
to lack of financial means. Prior to the effective date of their retirement a member may revoke
their said election of Option A and nomination of beneficiary and they may again elect the said
Option A and nominate a beneficiary as provided in this section. Upon the death of a member
who has an Option A election in force their beneficiary, if living, will immediately receive a
retirement allowance computed in the same manner in all respects as if the sald member had
retired the day preceding the date of their death, notwithstanding that they may not have
attained age 60 years. If a member has an Option A election in force at the time of their
retirement their said election of Option A and nomination of beneficiary will thereafter continue

24



13.

14,

15.

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 Beneficlary Nominated: In the event of a non-
duty death of a vested member prior to retirement, a non-spousal beneficlary will receive only
contributions and interest.

Non-Duty Death Retirement Allowance, Automatic Provisions: Any vested bargaining unit
member who continues County employment and (1) dies while in County employment and (2)
leaves a spouse, the spouse will immediately receive a retirement allowance computed in the
same manner In all respects as if the member had (1) retired the day preceding the date of the
member’s death, notwithstanding that the member might not have attained age 60 years, (2}
elected Option A in the Macomb County Employees’ Retirement Ordinance.

Deferred Retirement Option Plan (DROP): The Memorandum of Understanding executed in 2007
regarding the Deferred Retirement Option Plan (DROP) incorporated by reference herein as
Article 35 Deferred Retirement Option Plan. Vesting for the purposes of DROP excludes service
time under Reciprocal Act 88.

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

1

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

Will hot 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 Pian. 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
shall increase its contribution from 7% to 9% of the employee’s base pay.

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

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

Completion of 1 year of service 20%
Completion of 2 years of service 40%
Completion of 3 years of service 60%
Completion of 4 years of service 80%
Completion of 5 years of service 100%
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ARTICLE 35

DEFERRED RETIREMENT OPTION PLAN

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

A.

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

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 benefit
otherwise payable to the DROP account. Interest on the DROP account will continue to accrue
during such a forfeiture,

Election to_Participate: Participation in the DROP is irrevocable once an employee begins
participation. An employee who wishes to participate in the DROP 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 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 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 patticipates 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).
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Annuity Withdrawal: An employee who elects to participate in the DROP may elect the Annuity
Withdrawal option provided by the Retirement Ordinance at the time of electing DROP participation.
Such election will be made commensurate with the employee’s DROP election, but not thereafter.
Such annuity withdrawal will be utilized to compute the actuarial reduction of the member’s DROP
benefit, as well as the member's monthly pension from the Macomb County Employees Retirement
System, after termination of employment.

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

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

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

1. Longevity for DROP participants:

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

b. For DROP participants, the amount of longevity compensation paid in subsequent years will
be determined by the step level achieved by tha employee at the time they elected to DROP.
Step levels are listed below.

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

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 Macamb and other applicable statutes,

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

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

2.  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.

b) 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 participaticn, according to the following schedule:
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d)

g)

h)

YEARS OF ANNUAL
CONSECUTIVE FULL- EQUIVALENT OF:

TIME SERVICE
COMPLETED
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 Officlal/Department Head or
designee’s discretion to ensure efficient operations.

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

Employees who begin DROP participation at a time 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 participants PTO bank
upon separation from employment,

DROP participants who utilize PTO in an amount in excess of a proportionate share prior to
voluntarily or involuntarily discontinuing employment will be obligated to compensate
Macomb County for all PTO 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 and 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.

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

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

29



d)

g)

h)

)

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

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

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

il 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 stuch domestic violence or sexual assault.

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

iv. Necessitated by a contagious disease or condition.
V. In accordance with Article 41, Bereavement Leave.

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

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

DROP participants absent for one of the reasons described above are expected to:

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

ii. Inform thefr 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.

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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ARTICLE 36
LONGEVITY

Participants in the Deferred Retirement Option Plan are not subject to Article 36, Longevity, but shall
receive Longevity in the manner described in Article 35, Deferred Retirement Option Plan.

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

The basis of longevity compensation is as follows:

1.  Eligibility of a full-time employee shall commence when such employee shall have completed
fifteen (15) years of continuous full-time employment on or before 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 period
not to exceed one year.

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

CONTINUOUS YEARS
OF FULL-TIME
STEP SERVICE ON OR AMOUNT
BEFORE OCTOBER
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 periocd 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 37

INSURANCE BENEFITS

A. Life Insurance:

1. Full-time Employees (induding DROP Participants):

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.

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.

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

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

1,

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

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

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

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

Retirees: Full-time employees hired before June 15, 2010, the Employer will provide a fully
paid medical and prescription drug plan to the employee and the employee's eligible spouse,
as defined in D.1.a. after eight (8) years of actual service with the Employer, for the employee
who leaves employment because of retirement and is eligible for and receives benefits under
the Macomb County Employees’ Retirement Ordinance.

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

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

Full-time employees hired on or after June 15, 2010, the Employer will provide a fully paid
medical and prescription drug plan to the employee only, 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.

All employees who retire or DROP after June 15, 2010, will have the medical and prescription
drug plan as outlined in Appendix B Post November 1, 2013 Retirees, until they are Medicare
eligible, subject to the limitations and provisions of D.2. and D.4. of this Article.

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

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

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

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
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ANY National Health Insurance program offered by the U.S. Government. Failure to participate,
if eligible, shall be cause for termination of Employer paid hospital-medical benefits as outlined.

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

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

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

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

Liabflity 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.

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 inctude, 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 38

WORKERS' COMPENSATION AND LIABIITY INSURANCE

Employer shall provide Worker’s Compensation and Liability Insurance and shall be responsible for
premiums thereon. For a period not to exceed one (1) vear, and provided the employee remains
disabled and eligible for Worker's Compensation benefits, the benefits received by the employee
shall be supplemented by payment of an amount which represents the difference between the
worker’s compensation and the employee's base pay. At no time shall the supplemental pay result
in the employee receiving compensation in excess of base pay or an amount which is less than the
limits prescribed by law. In the event of a disputed Worker's Compensation claim, the Employer
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will pay the difference between Worker's Compensation and base pay for the period, not to exceed
one (1) year, that the claim is settled or determined to be compensable as a matter of law.

If at the end of any such one (1) year period the employee is still not able to return to work, the
employee may elect to use his/her unused Sick Time to supplement Workers’ Compensation
payments. If disability exists at the end of any such one (1) year period, employee at his/her
option, may seek to become eligible for coverage under the appropriate disability provision of the
Retirement Ordinance and/or continue applicable Workers’ Compensation Benefits. Employees
receiving disability compensation hereunder shall continue to accrue Sick Time days on the same
basis as employees on the active roll.

ARTICLE 39

PAID HOLIDAYS

The designated holidays are:

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

Memorial Day June 19% (Juneteenth)
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 315 (New Year's Eve)

When one (1) of the above-listed paid holidays falls on a Saturday, the preceding Friday shall be
considered the holiday. When the paid holiday falls on a Sunday, the following Monday shall be
considered the holiday.

An employee will not receive holiday pay for a designated holiday if absent without leave on the
scheduled work day preceding or following the holiday.

ARTICLE 40
SICK TIME

Participants in the Deferred Retirement Option Plan are not subject to Article 40, Sick Time, but
will receive Sick Time in the manner described in Article 35, Deferred Retirement Option Plan.

Full time employees accrue paid sick time at the rate of up to 12 days per vear 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 1% each
year of 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:
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1. Due to the medical diagnosis, care and treatment of mental or physical fllness, 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, Necessitate by a contagious disease or condition.
5. In accordance with Article 41, 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.

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 emerdency, according
to PA 338 of 2018, ESTA, as amended.

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

An employee who is seriously ill more than 5 days while on Paid Time Off (PTO) may, upon application,
have the duration of such illness charged against their Sick Time bank rather than against PTO. Notice
of such iliness 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 mémbers of the Defined Benefit Plan:
a. Retirement: Upon separation of employment due to retirement from Macomb

County, or participation in the DROP, an employee will be paid 50% of @ 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 estateftrust.
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o 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 in the Defined Contribution (401(a) Plan):

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 Time Service  Percentage Payoff Amount L
After 5 years 25% up to a maximum of 125 work days
After 10 years 50% up to a maximum of 125 work days

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

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

ARTICLE 41
BEREAVEMENT LEAVE

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

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

‘ b. The Employee may elect to take up to three (3) bereavement leave days chargeable to Sick Time
or Paid Time Off due to a death in the Employee's family as follows: sister-in-law, brother-in-law,
nieces or nephews.

ARTICLE 42
JURY DUTY

In the event a full-time 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
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duty, except, with approval of the Department, an employee may be released from the scheduled
shift on the date after the scheduled jury duty.

a. 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 shif.

b. 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 egqual to any payment received
as a result of jury duty service. Expenses provided to employees as a resuit of jury duty service,
such as mileage, parking or meal expenses, may be retained by the employee.

ARTICLE 43
SEMINARS AND EDUCATIONAL TRAINING PROGRAMS

The employees recognize that seminars and training programs may be required to promote
efficiency and job skills in their respective classifications and that they may be required to attend
such programs. All such training will be subject tc review and approval of the Board prior to
attendance. The employee shall be reimbursed any personal costs for travel and expenses while
attending authorized seminars and/or training pregrams in accordance with the MCDR Policy
Manual.

ARTICLE 44
LICENSE/CERTIFICATION RENEWALS

Upon Management approval and in accerdance with job requirements, expenses associated with
CDL, Mechanic and Electrician license renewals shall be reimbursed to active employees.

ARTICLE 45
LEGAL SERVICE

Employer agrees to provide legal services and hold employees harmless from any monetary
recovery assessed against them as parties to litigation arising from actions or activities involving
professional services to County projects or assignments.

ARTICLE 46
REPLACEMENT OF PERSONAL BELONGINGS

When an employee suffers accidental damage to personal belongings through no fault of the
employee, consideration shall be given to replacement in kind. Replacement shall be based upon
an investigation, a written review and a recommendation by the immediate supervisor to the
Employer. The Employer will have final say on consideration of replacement after reviewing the
immediate supervisor's recommendation.

Mechanic’'s Uniforms and Tools. Two (2) additional uniform changed per week will be provided to
each mechanic. During the term of this contract, the Employer will purchase and furnish one (1)
winter jacket and one (1) spring jacket each year of the Collective Bargaining Agreement.

Mechanics shall be required to furnish all standard and/or universal tools required for the job.
Specialized tools designed for and necessary to the repair or maintenance job, will be provided by
the Employer and made avaifable for checkout.
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ARTICLE 47

EQUIPMENT ASSIGNMENT

It is understood by the parties that equipment assigned through the bidding process shall be the
employee’s primary equipment assignment and that said employee shall be accountable and
responsible for the CDL walk-around inspection and assisting mechanics in routine maintenance of
such equipment. Operator will be responsible for changing mud flaps, mirrors, bulbs, and other
minor maintenance and assist mechanics in changing tires,

Said equipment will be reassigned to other employees in the absence of the assigned employee.
Further, this understanding shall in no way impair Employer’s right to assign work, direct its work
force through equipment transfers or eliminate equipment.

Upon assignment of equipment, a review and inspection shall be conducted by the employee with
the supervisor and an Equipment Assignment Acceptance Sheet completed and signed.

The large tractors with side and rear flail mower attachments will be considered to be within the B
Operator classification status for pay purposes. They shall not be bid or considered as assigned
equipment.

An Equipment Assignment Acceptance Sheet (next page) must be completed and is available from
the immediate supervisor.

ARTICLE 48

HEIGHT PAY

Electricians who perform work at a height over 60 feet for a minimum of four (4) consecutive hours and
who provide proof that the crane and/or bucket company provided services for a minimum of four (4)
hours, will receive 15% of their normal hourly rate as hourly Height pay. Height compensation shall be
added to regular payroll, when due, for eligible employees. It will be considered a part of regular
compensation and subject to all normal taxes and deductions.

ARTICLE 49
CLOTHING ALLOWANCE
Employees will be provided a credited amount of $400.00 on even numbered years towards
work-related clothing with a vendor as determined by the Employer.
Any purchase in excess of the $400.00 will be the paid by the employee.

Eligible employees who qualify for clothing allowance must have past their probaticnary period.
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ARTICLE 50
SAFETY COMMITTEE
Safety Committee Guidelines are as follows:

Purpose: Employer shall establish a Safety Committee. It shall be the function of the Safety
Committee to review matters pertaining to the safety of the Employees and make recommendations
to the Employer concerning such matters, When agreement is reached by the Safety Committee
on a matter of safety, recommendations shall be put in writing and directed to the appropriate
supervisor and/or department head. This individual will notify the Safety Committee upon
completion of their recommendations.

Participants: The Assistant Superintendent or his designee shall be the Chairperson of the Safety
Committee. Union has the right to appoint two (2) persons to the Safety Committee as well as an
alternative for each of those persons if the case they cannot attend a meeting. Employer shall
have the right to appoint the persons it feels necessary to serve on the Safety Committee.

Meetings: The Safety Committee shall meet during regular daytime working hours at the request
of the Union or Employer, not to exceed one (1) meeting per month unless mutually agreed upon.

ARTICLE 51

VEHICLE OPERATOR STANDARDS

The following does not limit the Employer’s ability to discipline an employee per the Discipline Article.

A,

B.

The vehicle operator standards as presently determined by the Employer are as follows:

Two (2) at-fault accidents within a twelve (12) month period result in a six (6) month suspension
of driving privileges and the Employee must attend a defensive driving class. At-fault is determined
by a review of the Law Enforcement Accident Report.

Court conviction of three (3) moving violations within a three (3) year period results in the employee
being placed “out of fleet”. Out of fleet means suspension of driving privileges until one of the
violations within the three (3) year period is removed from the driving record by the Secretary of
State.

CDL guidelines may impose further restrictions on driving privileges.
ARTICLE 52
RATES FOR NEW JOBS
When a new job is created and cannot be properly placed in an existing classification, the Employer
will establish a classification and rate structure to apply. Upon the establishment of any such
classification and rate structure, the Employer shall notify the Union and shall grant a Special
Conference, if requested. In the event the Union does not agree that the description and rate is

proper, the Union shall then have the right to submit the matter into the Grievance Procedure at
Step 1.
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ARTICLE 53
SUCCESSOR CLAUSE
A. This Agreement shall be binding upon the Employer's successor, assignees or transferees, whether
the succession, assignment or transfer be effected voluntarily or by the operation of law; and in
the event of the Employer’s merger or consolidation with another employer, this Agreement shall
be binding upon the merged or consolidated employer.
ARTICLE 54
EFFECTIVE DATE

A This Agreement shall become effective as of January 1, 2026.

ARTICLE 55

CHANGE OF NAME/ADDRESS

It is the Employee’s responsibility to notify the County of any change of name/address.

Upon request, the County will furnish the Names and Addresses of all Employees covered by this Agreement
to the Local Union. The Local Union shall appoint one Local Officer authorized to make the. request.
Requests are limited to one request per calendar quarter.

ARTICLE 56

OUTSIDE EMPLOYMENT

A, EMPLOYER, will permit employees to engage in outside employment provided, however, that said
outside work will not create a conflict of interest, which is defined as:

A conflict of interest is created by employees who engage in activities on EMPLOYER time or use
or allow the use of EMPLOYER facilities, materials, vehicles, supplies, information or equipment
for their personal business, benefit or profit. In addition, a conflict of interest is created by
employees who use EMPLOYER funds to any extent for personal business, benefit or profit. An
employee may not divulge, or release information obtained as a result of their employment with
the EMPLOYER for the purpose of fostering personal financial gain or financial gain for another
employee or a member of the employee’s family. An employee may not engage in any business
transaction or private arrangement for personal financial gain or financial gain for a member of
the employee’s family or for other EMPLOYER employees which accrues from or is based on the
employee’s position or on information gained by reason of the employee’s position.

Employees of the EMPLOYER are provided pay and benefits in exchange for their dedicated

service. As such, the County expects its employees to treat their positions with the EMPLOYER
as their primary job and give it exclusive focus while on EMPLOYER work time.
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ARTICLE 57

TERMINATION AND MODIFICATION

This Agreement shall continue in full force and effect untii 11:59 p.m., December 31, 2028.

If either party desires to terminate this Agreement, it shall give written notice to the other party
no later than one hundred twenty (120) days prior to the expiration date. If neither party gives
notice of termination of this Agreement, as provided, or if each party giving notice of termination
withdraws the notice prior to the expiration date, this Agreement shall continue in effect from year-
to-year thereafter, subject to written notice of termination by either party prior to the current year
expiration date.

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

Negotiations shall commence within one hundred twenty (120) days prior to the expiration of this
contract.

Notice of termination or modification shall be in writing and shall be sufficient if sent by certified
mail, addressed to the Union at:

10 South Main Street, Suite 405
Mount Clemens, MI 48043

And the Employer at:
Human Resources and Labor Relations
1 S. Main Street, 6™ Floor
Mt. Clemens, MI 48043

Or to any such address the Union and the Employer may make available to each other.

IN WITNESS WHEREOF, the County of Macomb and its Office of the County Executive, by its Director, Human
Resources and Labor Relations, and representatives of the Road Technicians Association, on behalf of its
represented employees, hereby cause this Agreement to be executed.
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FOR THE UNION;:

DLl

Ronald Kurkowski, President

<=s— @ Gt

James R. Anda al nsel for RoadTech

D N

Ddug Shafer, Recording S8

Prasident

g

Michael Schade, Treasurer

%4@

Darren Hill, Steward

Dated:

FOR THE EMPLOYER:

Lol Qonlow

Karfyn Semigw, Director
Human Resources and Labor Relations

41520
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TABLE OF PSEUDO-RANDOM NUMBERS

In the event that two (2) or more people begin employment in a bargaining unit on the same day, the
following method shall be used to determine their respective placement on the seniority list.

Using the last two (2) digits of the employee’s social security number, the Employer shall, beginning at the
top of the (far) left hand column in the random number table, proceed down the first column to locate the
respective employee’s last two (2) digits of their social security number. The order in which they appear
in the table shall determine the order of their seniority. If more than one column is required the search
shall proceed at the top of the next column immediately to the right and continue in that fashion until all
numbers are located.

In the event the last two (2) numbers of the social security number of the Employees invaolved in this
process are the same, the first two (2) numbers of the last four (4) shall be used to determine the respective
placement for those employees only. :
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APPENDIX A
PAY GRADES AND ASSIGNED CLASSIFICATIONS

ROADTECH
—— PTA
Classification Grade
Mechanic Leader H

Master Welder

Master Mechanic
Electrician A

Project Leader

Semi Truck Driver
Master Sign Artisan
Heavy Truck Driver
Equipment Operator A
Electrician B

Traffic Sign Artisan
Mechanic Helper
Equipment Operator B
Electrical Aide
Highway Maintenance Person
Custodian
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2026 P_AY GRADES (4% increase from 2025)

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

$34,155.52 | $35,146.03 | $36,165.26 | $37,214.07 | $38,293.26 | $39,403.77 | $40,546.48 | $41,722.32 | $42,932.27 | $44,177.31
$16.421 $16.897 $17.387 $17.891 $18.410 $18.944 $19.494 $20.059 $20.641 $21.239
$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
$18.063 $18.587 $19.126 $19.681 $20.251 $20.839 $21.443 $22.065 $22.705 $23.363
64132819 | $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
$19.869 $20.446 $21.038 $21.649 $22.276 $22.922 $23.587 $24.271 $24.975 $25.699
$45,461.00 | $46,779.37 | $48135.95( $49,531.91| $50,968.34 | $52,446.42| $53967.36 | $55,532.41| $57,142.85 | $58,800.00
$21.856 $22.490 $23.142 $23.813 $24.504 $25.215 $25.946 $26.698 $27.473 $28.269
$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
$24.042 $24.739 $25.457 $26.195 $26.954 $27.736 $28.540 $29.368 $30.220 $31.096
$55,007.80 | $56,603.03 | '$58,244.52 | $59,933.61| $61,671.69 | $63,460.17 | $65300.50 | $67,194.22 | $69,142.85 | $71,147.99
$26.446 $27.213 $28.002 $28.814 $29.650 $30.510 $31.394 $32.305 $33.242 $34.206
$60,508.58 | $62,263.34 | $64,068.97 | $65926.97 | $67,838.85 | $69,806.18 | $71,830.55 | $73913.65| $76,057.13 | $78,262.81
$29.091 $29.934 $30.802 $31.696 $32.615 $33.561 $34.534 $35.535 $36.566 $37.626
$66,550.45 | $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
$32.000 $32.928 $33.883 $34.865 $35.876 $36.917 $37.987 $39.089 $40.223 $41.389
$73,215.40 | $75,338.63 | $77,523.45| $79,771.63 | $82,085.01 | $84,465.48 | $86,914.97 | $89,435.51 | $92,029.14 | $94,697.99
$35.200 $36.220 $37.271 $38.352 $39.464 $40.608 $41.786 $42.998 $44.245 $45.528
$80,536.03 | $82,872.50 | $85275.80 | $87,748.79 | $90,293.52 | $92,912.03 | $95606.48 | $98,379.06 | $101,232.05 | $104,167.78
$38.720 $39.843 $40.998 $42.187 $43.410 $44.669 $45.965 $47.298 $48.669 $50.081
$88500.62 | $91,159.74 | $93,803.39 | $96,523.68 | $99,322.87 | $102,203.23 | $105,167.12 | $108216.96 | $111,355.25 | $114,584.57
$42,592 $43.827 $45.098 $46.406 $47.751 $49.136 $50.561 $52.027 $53.536 $55.089
$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 | 3$126,043.03
$46.851 $48.209 $49,608 $51.046 $52.527 $54.050 $55.617 $57.230 $58.890 $60.598
$107194.65 | $110,303.29 | $113,502.10 | $116,793.65 | $120,180.67 | $123,665.91 | $127,252.22 | $130,942.52 | $134,735.86 | $138,647.32
$51.536 $53.030 $54.568 $56.151 $57.779 $59.455 $61.179 $62.953 $64.779 $66.657
$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 | 5152,512.06
$56.689 $58.333 $60.025 $61.766 $63.557 $65.400 $67.297 $60.248 $71.257 $73.323
$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
$62.358 $64.167 $66.028 $67.942 $69.913 $71.940 $74.027 $76.173 $78.382 $80.655




' 2027 PAY GRADES (3% increase from 2026)

Step 10

Stepl Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 ‘Step 9

$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
$16.914 $17.404 $17.909 $18.428 $18.963 $19.512 $20.078 1$20.661 $21.260. $21.876
$38,698.20 | $39,820.45 | $40,975.25 | $42,163.52 | $43,386.27 | $44,644.47 | $45939.16 | $47,271.41 | $48,642.28 | $50,052.89
$18.605 $19.144 $19.700 $20.271 $20.859 $21.464 $22.086 $22.727 $23.386 $24.064
$42,568.04 | $43,802.49 | $45,072.77 | $46,379.87 | $47,724.90 | $49,10891 | $50,533.08 | $51,998.53 | $53,506.49 | $55,058.19
$20.465 $21.059 $21.670 $22.298 $22.,945 $23.610 $24.295 $24.999 $25.724 $26.470
$46,824.83 | $48,182.75 | $49,580.03 | $51,017.87 | $52,497.39 | $54,019.81 | $55,586.38 | $57,198.38 | $58,857.14 |  $60,564.00
$22.512 $23.165 $23.837 $24.528 $25.239 $25.971 $26.724 $27.499 $28.297 $29.117
$51507.31 | $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
$24.763 $25.481 $26.220 $26.981 $27.763 $28.568 $29.397 $30.249 $31.126 $32.029
$56,658.03 | $58,301.12 | $59,991.86 | $61,731.62 | $63,521.84 | $65,363.98 | $67,259.52 | $69,210.05 | $71,217.14 | $73,282.43
$27.239 $28.029 $28.842 $29.679 $30.539 $31.425 $32.336 $33.274 $34.239 $35.232
$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
$29.963 $30.832 $31.726 $32.647 $33.593 $34.567 $35.570 $36.601 $37.663 $ 38.755
$68,556.23 | $70,544.36 | $72,590.16 | $74,695.26 | $76,861.42 | $79,090.40 | $81,384.01 | $83,744.17 | $86,172.75| $88,671.75
$32.960 $33.916 $34.899 $35.911 $36.953 $38.024 $39.127 $40.262 $41.429 $42.631
$75,411.86 | $77,598.79 | $79,849.15 | $82,164.78 | $84,547.56 | $86,999.44 | $89,522.42 | $92,11858 | $94,790.01 | $97,538.93
$36.256 $37.307 $38.389 $39.502 $40.648 $41.827 $43.040 $44.288 $45,572 $46.894
$82953.04 | $85,358.68 | $87,834.07 | $90,381.25] $93,002.33 | $95,699.39 | $98,474.67 | $101,330.43 | $104,269.01 | $107,292.81
$39.881 $41.038 $42.228 $43.453 $44.713 $46.009 $47.344 $48.717 $50.129 $51.583
$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
$43.869 $45.142 $46.451 $47.798 $49.184 " $50.610 $52.078 $53,588 $55.142 $56.741
$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
$48.256 $49.656 $51.096 $52.578 $54.102 $55.671 $57.286 $58.947 $60.656 $62.416
$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
$53.082 $54.621, $56.205 $57.835 $59.513 $61.238 $63.014 $64.842 $66.722 $68.657
$121451.53 | $124,973.65 | $128,597.87 | $132,327.20 | $136,164.69 | $140,113.48 | $144,176.76 | $148357.89 | $152,660.27 | $157,087.42
$58.390 $60.083 $61.826 $63.619 $65.464 $67.362 $69.316 $71.326 $73.394 $75.523
$133,506.60 | $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
$64.229 $66.092 $68.008 $69.981 $72.010 $74.098 $76.247 $78.459 $80.734 $83.075




2028 PAY GRADES (3% increase from 2027)

Step 9

Step 10 '

~ Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step7 Step 8
$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
$17.421 $17.926 $18.446 $18.981 $19.531 $20.098 $20.681 $21.280 $21.898 $22.533
$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
$19.163 $19.719 $20.291 $20.879 $21.485 $22.108 $22.749 $23.408 $24.087 $24.786
$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
$21.079 $21.691 $22.320 $22.967 $23.633 $24.318 $25.024 $25.749 $26.496 $27.264
34822957 | $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
$23.187 $23.860 $24.552 $25.264 $25.996 $26.750 $27.526 $28.324 $29.146 $29.991
$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
$25.506 $26.246 $27.007 $27.790 $28.596 $29.425 $30.279 $31.157 $32.060 $32.990
$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
$28.057 $28.870 $29.708 $30.569 $31.456 $32.368 $33.306 $34.272 $35.266 $36.289
$64,193.56 | $66,055.18 | $67,970.77 | $69,941.92 | $71,970.24 | $74,057.38 | $76205.03 | $78,414.99 | 580,689.01 |  $83,029.01
$30.862 $31.757 $32.678 $33.626 $34.601 $35.605 $36.637 $37.700 $38.793 $39.918
$70,612.92 | $72,660.60 | $74,767.86 | $76,936.12 | $79,167.26 | $81,463.11 | $83,825.53 | $86,256.50 | $88,757.93 | $91,331.90
$33.949 $34.933 $35.946 $36,989 $38.061 $39.165 $40.301 $41.469 $42.672 $43.910
$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
$37.343 $38.426 $39.541 $40.687 $41.867 $43.081 $44.331 $45.616 $46.939 $48.301
$85,441.63 | $87,919.44 | $90,469.09 | $93,002.69 | $95,792.40 | $98,570.37 | $101,428.91 | $104,370.34 | $107,397.08 | $110,511.59
$41.078 $42.269 $43.495 $44.756 $46.054 $47.390 $48.764 $50.178 $51.633 $53.131
$93,085.79 | $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
$45.185 $46.496 $47.844 $49.232 $50.659 $52.129 $53.640 $55.196 $56.797 $58.444
$103,384.35 | $106,382.52 | $109,467.61 | $112,642.16 | $115,908.78 | $119,270.14 | $122,728.99 | $126,288.12 | $129,950.47 | $133,719.05
$49.704 $51.145 $52.629 $54.155 $55.725 $57.341 $59.004 $60.715 $62.476 $64.288
$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
$54.674 $56.260 $57.892° $59.570 $61.298 $63.076 $64.905 $66.787 $68.724 $70.717
$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
$60.142 $61.886 $63.681 $65.527 $67.428 $69.383 $71.395 $73.466 $75.596 $77.788
$137,604.59 | $141,595.13 | $145,701.39 | $149,926.73 | $154,274.59 | $158,748.55 | $163,352.26 | $168,080.49 | $172,964.09 | $177,980.04
$66.156 $68.075 $70.049 $72.080 $74.170 $76.321 $78.535 $80.812 $83.156 $85.567
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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 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
counsel fo ensure proper compliance with the federal SBC rules. This SBC template document does not constitute legal, tax, actuarial, accounting, benefit design,
compliance or other advice, 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 pian 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

BCN HMO Active Employees

Coverage for: All Plan Types Pian Type: TPA

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

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

|
|
|
|

Elmportant Questions

Answers: Member / Family

i

|

f

{ 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.heaithcare.gov/she-glossary or call 800-662-6667 to request a copy.

Why This Matters:

before you meet your deductible?

What is the overall deductible? [$0 See the Common Medical Events chart below for your costs for services this plan covers.
Are there services covered No You will have to meet the deductible before the plan pays for any services.

for this plan?

i N
Are tpfere oth.erm&tlbﬁ for ° You don't have to meet deductibles for specific services.
specific services?
. . The out-of-pocket limit is the most you could pay in a-year for covered services. If you have
What is the out-of-pocket limit $6,350/$12,700 other family members in this plan, they have to meet their own out-of-pocket limits until the

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

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

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

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

Wili you pay less if you use a
network provider?

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

This plan uses a provider network. You will pay less if you use a provider in the plan's
network. You will pay the most if you use an out-of-network provider, and you might receive a
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

|you have a referral before you see the specialist.

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



https://www,bcbsm.com
https://www.healthcare.gov/sbc-glossary
www.bcbsm.com

BCN HMGQ Active Employees

SR T e s

b fa -3

ﬁf& Allco __gayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

0 0 " . - 8 0
Primary care visit to freat an injury ot illness {$20 copay/visit {Not covered $20 copay for online visits.
' Requires referral. No charge for allergy
5 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
i . You may have to pay for services that aren't
. i i preventive. Ask your provider if the services
Preventive carefscreening/immunization No charge Not covered you need are preventive, Then check what
your plan will pay for.
) , Diagnostic test (x-ray, blood work) No charge Not covered ng require preauthorization / No charge for
[f'you have atest | lab services
: |Imaging (CT/PET scans, MRIs) No charge Not covered Requires preauthorization
: {Tier 1 - Mostly Generics $10 copay/30 days Not covered Preauthorization & step-therapy apply to select
If you'need drugs to-treat|—:.. o _ drugs.
your flness 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, briar 2 - Nen. covered in full
coverage is avallable at (Tier 3 - Non-Preferred Brand $50 copay/30 days Not covered 90 day mail order and retail copays are 2 the
wwwibcbsim com!customdr standard retail copays.
uglist i i
| |Specialty drugs l;;fﬁd copays listed above fy o+ o\ ered (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 "Quipatient surgery facility fee”




‘Common
-Medical Event

BCN HMO Active Employees

Services You May Need

What You Will P.ay.

Network Provider

Qut-of-Network

. . Provider
(You will pay the least) {You will. pay the most)

Emergency room care | $100 copay/visit

] Limitations, Exceptions, & Otherlmpbrtaht-

Information

N §100 copayhvisit [Copay waived if admitted
If you need immediate . . Non-emergent transport is covered when
medical attention Emergency medical fransporiation No charge No charge oreauthorized
|Urgent care $30 copayivisit $30 copay/visit None
_ Preauthorization is required. 50% coinsurance
If you have a hospital.  |Facility fee (.g:, hospital room) No charge Not covered for TMJ, orthognathic surgery, reduction
Istay 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,
grsugstance.-_use {Inpatient services No Charge Not covered Preauthorization is required
isorder services.
" Postnatal and non-routine prenatal office
Office visits No charge Not covered Visits-§20 copa .
If you are pregnant Childbirth/delivery professional services No charge Not covered None
Childbirth/delivery facility services No charge Not covered None
j - Requires preauthorization. Custodial care not
Home heaith care $30 copay/visit Not covered covered.
Requires preauthorization/ One period of
treatment for any combination of therapies
Rehabilitation services $30 copay/visit Not covered within 60 consecutive days per medical
episode. Subject to meaningful improvement
If you need help | T _ within 60 days.
recovering or have other - copay per visit. PT/OT/ST for autism s .
L : et : s pectrum disorder has
spécial health needs Habilitation services E’?I‘[l) C():'?IQSE‘TM per visit for Not covered unfimited visits. Requires preauthorization.
Skilled nursing care No charge Not covered Requires preauthorization/Limited to 730 days
Requires preauthorization and must be
" {Durable medical equipment No charge Not covered obtained from a BCN supplier. Convenience

and comfort items not covered. Diabetic

supplies covered in full




BCN HMO Active Employees

What You Will Pay

. f. Limitations, Exceptions, & Other Important
Services You May Need Network Provider Out-of-Network I formation

(You will pay the Jeast) Provider

‘Common
Medical Event

(You will pay the most)

. . ‘ Inpatient car requirs 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.
It your child needs el Not covered Not covered Contact benefit administrator for
dental or-eye care |Children’s glasses ot covere of covere . |Contact benefit administrator for coverage.
k Children's dental check-up Not covered Not covered Contact benefit administrator for coverage.




BCN HMO Active Employees

Excluded Services & Other Covered Services:

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

« Acupuncture (if prescribed for rehabilitation s Long-term care e Routine eye care (Adult)
purposes) « Non-emergency care when traveling cutside the o Routine foot care

*  Cosmetic surgery us. » Weight loss programs

o Dental Care (Adult) ¢ Private-duty nursing

» Elective Abortion

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

e Bariatric surgery e Infertility treatment

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

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information about
your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal or a
grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact : Blue Care Network, Appeals and Grievance Unit, MC C248,
P.0. Box 284,Southfield, 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, 7t Floor, P. O. Box 30220, Lansing, M| 48909-7720, hitp:/www.michigan.gov/difs; call 1-877-999- 6442 or fax: 517-284-
8838.

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

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

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

Does this Plan Meet the Minimum Value Standard? Yes

If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. (IMPORTANT: Biue
Care Network of Michigan is assuming that your coverage provides for all Essential Health Benefits (EHB) categories as defined by the State of Michigan. The minimum
value of your plan may be affected if your plan does not cover certain EHB categories, such as presctiption 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 exangples of bhow this plan might cover costs for a sample medical situation, see the next page-



mailto:difs-HICAP@michigan.gov
http://www.michigan.gov/difs
https://orwww.dol.gov/ebsa/healthreform
http://www.michigan.gov/difs
www.HealthCare.gov
www.cciio.cms.gov
www.dol.gov/ebsa/healthreform

About these Coverage Examples:

%

depending on the actual care you receive, the prices your
copayments and coinsurance) and exciuded setvices underthe

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

~ Pegis Having a Baby
(9 months of in-network pre-natal care
and a hospital delivery)

M The plan's overall deductible $0

W Specialist copayment $30
H Hospital (facility) coinsurance 0%
W Other coinsurance 0%

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

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

Managing Joe’s Type 2 Diabetes

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

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

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

Diagnostic tests (x-ray)

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

| Total Example Cost | $12,700] | Total Example Cost | 1400}
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- |7 $130]  [Thetotal Joewouldpayis |  $860]

{Total ExampleCost | $1,900
in this example, Mia would pay:
Cost.Sharing
Deductibles $0
Copayments $200
Coinsurance $0
What isn’t covered
Limits or exclusions $0
| The total Mia would.payis |  $200 |
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ADDENDUM —~ LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

Wae speak your language
If you, or someone you're helping, needs assistance, you
have the right to get help and information in your
fanguage at no cost. To talk to an interpreter, call the
Customer Service number on the back of your card, or
B77-469-2583, TTY: 711 if you are not already a member.
Si usted, o alguien a quien usted estd ayudanda, necésita
asistencia, tiene darecho a.obtener ayuda.e infoermacidn
en su idioma sin-coste alguno.:Para hablar con un
intérprete, llame al nimero telefénico de Servicio-al
cliente, que-aparece en la parte trasera de sutarjeta, o
877-469-2583, TTY: 711 si usted todavia no-es un
miembra.
Al el G tud Aatayeacld, AT i n i k(3
ARG o L 5 gl Hagheallyracbaall o jandh
Ji wtig _a_ia‘gi:. A,;}a]\;mlﬁaﬁ.ri}d..aﬂ &JL‘_,‘J} s
JJeally 1 i 82 15} .87 7-469-2583 TTY: 711 S
NS FRCEEBMOHE, RERBD, &HEH
RBLENEIESITERNAL. AR —UHRA.
EREENREENEFRESSE MERSETE®R
. IRIRELE 877469-2583, TTY: 711,
s Rt o aWu popme L aRaipads s 4D 2 o g ot
Rl aodha CRiic . ohalay haod L ety L ahu
15 gim erdihy, $¥on 10 i reFonpedl iy, otla | Anaidils
3 mgndaiitn o 2i 1L odiurds réiion TSN
TNt T\ e o 877-469-2583 TTY:711
tN@u quy vi, hay ngurdi ma quy vi dang gitip 46, ¢an trg.
gitip, quy vl s8:¢d quyén durgc giiip v ¢ thém thang tin
béing ngén nglf clia minh midn phi, PEnot chuyén véi mat
thang dich vién, xin gol s& Dich vy Khach hing & mjt sau
thé cda-quy vi, hodc 877-469-2583, TTY: 711 néu-quy vi
chua phai Ja mgt thanh vién,
Nése ju, ose dikush g& po ndihmoni, ka nevojé pér
asistencé, keni t& drejté t& mermi ridihmé dhe informacion
falas né&gjuhén tuaj. P&r 1& folur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit né anén e pasme
té kart&s tuaj, ose 877-469-2583, TTY: 711 nése nuk jent
ende njé anétar.

gkok i s A 53 U= AR X201
BHoSICHH, Mete =20 F2E A6t dUZHIES
sohel(] 22 4 00s FE0E ASLICE S AMe
CHatsiot ™ Aahe) 3t M U 328 HHl X
Has MastHLE 0101 HA 0| ot F2
877-469-2583, TTY:- 7112 A Glet i A2,

% AR, TSN TRAT FRA I3 FIET, AR

T T, ©RE SR SRR fAEER) TR 8 w4y
TISTI TS ST oS | (FIAT AP0 (MSFI W
T AS, STATH PREH (TR (OTT AP IS A
e GEEAT 877-469-2583, TTY: 711 A% RSHEy JREl
LY AT UG AP

leili Ty lub osoba, ktérej pomagasz, potrzebujecle pomocy,
masz prawe do uzyskania bezptatnej Informacji i pomocy
we wiasnym jezyku. Aby porozmawiad z thumaczem,
zadzwoit pod numer dziatu obstugl klienta, wskazanym na
odwrocle Twoje] karty lub pod numer.877-469-2583,

TTY: 711, jeeli jeszcze nie masz czionkostwa,

Falls Sie oder jemand, dem Sie heifen, Unferstiizung
bendtigt, haben Sie das Recht, kostenlose Hilfe und
Informatienen in threr Sprache zu erhalten. Um mit eineny
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Riickselta lhrer Karte an oder
B877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.

Se tu 0 qualcuno che stai alutando avete bisogno'di
assistenza, hal [l diritto.ol ottenere aluto e informazlont
nella tua lingua gratuitamente. Per pariare con un
interprete, rivolgiti al Servizio Assistenza al numera
indicato sul retro della tua scheda o chiama il’
§77-469-2583, TTY: 711 se non-sel ancora membro.

ZHEAE, TEEREROSOEY DS TERELE
LENBZHFTIHMMSENELEL, CHEOER

THR— FERHEY, FREAFLEZYT I LAY

TEET, HREIMY EHA AREEEEh D
SEEFLoh—FoEmcRERShzIAGY—Y
—FRAOBERE (A A A—THNAIX

877-469-2583, TTY: M) FTHEHE LS,

Ecrms Ban HITH THOY, EOTOPOMY BE! DOMOTAETE, Hy&KHA
TIOMOOIB, TO BRI HMeeTe NIpARO BA SeCIIaTHOE MDAy IeHHe
TIOMOINT K HBGOpMANIE HA BalIeM A3pke. g pasrosopa
¢ TMEPeROEAKOM TIO3BOHITE IO HOMEPY TeTedOHA OTREA
O0CyERBIREA KIHSHTOE. YRAIAHHOMY HA 00paTHofi
cTopoHE Bameli KADTEL, ITH 0 HOMEDY

877-169-2583, TTY: 711, ecmt ¥ Bac HET-TIeHCTEA.

Ukotiko Vama ili nekeme kome VI pomaZete treba pomos,
imate pravo da besplatno dobijete pameoé T informacije na
svom Jeziku, Da bisie razgavarali sa prévodiocem, pozovite
bro] korisniéke sluZbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako veé niste dian.

Kung ikaw, 0.ang iyong tinutulungan, ay nangangalangan
ng tulong, may karapatan ka na makakuha ngtulong at
impormasyon sa lyong wika ng walang gastos. Upang
makausap ang isang tagasalin, tumawag sa numero ng
Customer Service sa fikod ng lyong tarheta,

0 877-468-2583, TTY¥; 711 kung ikaw ay hindi pa isang
miyembro.

Impertant disclosure

Blue Cross Blue Shigld-of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national origin,
ape, disability, or sex. Biue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary alds-and
senvices to people with disabilities to commurlcate
effectively with us, such as qualified sign language
interpreters and information in other formiats, ifyou 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 belfeve that Biue Cross Blue
Shield of Michigan or Blue €are Network has falled to
provide services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex,
you can file a grievance In person, by mail, fax, or email
with: Office of Civil Rights Coordinator,

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

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

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

hitps:/focrportal:hibs gov/ocr/partai/lobby. jsf, or by mail,
phone, or emali at: U.5, Department of Health & Human
Services, 200 Independence Ave, 5,W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7657, emall:
OCRCOmplaint@hhs.gov. Complaint forms are avallable at
pttp:/fwww his.govlacr/office/fite/indexhtmi.
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As a self-funded group, you are solely responsible for compliance with the federal Summary of Benefit and Coverage (SBC) rules, including SBC creation and
distribution. BCBSM does not assume any responsibility for SBC rule compliance relating to your group health plan, or for creation or disclosure of compliant SBCs.
This SBC template document is being provided as an example that may contain useful information concerning your BCBSM administered coverage as you create
your own group health plan’s SBC. This SBC template document being provided is not fully compliant with the SBC federal rules. It is your responsibility to work with
your legal counsel to ensure proper compliance with the federal SBC rules. This SBC template document does not constitute legal, tax, actuarial, accounting, benefit
design, compliance or other advice, BCBSM disclaims any liability or responsibility for any non-compliance by your group health plan with SBC rules and regulations
relating to creation, disclosure or other requirements. You should also note that there may be additional special circumstances which may be applicable to your
specific group health plan situation which may affect SBC content, including but not fimited 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

MACOMB COUNTY EMPLOYEES

Coverage Period: Beginning on or after 01/01/2026

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

Coverage for: Individual/Family | Plan Type: PPO

Community BlueS" PPQ ASC

b,

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

This is only a summary. For mare information about your coverage, or to get a copy of the complete terms of coverage, visit www:bebsm.com or call the number on the back |
of your BCBSM ID card. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined E

Important Questions

What is the overall deductible?

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

Answers
In-Network

$1,500 Individual/
$3,000 Family

$3,000 Individual/
$6,000 Family

Out-of-Network

Why this Matters:

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

meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.

Are there services covered before
yotl meet your deductible?

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

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

preventive services at hitps://www.healthcare. govlcoveragelpreventwe-care—benef its/.

Are there other deductibles for
specific services?

No.

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

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

{May include a coinsurance
maximurmy)

$6,350 Individual/
$12,700 Family

$12,700 Individualf
$25,400 Family

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

pocket limit?

Premiums, balance-billing charges, any

What is not included in the out-of-

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

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

Will you pay less if you use a
network provider?

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

This plan uses a provider network. You will pay less if you use a provider in the plan's
network. You will pay the most if you use an out-of-network provider, and you might receive a

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

Do you need a referral to see a
specialist?

No.

You can see the specialist you choose without a referral.

Group Number 007000448-0033

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 Ev;:nt

If you visit a health care

provider’s office or clinic

IServices You May Need

“What You Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network Provider

~{You will pay the most)

Limitations, Exceptions, & Other'Important
Information :

Specialist visit

does not apply

Prirpgry care visit to treat {$40 co_pay/ofﬁce visit; 40% coinsurance None
an injury.or illness deductible does not apply —
$40 copay/visit; deductible 40% coinsurance None

Preventive care/

No Charge; deductible does

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

SCreening, ,‘[[ not apply Not covered needed are preventive. Then check what your plan
{immunization will pay for,
: a@ogcﬁ;ﬁ(;eﬁ (x78Y, " lonos coinsurance 40% coinsurance None
If you have a test ‘ maging (CTPET
: F\ng)ng ( SCans, 190% coinsurance 40% coinsurance May require prior authorization
$7copay/prescription for retail
Generic or select 30-Day supply $14 Lﬁggg’:‘;gg—;ﬁ t?]lgsasgrove d
prescribed over-the- copay/prescription for retail or amount: deductible does not
counter drugs mail order 90-day supply P

If you need drugs to treat

your iliness or condition
More information about

prescription drug coverage

deductible does not apply}

apply

is available at

| 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

www.bebsm.com/druglists

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

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.

If you have outpatient
surgery

Facility fee (e.g.,
ambulatory surgery

1center)

20% coinsurance

40% coinsurance

None
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Physician/surgeon fees

20% coinsurance

40% coinsurance

None

If you need immediate
medical attention

Emergency room care

$250 copay/visit; deductible
does not apply

$250 copay/visit; deductible does

Copay waived if admitted orfor an accidental

not apply

injury.

| Emergency medical
Jtransportation

20% coinsurance

20% coinsurance

Mileage limits apply

|Urgent care

$40 copay/visit; deductible
does not apply

40% coinsurance

None

If youhave a hospital stay

|Facility fee (e.g., hospital

room)

20% coinsurance

40% coinsurance

Prior authorization is required

{Physician/surgeon fee

20% coinsurance

40% coinsurance

None

jlf you.need behavioral

20% coinsurance for mental

Your cost share may be different for services

health services (mental  |Outpatient services 20% coinsurance health; 40% coinsurance for erformed in an office settin
health and substance use substance use disorder P g
disorder) Inpatient services 20% coinsurance 40% coinsurance Prior authorization is required.
, P coinsurance coinsurance g
| ' Prenatal: No Charge; Maternity care may include tests and services
4 ’ . described elsewhere in the SBC (i.e. ultrasound)
. o,
Office visits dEdU—Ct'bk? does not a;? ply Prenatal. ,40 /z coinsurance and depending on the type of services cost share
Postnatai: No Charge; Postnatal, 40% coinsurance .
deductible does not apply - may apply. Cos‘t sharing does not apply for
If you are pregnant B— preventive services.
Chtldblr.th/delwery 20% coinsurance 40% coinsurance None
professional services EE— E—
Childbirtb/delivery facility 20% coinsurance 40% coinsurance None

services

if you need help recovering
or have other special health
needs

Home health care

20% coinsurance

20% coinsurance

Physician certification required.

Rehabilitation services

20% coinsurance

40% coinsurance

Physical, Speech and Occupational Therapy is
limited to a combined maximum of 60 visits per
member, per calendar year.
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‘Common Medical Event

Services You May Need

What You Will Pay

In-Network Provider
{You will pay the least)

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

Limitations, Exceptions, & Other Important
Information

i
i

Habilitation services

$40 copay/office visit;
|deductible does not appiy 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

1Prior 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

per member per calendar year

Durable medical
eguipment

20% coinsurance

20% coinsurance

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

Hospice services

No Charge; deductible does
not apply

No Charge; deductible does not
apply

Physician certification required. Visit limits apply.

If your child needs dental or
eye care

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

Children's eye exam Not covered Not covered None
Children's glasses Not covered Not covered None
Children's dental check- ot covered Not covered None

up
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Excluded Services & Other Covered Services;

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

» Acupuncture treatment 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 complefe list. Please see your plan document.)

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

» Bariatric surgery .
See http:/fprovider.bchs.com e Private-duty nursing

e Chiropractic care
» 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 [nformation and Insurance Oversight, at 1-877-267-2323 x61565 or www.cclio.cms.gov or by
calling the number on the back of your BCBSM ID card. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

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

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

Does this plan provide Minimum Essential Coverage? Yes

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

Does this plan meet Minimum Value Standards? Yes

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

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

Language Access Services: See Addendum

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

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

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

Peg is Having a Baby

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

© $1,500

B The plan’s overall deductible

W Specialist copayment $40
W Hospital (facility) coinsurance 20%
W Other coinsurance 20%

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

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

Managing Joe’s Type 2 Diabetes

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

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

H The plan’s overall deductible

Mia's Simple Fracture

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

$1,500

K Specialist copayment $40
M Hospital (facility) coinsurance 20%
B Other coinsurance 205%

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 ] $12700] | Total Example Cost | $5,600 | | Total Example Cost | $2,800 |
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost-Sharing
Deductibles $1,500 Deductibles $900 Deductibles $1,500
Copayments $0 Copayments $200 Copayments $80
Coinsurance $1,700 Coinsurance $0 Qw $70
What isn’t covered What isn't covered What isn't covered
Limits or exclusions $60 = Limitsorexclusions |  $20 Limtsorexclusions | §0
| The total Pegwould payis | $3,260 ] | The total Joe would payis $1,120 | | 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 assistance, you
have the right to get help and information in your
language at no cost. To talk to an interpreter, call the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 if you are not already a member.

Si usted, o alguien a quien usted estd ayudando, necesita
aslstencia, tiene derecha a abtener ayuda e informacién
en su idioma sin costo alguno. Para hablar con un
intérprete, liame al namera telefénico de Servicio al
cliente, que aparece en la parte trasera de'su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
ETCON EIFUIEEEX WA E SUPRRL I JEFUIPIPER. g JLV JU g )
Al pa Hiadyd 5y petall il gledlly B lsall e o goasl
JRIRE. 15 RS S SR P D WP ey N PO PO LA
Jnally i S5 113 .877-469-2583 TTY:711 o8 0
RiE [IRGEEREKER RERE. EHEF
Eﬂu@ﬂﬁ!ﬁﬁﬂﬁﬂhmiﬂ . EAR—EHEA,
ERECHFHFDNESRERS  NREETRGA
. IEIRTEE 877-469-2583, TTY: 711,
e Riich L S powaro « . AMoiguda rehd oAb M i e Sl L
refqulaccha Biid o sdulaia fhond o paclhord | shaie
1L | dn ordihn A¥on 39 mi oozl ey rels L faedils
o ~.oafaRy r¢_ad AL etlrey fiien . goalh
e \oh..‘. Ao L e 877-469-2583 Y711
N&u quy vi, hay ngudi ma quy vi dang gidp dé, can tro
gidp, quy vi s& cé quyén durgc gitip va ¢ thém thang tin
bling ngdn ngl¥ ca minh mién phi. D& néi chuyén vaf mgt
théng dich vién, xin goi s& Dich vy Khach hang ¢ mét sau
thé clia quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chura phai (A mét thanh vién.
Nése ju, ose dikush gé po ndihmoni, ka nevojé pér
asistence, keni t& drejté t& merrni ndibmé dhe informacion
falas né gjuhén tuaj. Pér 1@ folur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit n& anén e pasme
1é kartés tuaj, ose 877-469-2583, TTY: 711 né&se nuk jeni
ende njé anétar.

gtek 5t E= e B2 U= MEOl A0
BERSICiH, Asie =20 28 Aot dHZ HIE
el g2 4 0le Al O‘*LIC} =oAL
EHs}oia'}‘ Halel 1= ol e D Al
sz ®EtAHLL 010l 3 R0| ot 2=
8774692583, TTY: 7112 HSSIEAIZ.

IV FAATS. 7 S T e I FIET, R
HESE 3, WWWWW LeACE )
AT AT AT TG (FIA] IF (RIS T
T F00. A FRGH (o (63T 2T TEHS! TG
257 TR 9] 877-469-2583. TTY: 711 ¥ RSERLT WA
HUHY AT 3 YIF

Jesli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezplatnej informacji | pemocy
we wiasnym jezyku. Aby pordzmaw[ac’: z tlumaczem,
zadzwori pod numer dziatu obstugi klfenta, wskazanym na
odwrocie Two]ej karty lub pod numer 877-463-2582,

TTV; 711, jeteli jeszcze nie masz czionkostwa,

Fails Sie oder jemand, dem Sie helfen, Unterst{itzung
bendtigt, haben Sie das Recht, kostenlase Hilfe und
Informationen in threr Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Riickselte lhrer Karte an oder
877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.
Se tu 6 qualcuno che stal aiutando avete bisogno di
assistenza, hai Il diritto di ottenere aluto e informazioni
nella tua lingua gratuitamente. Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numero
indicato sul retro della tua scheda o chiama i
877-469-2583, TTY: 711 se non sel ancora membro.

ZEAR, £EREFROJCEY OATIHELE
EEhAFTIZHMMSENELESE, CREDERE
THi— b EBFEY REEAFLEYTHIEN
TEET, HEEIAMYFEEA, BREEESK B
SlxbEboh—FOBRICEBRShEzHAE T —H
—EAOBHEES (A w1 —THLAE

£77-469-2583, TTY: 711) ETCHMIEE &L,

Ecms san HIE THIY, KOTOPOMY BEI HOMOTAeTe, HyAHA
oMo, TO BRI HMECTE NIPABO HA QecIIaTHoe DOAYHICHHS
ToMOITH K HEGOPMALEH Ha BameN f35Ke, Jud pazropopa
€ DepeBOTTHKCNM TO3BOHITIE 110 HOMeDY Telediona oTnena
OOCTYKIBARIL KIHEHTOB, YKI3AHHOMY Ha 0OpaTHOH
CTOPOHE Ballefl KAPTEI, HIH IO HOMEDPY

877-469-2583, TTY: 711, ecrmt ¥ BaC HeT LICHCTHA,

Ukoliko Vama ili nekome kome Vi pomaiete treba pomog,
imate pravo da besplatno dobljete pamad i informacije na
svom Jeziku, Da biste razgovarall sa prevadiccem, pozovite
broj korisnicke slufbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako vec niste ¢lan.

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

o 8§77-469-2583, 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 de not
discriminate on the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network pravide frea auxiliary aids and
sarvices to people with disabilities to communicate
effectively with us, such as qualified sign language
interpreters and information in other farmats. W 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 Biue Cross Blue
Shield of Michigan or Blue Care Network has failed to
provide services or discriminated in another way on the
hasis of race, color, national arigin, age, disabllity, or sex,
you can file a grievance in person, by mail, fax, or email
with: Office of Civil Rights Caordinator,

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

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

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

https:/focrportal hhs.goviocr/portalfiobby, ;sf, or by malil,
phone, or email at: U.S. Department of Health & Human
Services, 200 Independence Ave, S.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
QCRComplaint@hhs.gov. Complaint forms are available at
http:/fwww.hhs.gov/acr/office/file/index.iit;
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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 exampie 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. Itis 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 heaith 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

MACOMB COUNTY EMPLOYEES

Simply Blues" HSA PPO with Rx ASC

Coverage Period: Beginning on or after 01/01/2026

Note to ASC groups: Before complefing this template,
please reference the disclaimer on the attached cover page.
Coverage for: Individual/Family | Plan Type: PPO

=

oy The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share

K, the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

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

Important Questions

What is the overall deducfible?

1
|
l 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 !
!
i
#

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

Answers
in-Network

$2,000 Individualf
$4,000 Family

$4,000 Individualf
$8,000 Family

Out-of-Network

Why this Matters:

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.

Are there services covered before
you meet your deductible?

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

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

Are there other deductibles for
specific services?

No.

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

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

{May include a coinsurance
maximum)

1$3,000 Individual/

$6,000 Individual/

$6,000 Family $12,000 Family

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, the overall family out-of-pocket limit must be met.

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

Premiums, balance-billing charges, any

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

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

Will you pay less if you use a
network provider?

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

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

Do you need a referral to see a
specialist?

No.

You can see the specialist you choose without a referral.

Group Number DDfOOOMB-OOGS

SBC000022122958 20f9
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‘& All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Services You May

~ What You Will Pay

| In-Network Provider

Out-of-Network Provider

Linfitations, Exceptions, & Other !rrnportaﬁt

Common Medical Event PP
;' Need (You will pay the least) (You will pay the most} Information
|Primary care visit to
{treat an injury or No Charge 20% coinsurance None
ilness
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
e lpreventive. Ask your provider if the services
‘mﬂion No Charge Not covered needed are preventive. Then check what your plan
will pay for.
: |Diagnosfic lesf (x-ray, No Charge 20% coinsurance None
- ) ) blood work)
if you have a test maging (CT/PET
: maging ( No Charge 20% coinsurance May require prior authorization
scans, MRIs)

If you need drugs to treat
your illness or condition.
More information abotit
prescription drug toverage
Is available at ) '
www:bchsm:com/druglists:

Generic or select
prescribed over-the-
counter drugs

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

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

| Preferred brand-

name drugs

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

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

Prior authorization, step therapy and quantity limits

Nonpreferred brand-

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

In-Network copay plus an
additional 20% coinsurance of

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

{name drugs copay/prescription for retail or mail
7 g order 90-day supply) the approved amount)
|Facility fee (e.g.,
) {ambulatory surgery  [No Charge 20% coinsurance None
If you have outpatient center)
surgery —
:]I:;i;)éswlan/surgeon No Charge 20% coinsurance None
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{Common Medical Event

|Services You May

" What You Will Pay

QOut-of-Network Provider

Limitations, Exceptions, & Other Important

If you are pregnant

Postnatal: No Charge; deductible
does not apply

Postnatal: 20% coinsurance

‘ fn-Network Provider .
|Need (You will pay the least} (You will pay the most) Information
(I;E;T;:rqencv 10om  Ing Charge No Charge None
if you need immediate | oy )
medical attention quimsggg Or::edlcal No Charge No Charge Mileage limits apply
Urgent care No Charge 20% coinsurance None
Egggiigfffo(rﬁ')g” No Charge 20% coinsurance Prior authorization is required
If you have ahospital stay —— ‘
' e eysmtan SUTGEON 1N Charge 20% coinsurance None
If you need mental health _ Outpatient services are covered at participating
behavioral health services |Outpatient services  [No Charge No Charge facility only. Your cost share may be different for
'(mental health-and ' services performed in an office setting.
substance use disorder) |Inpatient services  |No Charge 20% coinsurance Prior authorization is required.
' . ) : Maternity care may include tests and services
: (I:gzr;a;ilt. ;\I 0 lCharge, Coductidle Prenatal: 20% coinsurance described elsewhere in the SBC (i.e. ultrasound)
|Office visits pply P iy and depending on the type of services cost share

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

Childbirth/defivery

needs

SErvices

. . No Charge 20% coinsurance None
| professional services
Chi_l:.:lbirthld_e livery No Charge 20% coinsurance None
facility services
Home health care  [No Charge No Charge Preauthorization is required
Rehabilitation o l?hysuca[, Speech. and Occlupatmnal Thgrgpy is
T No Charge 20% coinsurance limited to a combined maximum of 30 visits per

member, per calendar year.

[f youneed ﬁelp- recovering
or have other special health

Habilitation services

No Charge for Applied Behavior
Analysis; 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 80 days

per member per calendar year
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' Durable medical Excludes bath, exercise and deluxe equipment
| P ra— No Charge No Charge |and comfort and convenience items. Prescription
|EdHipment ment required. -

‘ . |Hospice services No Charge No Charge Preauthorization is required visit limits apply

If your-child needs.dental or|Children's eye exam |[Not covered Not covered None

eye care | P—

For more information on Children's glasses  |Not covered Not covered None

pediatric vision-ordental, -

contact yourplan |Children’s dental ‘

dministrator |check-up Not covered Not covered None

50f9




Excluded Services & Other Covered Services:

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

» Acupuncture treatment s Infertility treatment » Routine foot care
» Cosmetic surgery » long term care » Weight loss programs
» Dental care (Adulf) « 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 Barfatric surgery « Coverage provided outside the United States. » Non-emergency care when fraveling cutside the U.S.

See http://provider.bchs.com

o Chiropractic care o Private-duty nursing

» Hearing aids
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.goviebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.ccifo.cms.gov or by
calling the number on the back of your BCBSM ID card. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

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

Additionally, a consumer assistance program.can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) Department of
Insurance and Financial Services, P. O. Box 30220, Lansing, Ml 48908-7720 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, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be efigible 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:

f\

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
. depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts {deductibles,
IR,  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 $2,000
M Specialist coinsurance 0%
W Hospital (facility) coinsurance 0%
M Other coinsurance : 0%

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

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

Managing Joe’s Type 2 Diabetes

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

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

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

Diagnostic tests (blood work)
Prescription drugs

Durable medical equipment (glucose meter)

| Total Example Cost [ $12700]  {Total Example Cost | __$5,600 |
In this example, Peg would pay: In this example, Joe would pay:
Cost Sharing Cost Sharing
Deductibles $2,000 Deductibles $2,000
Copayments $0 Copayments $0
Coinsurance $0 Coinsurance $0
What isn't covered What isn't covered
Limits or exclusions $60 Limits or exclusions $20
| The total Peg would pay is $2,060 | | The total Joe would pay is $2,020 |

Mia’s Simple Fracture

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

B The plan’s overall deductible $2,000
W Specialist coinsurance 0%
W Hospital (facility) coinsurance 0%
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 | $2,800 |
In this example, Mia would pay:
Cost Sharing
Deductibles $2,000
Copayments 30
Coinsurance $0
What isn’t covered
Limits or exclusions $0
| 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 certain out-of-pocket expenses ~ like the

deductible, copayments, or coinsurance, or benefits not otherwise covered.

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



ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

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

Si usted, o alguien a quien usted estd ayudando, necesita
aslstencia, tiene derecho a obtener ayuda e informacidn
en su idioma sin casto alguno. Para hablar con un
intérprete, llame al nimero telefénico de Servicio al
cliente, que aparece en [a parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
Ao ldlt eeld dataponeld il pad D il g 1)
AdG A o Sl Ty prall Db sledlt y S2e Lol o 1 yeaalt
JUNE: . IPRUVE "N EORON P N 1 PR ) T JPON PO LT
aily 1S S €3 4113 .87 7-469-2583 TTY:711 S0
MR MBEEERMMNEE, RERE. SHFEH
KBt ERIEMDNE. Bal— SR,
FRECHRTHOMNZFBEERE  REETRASAR
. I§IRIBAE 877-469-2583, TTY: 711,
i o o¥ paum ¢« o ahaicuda s LAd A g e ¢
houl sotha hiid o ohuladn hand o gaatinged | dhard
de _ ddo i lien 3 mi- refonimdd iy vy Saaiila
o e gadansa e 26 Lo oflres dicn bl
i o glad oo L o 877-469-2583 TTY:711
N&u quy vi, hay ngudi ma quy vi dang giap dd, can trg
gitp, quy vi s& cé quyén duroc gilip va ¢6 thém thong tin
bing ngan ngd ¢la minh mi&n phi. D& néi chuyén vdi mat
théng dich vién, xin goi 56 Dich-vu Khach hang & méit sau
thé cda quy vi, hodc 877-469-2583, TTY: 711 néu quy v|
chira phai 13 m§t thanh vién,
Nésa ju, ose dikush q& po ndihmoni, ka nevojé pér
asistencé, kenl té drejté t& merrni ndihmé dhe Informacion
falas né gjuhén tuaj. P&r té folur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit né anén e pasme
t& kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jenl
ende njé anétar.

oror A5k E= NS S s A0 TR0l
oOSICHY, st S0 B=22 Hble HHB HIB
BE 0| 25 4 ¢l ACIO ASLICH BSSEMSL
CHataln ™ 75tel 3t o 2ls 22 AUl
H&2 M35t LL, 00| FI1=0| ol B=R
877-469-2583, TTY: 7112 JSol& Al2.

Yy ST, TN A SRAT FFEA 7T PAT, 52T
HA@ T, ST APTATE ST P SRS 3 B8F
M LTI AT TR | (FIE ST (TSI Y
Y] 0o, ST PG (T (FITT T LS| 9T
3 e AT §77-469-2583, TTY: 711 it STOTNET AT

S AT 2 |

Jegli Ty lub osoba, ktdre] ppmagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatnej informacjl i pomocy
we wiasnym Jezyku. Aby porozmawfa¢ z tiumaczem,
zadzwori pod numer dziatu obstugi klienta, wskazanym na
odwrocle Two)e] karty lub pod numer 877-469-2583,

TTY: 711, jeieli Jeszcze nie masz czionkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstitzung
bengtigt, haben Sle das Recht, kostenjose Hilfe und
Informationen in Ihrer Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Riickseite threr Karte an oder
877-469-2583, TTY: 711, wenn Sie noch keln Mitglied sing.

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

CEAE, EREEEREOSBOEYOFTIIRELE
EERAATIHEMCELELEL, CHEDEE
THHE—FERITEY., HREAFLREYTIIEN
TEET, HEdhhUERA, ARESFEEhSE
SREBEHON— FoEGIiEREELf-h A 27—
—EAOREHS (A /i—THLVAE

877-469-2583, TTY: 71N ETHBIE{ A& LN,

Ecam BaM WTH JHIY, KOTOPOMY BEI HOMOTJaeTe, Hy-XHA
MOMOMTS, TO BRI HMEETE ITPABO HA fecnaaTHOE TIOIYICHHS
TIONONTH 1 HHOOPMALRIR HA Bamen s:eme, na pasrosopa
[« nepcnommam NIO3BOHIUTE IIO HD.\!Qp}' 'rcm:tbona OTHeN
o0CTyAIBAHNA KIIEHTOB. YRAIAHHOMY Ha obpaTHoft

CTOPOHE BAMIEH KapTEL, ILTH IO HOMeDY
877-469-2583, TTY: 711, ecoa y Bac HeT WICHCTEA.

Ukoliko Vama ili nekome kome VI pomaiete treba pamoé,
imate pravo da besplatno dobijete pomoé i informaclje na
svom Jeziku. Da biste razgovarali sa prevadiocem, pozovite
broj korisni¢ke sluZbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako ved niste lan.

Kung ikaw, o ang [yong 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 llkod ng fyong tarheta,

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

Important disclosure

Blue Cross Blue Shield of Michigan and Biue 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 gualified sign language
interpreters and infermation In other formats. If you need
these services, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 711 if you are not
already a member. If you believe that Blue Cross Blue
Shield of Michigan or Blue Care Network has failed to
provide services or discriminated in another way on the
basis of race, color, national orlgin, age, disab'llity, or sex,
you can file a grievance in person, by mail, fax, or email
with: Office of Civil Rights Coordinator,

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

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

You can also file a civil rights complaint with the U.S.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at
https://ocrportal. hhs.gov/ocr/portalflobby.jsf, or by mail,
phone, or email at: U.S. Department of Health & Human
Services, 200 Independence Ave, 5.W., Washington, D.C.
20201, phone; 800-368-1019, TTD: 800-537-7697, emall:
OCRComplaint@hhs.gov. Complaint forms are available at
tp:/fwww.hiis.gov, i index, html,
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Benefit Pericd

Health Alliance Plan of Michigan
Alliance Health and Life Insurance Company(Alliance)
Self-Funded Health Maintenance Organization {HMO) Plan

Calendar Year

Summary of Benefits
AS000098 / XR002358

Self-<Funded HMO
AS5000098 / XR002358 / XW000713

Outiof.Network

[Preventive Services &

Routine Well Visits

Covered

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

N/A

unless otherwise specified.

'doesn't cover. All other cost sharing accumulates

FOutpatient & Physician Services &

Related Labaratory and Radiology Services Covered NiA
Pap Smear, Mammagram, Tubal Ligation Covered NiA
Immunizations Cavered N/A

£ i
Primary Care Offica Visit %25 Copay NIA
HAP Telehealth $25 Copay NiA Through our designated telehealth pariner.
Specialist Office Visit $40 Copay NIA
Routine Audiclogy Exam Covered N/A Senee;;:cn;aﬁztr ge;;ﬁw;:od. For non-routine visits
Routine Eye Exam Covered N/A SOen: SB;::;laﬁE{ S?F?;ﬁw;: od. For non-routine visits
Chiropractic Services Not Coverad NiA
Allergy Treatment Covered N/A
Allergy Injections Covered N/A
Laboratory & Pathology Covered N/A 'Some services require preauthorization,
Imaging MRI, CT & PET Scans Covered NIA Services requirs preauthorization.
Radiclogy (X-ray) Covered NIA Some services require preauthorization.
Radiation Therapy & Chematherapy Covered NIA
Dialysls Coverad N/A

Quipatient Madical Drugs
Outpahent Surgical. Semces
Quipatient Surgery

Covered
T

Covered

Ambudatory Surgleal Center

Covered

Professional Surgical and Related Serv
Emergen cyIUrgeni Care
Urgent Cara

$50 Copay

Emergency Room Care

$200 Copay

Copay will be waived if admitted

Emergency Medical Transporlatmn
Inpatient Hospital' Services

Facility Fee

. Covered

NIA

Emergency transport only,

Physician Services, Surgery, Therapy,
Laboratory, Radiology, Hospital Services and
Supplies

Covered

N/A

Benatnc Surgery and Related Sannces

$1,000 Copay

NIA

Routine Prenatal Office Visits

One procedure per Ffetime

Coverad under Preventive Services. For non-Houtine

Covered NIA visits, see Specialist Office Visit.
" . Covered under Preventive Services. For non-routine
Routine Postnatal Office Visits Covered N/A Visits, see Specialist Offica Visit,
Labor Delivery and Newborn Care Sea Inpatient Hospital Senvices NIA
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Mental Haalth.& Substance Usa'Disordar™ ~

See Inpatient Hospital Services

NA

Inpatient Servicas
QOutpatient Services $25 Copay NIA
. Other Services T T e L 3 TiZ 3%
Home Health Care Cavered NIA Does notinclude Rehabilitation Services. Unlimited.
Hospice Care Covered NIA Up to 210 days per lifetime
Caovered for autherized services, Up to 730 days.
Skilled Nursing Care Covered N/A Maximum benefit renews after 60 days of
nonconfinement.
g:rn;gg:fsMedlcal Equipment; Prosthetics & Covered N/A Govered for approved equipment only.
$0 Copay per Hearing Aid for Value
Technology Hearing Aids
$689 Copay per Hearing Aid for Baslc
$650 C.:I;f ?nog‘}% ; ?;ﬁngié\i%i Prime Through a NationsHearing Provider only, Limited to
Hearing Aid Hardware ey p 9 N/A 2 Hearing Aids per Benefit Period. Copays do not
Technology Hearlng Alds count toward the Out-of-Pocket Limit.
$1,539 Copay per Hearing Aid for Advanced
Technalogy Hearing Aids
$2,039 Copay per Hearing Ald for Premium
Technology Hearing Aids
Covered once each 12 month period thru HAP's
Centracted Providers. $80 benefit maximum for
Vision Hardware Covered NiA FramesfLens or Contact Lens. Details can be found
in your pelicy or plan dacuments.
Rehabilitation Services: Physical, Covered N/A May be rendered at home, Up to 60 combined visits
‘Occupational, and Speech Therapy per benefit pericd.
Limited to services associated with the treatment of
Habilitation Services: Physical, Occupationa), Covered N/A Autism Spectrum Disorders. See Rehabilitation
and Speech Therapy Services for non-autism Habilitation cost sharing and
limits. Covered for authorized services only.
Limited to services associated with the treatmant of
Applied Behavioral Analysis $25 Copay N/A Autism Spectrum Disorders. Covered for autharized
services only.
Voluntary Sterilizations See Quipatient Surgical Services N/A Limited to vasectomy
Services for diagnosls, counseling, and treatment of
Infertility Services Covered N/A bodily disorders causing Infertility, Covered for
authorized services only.
Assisted Reproductive Technologies Covered N/A One attempt per lifetime
Temperomandibular Joint Disorder

Pharmacy (Affiliated phanmacy providers only) - .

Covered

N/A

Coveraga for non-invasive treatments only.
it o

$20 Copay 30 day supply, $40 Copay S0 day supply

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

exclusions & [knitations may apply. Certain speclalty
drugs may be approved for 60 or 90 days. In this

case, if a copay or max is shown for specialty drugs,

ou will pay two times that amount for up to 60 days,
three timas that amount for 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 Capay 90 day supply
Tier5 $60 Copay 30 day supply at specially 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, the terms and canditions 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 received could result in a reduction

or denial of benefits.

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

Plan.

- For Outpatient Mental Health & Substance Use Disorder Services delivered via HAP Telehealth, you will pay the lower of gither the
Outpatient Mental Health & Substance Use Disorder Cost-Share or the HAP Telehealth Cost-Share.
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Benefits-at-a-Glance

Classic

00100532 MACOMB COUNTY EMPLOYEES GROUP
SFO01/SF12

Effective Date: 01/01/2026

This is Intended as an easy-to-read summary. It is not a contract, Additional limitations and exclusions may apply to covered services. For a complete description of
benefits, please see the applicable Blue Care Network cerfificates 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 a discrepancy batween this Benefits-at-a-Glance and any applicable plan
documents, the plan decument will control, This coverage is provided pursuant to a contract entered into in the State of Michigan. Services must be provided or
arranged by member's primary care physician or health plan.

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

Note: A list of services that require approval before they are provided is availahle online at hitps:ibebsm.comipriorauth.

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

mbr'sespsii dutiblopay, coinsurance and dollar maximums) .
Benefits R - T

Deductible - Coinsurance and select fixed dollar copays apply (as Nane
defined by your plan documents), ance the deductible has been met.
Note: The Deductible will apply to cettain services as defined helow.

Fixed Dollar Copays $0 for allergy injections

$20 for PCP office visits

$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 Noné
Out of Pocket Maximum - Includes deductible, copays, and coi_nsurance $6,350 per me"r;fﬁé’r'fﬁ:?',7(7)6"[iéffamily ﬁé'r:"égl_éhdhar yéé}"— B
amounts for all covered services. ) o B - L |

TB;rTé—ﬁth o N — S — ____ ...,._.,_,]
Health Maintenance Exam o Cowedtoo
Annual Gynecological E(a_mL . o o vaeﬁredwwrﬂ%____ o i . L j“ ]
Pap Smear Screening - laboratory services anly - Qogered 100% o 7 ) o 7 N
WellBabyand Wel-Chld Vists - Covered100% T B
Page 1 of 5 bebsm.com 000025345822
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Preventive services (oontlnued)

Beneflts o o
Immunizations Covered 100%

"Prostate Specific Antigen (PSA) Screening - laboratory services only ~ Covered 100%

Routine Colonoscapy Coverea to0%s —
Mammography Screening o o T Cavered 1 o ‘ — = - 7 _ _:
Voluntary Sterilization of Female Reproductive Organs o Coverédf1opf/9 - "'7 T y ,_ o
Breast Pumps (DME guidelines appiy) —Eovered 100% ,,, - —

Routine Maternity Prenatal and Postnatal Care - Cowred 100% —

Physrcran ofﬂce services
IBenefits

PCP Office Visits $20 copay
Note: Applicable cost sharing applies when other services are received
in the office

Medical Online Visits - when performed by a BCN participating provrder Covered 100% - Onlrne vrsrts wrth the BCN onhne 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.

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

Note: Applicable cost sharing applies when other services are received

in the office

Emergency medroal care

[Ben»ef'tsl A IS I, R EE—————S ..__..m_1
Hospital Emergency Roon:r Eopaywarved |fadm|tted as rnpatrent o $100copay _' ' 7 o 7
Urgent CaEE'éﬁ'tér - ) T$5m)pa_y o ) _
Refail Health Clinic  sq0copay -

Ambu]ance Servroe.si m?adv:ally necessary T Covered 100%

D|agnostrc ser\noes

Benefits R - e .
Laboratory and Pathorod_ﬁests - Covered 100% o 7 ]

Diagnostic Testsand Xerays  Covered 100% ~ : §

High Technology Radiology Imaging (MRI, MRA, CAT, P“E?)_  Govered 100% T ”

Radiation Thorapy . :_' O Cowreddo0% -

lienefts B o o "I'_

Routine Prenatal and Postnatal Care \fsrts Covered 100%

Delivery and Nursery Care - professional services (see "Hospltal Care“ Covered 100%
far facility charges)

Page 2 of 5 bebsm.com 000025345822
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e
Benefits

18

General Nursing Care, Hospital Services and Supplies Covered 10q°{§77 o L_f_v_ - ~ ; :m ) 3
Outpatient Surgery Covered 100% T T

Skilled Nursing Cara Covered 100%

Limited to 730 days per lifetime .
Hospics Care Covered00% - " L
Home Health Care $0copay o

E_B_eEﬁ_tﬂs,_w_m__ e W.__H_._m_ T ——— y_____.]
Surgery - includes all related surgical services and anesthesia Covered100% ~ o
Voluntary Sterilization of Male Reproductive Organs - see Preventive féb?éié& 0% T i i
Senvices for Voluntary Sterilization of Female Reproductive Organs L o i
Humnan Organ Transplants (subject to medical criteria) __(;gy'_gred _'!70-(5% B o o ‘ o ' " H ‘" ;
Reduction Mammoplasty (subject to medical criteria) - "S:Q%:“c@iﬁ_s‘u"réh”éé_ ) o ‘_ B A 7 T i '
Male Mastectomy (subject to medical criteria) - 50% comsqrance T o : o |
Temporomandibular Joint Syndrome (subject to medical crite;i;)m :50% cofnéu_rgnce o j _ _:“ g: )
Orthognathic Surgery {subject to medical criteria) 50“/;c0|n31]raﬁcei _ - L T N

Weight Reduction Procedures (subject to medical criteria) - Limited o Covered 100%
one procedure per lifatime

Behavioral health services (mental health and substance use disorder treatment)

Bemefits 1
Inpatient Mental Health Care Covered 100% S o
Residential Substance Use Disorder ngyérgd 10@% i .. - ) ) :—__ o _‘
Outpatient Mental Health Care includes online and telemedicine visits  Covered 100% T ) -

Note: For diagnostic and therapeutic services, see the Diagnostic

Services section above for applicable cost sharing. o L . s
Outpatient Substance Use Disarder ‘Covered 1_055_/; - i ) i _’:_*

Page 3of 5 bebsm.com 000025345822
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Autism spectrum dlsorders dragnoses and treatment ‘

Benef'ts R

Applied behavioral analysrs (ABA) treatment See your outpatient mental health care cost share
Note: Pricr 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 autism evaluation center (AAEC)

Qutpatient physical therapy, speech therapy and occupational therapy ~ $30 copay o ' o
for autism spectrum. Unlimited visits for PT/OT/ST with autism '
speclrum disorder diagnosis, -

Other covered services, including mental health senvices, forAutis‘rrr See your outpatrent mental heallh medlcal office vrsrt and preventwe
Spectrum Disorder benefit.

Benefts -

Allergy Testing and Therapy Covered_1_0frl,% L ) - -
Allergy Office Visits T $30 cOPay_i- o __ ) _:, ] .
Allergy Injections T COVér_édJOO% . ___
Chiropractic Spinal Manipulation - when relered $30 copay N )

Limited to 30 visits per calendar year
Outpatient Physical, Speech and Occupational Therapy - subjectto  $30 copay =

meaningful impravement within 60 days One pericd of treatment for any combination of therapies within 60

consecutive days per medical episode )
thfe?tt@c—ounsdTg and Tre_et_meut - _ 50% cornsurance (excludes m_—vrtro fertllizatron) N _;
Durable Medical Equrpment_~ T o Covered 100% - 7
Diabetic Supplies T B S Cavered 100% - o

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 Orthotrc Apphances B _Covered 100%

Heanng Aid Not covered

Benefts e ]

Generic Tier $10 copay N o o o

Prefered Brand Ter S $2$ copay B ) ) ) i

Nonpreferred Brand Tier o T $50 cooay ' 7 L _ _7

Contraceptives T T T Women's Contraceptwes Genenc - 100%, Preferred Brand $25 copay,
Nonpreferred Brand - $50 copay o

Drugs for the Treatment of Sexual Dysfunctron Drugs for the Treatment of Sex_u_al Dysfunctron 50% coinsurance

Mail Order PrescnplrohiDru;;_s_ ) — F\uo_’um_e;the applloahte copay up toa 90 day suppty Specralty drugs are
Mot covered through mail order pharmacies.

Specralty Drug Pha_rrr-tar:;r_ - o _ o Specra[ty drugs are covered only when purchased through the BCN

Exclusive Phamacy Network for Specialty Drugs

Page 4 of 5 bebsm,com 000025345822
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Beneﬁts )

ceS e

Variable Cost Share Coupon Program

Your plan includes a prescnphon drug discount p program for certain
medications. When a manufacturer coupan is used through the BCN:
discount program, the amount paid after the discount applies toward the out
‘of pocket maximum,

Diabetic Supplies

’Select diabetic supphes and eqmpment are covered apphcable cost shanng
will apply. Cost sharing may not apply to certain preferred glucometers as
'deﬁned on the drug Ilst

Prescription Drug Deductible

b = R e B = = SR

'Noﬁﬁ. . e i

Customn Drug List

The list of prescnphon drugs that have been approved by the U. S Food andi
iDrug Administration and approved by the BCBSMIBCN Pharmacy and
1Therapeutics Commiftee. The list represents the clinical judgment of
‘Michigan physicians, pharmacists and other experts in the diagnosis-and
treatment of disease and promotion of health. Medications are selected
based on clinical effectiveness, safety and opportunity for cost savings,
‘Some drugs included in the Custom Drug List requiire prior authorization
‘andfor step therapy by BCN before they are covered. The drug list may be '
modified by BCN as needed to remave or add.a covered drug or to modlfy
the requirements for.authorization of a covered drug. The list may be found
at https:www.bcbsm.cam/druglists i

For Intemal Purposes Only
Benefits Selected - CLSLGF :

OMHSAF,100MSF,10255F 30RPF 6350MF ASSF, ASDF,CO20F, DMESF, DSRCWF,EDMP ER100F, GLPCCF,MOP20F,ONVOF, OPTHEF, PA05F, PDLRF, RXVAR, SMTS0F,SN730F,UR30

FWRCWRF
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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 limitaticns and
exclusions may apply. Payment amounts are based on BCBSM's appraved amount, less any applicable deductible and/or copay. For a complete
description of benefits please see the applicable BCBSM certificates and riders, if your group is 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 autharization 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 bchsm.comfimportantinfo. Select Approving covered
services.

Pricing information far 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. Yaur 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 cantact BCBSM to request prior autherization 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 categaries or
other categories. BCBSM determines which specific drugs are payable. This may include medications lo 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 $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-JN 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 Smart93;XVA ASC

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Crass 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 BCRSM for that particular provider specialty are covered at the in-network henefit level. If you receive care from a nonparticipating provider, even when referred, you
may be billed for the difference between our approved arnount and the provider's charge.
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Eligibility Information

| Members | Eligibility Criteria l

Dependents : '» Subscriber's legal spouse !
i
!

e Dependent children: related to you by birth, marriage, legal
adoptien or legal guardianship; eligible for coverage until the end of
the yearinwhichtheytumage26 |
» Dependents of the subscriber related by blood, mariage or legal |
adoption, over age 19 and not eligible as a dependent under the
provisions of the subseriber's contract, provided the dependent
meets all eligibility requirements. The-subscriber is respansible for
paying the cost of this coverage. .

Sponsored dependents

1
|
{
'
)

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

I Benefits uln-network ” Out-of-network
Deductible +$1,500 for one member, ! $3,000 for one member,

+$3,000 for the family {when two or mare | $6,000 for the family {when two
,members are covered under your ; or more members are covered
!contract) each calendar year | under your contract) each
. I calendar year
Note: Deductible may be waived for
rcovered services performed in an in- Note: Out-of-network deductible
+network physician's office and for amounts also caunt toward the in-

‘covered mental health and substance | network deductible.

:use disorder services that are equivalent!

"to an office visit and performed in an in-

network physician's office.

= $40 copay for office visits and office
consultations

« $40 copay for chiropractic and
osteopathic manipulative therapy

« $250 copay far emergency room
visits

* $40 copay for urgent care visits

Flat-dollar copays = $250 copay for emergericy

raom visits

1
Coinsurance amounts (percent copays) .+ 30% of approved amount for privat ;
duty nursing care :
+ 20% of approved amount for mental ; + 40% of approved amount for
health care and.substance use ! mental health care and
disorder treatment |  substance use disorder
1
[ o
|

« 50% of approved amount far
. private duty nursing care

Note: Coinsurance amounts apply once the deductible has been met,

other covered services (coinsurance 40% of approved amount for

i- 20% of approved amount for most treatment
: most other covered services

waived for covered services
performed in an in-network
physician’s office)

Annual coinsurance maximums - applies to coinsurance amounts for all | $2,500 for one member, : $5,000 for one member,
covered services - but does not apply to deductibles, flat-dollar copays, §$5,000 for the family (when two or more 1 $10,000 for the family (when two
private duty nursing care coinsurance ameunts and prescription drug cost- 'members are covered under your { or more members aré covered
sharing amounts contract) each calendar year ' under your contract) each

\ calendar year

| Note: Qut-of-netwark
coinsurance amounts-also count
toward the in-network
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-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/$35/370ASC;PD-ES90-2x ASC;PD-
PDL-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 carporation and independent licensee of the Blue Cross and Blua Shield Association.
Services from a provider for which there is no Michigan PPO netwaork and services from an out-of-netwark pravider in a geegraphic area of Michigan deemed a “low access
area" by BCBSM for that particular provider specialty are cavered 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 amaunt and the provider's charge.
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Benefits ji— In-network Out-of-network 1

Annual out-of-pocket maximums - applies to deductibles, flat-dollar 56,350 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 mare $25,400 for the family (when two
sharing amounts for prescription drugs, if applicable members are cavered under your or more'members are covered
-contract) each calendar year under your contract) each:
{ calendar year :

. Nate: Qut-of-network cast-
sharing amourits also count
toward the in-network out-of-
pocket maximum.

Lifetime dollar maximum MNone

Preventive care services

|

| Benefits “ In-network IOUt-Of'HEtWOTR
Health maintenance exam - includes chest x-ray, EKG, chalesterol 100% {no deductible or Not covered
screening and other select [ab procedures ' copay/colnstirance), one per member
:per calendar year

Note: Additional well-women visits may
‘be allowed based on medical necessity,

Gynecological exam ,100% {no deductible or Not covered
‘copay/coinsurance), two per member per
'calendar year

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

Pap smear screening - laboratory and pathology services _ 100% (no deducﬂiblé ar Not covered
copay/cainsurance), one per member,
per calendar year :

Voluntary sterilization of female reproductive organs 100% (no deductible or | 80% after out-of-network
copaylcoinsurance) deductible

=i A -

Prescription contraceptive devices - includes insertion and removal of an ~ 100% (no deductible or '» 100% after out-of-network

intrauterine device by a licensed physician copayfcoinsurance) ' deductible

Contraceptive injections 100% {no deductible or { 60% after out-of-network
copaylcoinsurance) ! deductible

T e Tt T -l -
Well-baby and Well-child visits 100% {no deductible or : Not covered

copay/coinsurance)

|
!
« 8visits, birth through 12 months !
+ 6 visits, 13 months through 23 |
months |
* B visits, 24 manths through 35 i
months i
» 2 visits, 36 manths through 47 '
months i
s Visits beyond 47 months are limited '
to one per member per calendar year|
under the health maintenance exam

benefit i
Adult and childhood preventive services and immunizations as 100% (no deductible or i Not covered
recommended by the USPSTF, ACIP, HRSA or other sources as copay/coinsurance) |
recognized by BCBSM that are in compliance with the provisions of the '
Patient Protection and Affordable Care Act
Fecal oceult blood screening 100% (ro deductible or + Not covered
copay/coinsurance), one 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%-ON ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/535/$70ASC;PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgms Smart30;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 netwark and services from an out-gf-network provider in a geographic area of Michigan deemed a "low access
area® by BCBSM far that particular pravider specialty are covered at the in-network benefit level. If you recelve care fram a nonparticipating provider, even when referred, you
may be billed for the difference between cur approved amount and the provider's charge.
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Benefits || In-network | Out-of-network |
Flexible sigmoidoscopy exam 100% (no deductible ar Not covered

copay/coinsurance), one per member

per calendar year :
Prostate specific antigen (PSA) screening 100% (no deductible or , Not covered

copaylcoinsurance), one per member
per calendar year

Routine mammogram and related reading

' 60% after out-of-network
deductible

100% (no deductible or
copay/coinsurance)

Note: Subsequent medically necessary
mammaograms performed during the
same calendar year are subject to your
deductible and coinsurance.

Note: Qut-of-network readings
and interpretations are payable
only when the screening
mammogram itself is performed
| by an in-network provider,

One per member per calendar year

Colonoscapy - routine or medically necessary

100% {no deductible or : 60% after out-of-network
copay/coinsurance) for the first billed | deductible
colonoscopy

Note: Subsequent colonascopies
performed during the same calendar
year are subject to your deductible and

coiqsu[anc_e:_ e
One per member per calendar year
Physician office services
| Benefits {| In-network | Out-of-natwork |

Office visits - must be medically necessary $40 copay per ofﬁr;e visit i 60% after out-of-network

[ deductible

i
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  100% (no deductible or 80% 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 associaled with the service provided.

OQutpatient and home medical care visits - must be medically necessary

'
!
.
!
i
i
i
1
'
i
i
I
)

80% after in-netwark deductible I 60% after out-of-network

| deductible _
Ofiice consultations - must be medically necessary $40 capay per office consultation I 60% after out-of-network
! deductible
Urgent care visits - must be medically necessary $40 copay per urgent care visit : 60% after out-of-network
. deductible
Emergency medical care
| Benefits ) || tn-network || Out-of-network |
Hospital emergency raom $250 copay per visit (copay waived if : $250 copay per visit (copay

Ambulance services - must be medically necessary

admitted cr for an accidental injury) waived if admitted or for an

+ accidenta) injury)

80% after in-network deductible ' 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-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;CR37/$35/$70ASC;PD-ESI0-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgms Smart90;XVA ASC

Blue Cross Blue Shleld 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 cut-of-netwark 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 receiva care from a nonparticipating provider, even when referred, you

may be billed for the difference between our approved amount and the provider's charga.
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Diagnostic services

LBenefits
Laboratory and pathology‘services

l‘ In-network
80% after in-network deductible

Diagnostic tests and x-rays

80% after in-network deductible

Therapeutic radiclagy

LOut-of-network

60% after out-cf-network
deductible

.

60% after out-of-network
deductible

80% after in-network deductible

! 60% after out-of-network
¢ deductible

il Benefits

Maternity services provided by a physician or certified nurse midwife

Prenatal care visits

Jt ln-network'

100% {no deductible.ar
copay/colnsurance)

Postnatal care visit

163% (nowaeductiblew or )
copayicoinsurance)

Delivery and nursery care

Note: For facility services See “"Hospital Care”

80% after in-network de;ducﬁbre

LO ut-of-network

: 60% after out-of-network
deductible

60% after out-of-network
| deductible

: 60% after out-of-network
, deductible

Hospital care
| Benefits '

I[In-network

3

Semiprivate room, inpatient physician care, general nursing care, hospital  80% after in-network deductible

services and supplies

Note: Nonemergency services must be rendered in a participating
hospital.

] H Out-of-network

| 0% after out-of-network
1 deductible

) Unlimi-fed days

Inpatient consultations 80% after in-network deductible ¢ 60% after out-of-netwark
. | deductible
Chemotherapy 80% after in-network deductible ! 60% after cut-of-network
| deductible
Alternatives to hospital care
| Benefits || In-network || Qut-of-network [

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

'80% after in-qet\.vorjid_ggugt_ible_ o ': 80% after in-network deductible
Limited to a maximum of 120 days per member per calendar year

Hospice care

100% (no deductible or

i 100% (no deductible or

copayfcoinsurance) _+ copaylcoinsurance)

Up to 28 pre-hospice caunseling 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 dellar maximum, member transitions
into individual case management)

80% after in-network deductible ! 80% after in-netwark deductible

Home health care:

* must be medically necessary

* must be provided by a participating home health care agency
ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN52.5KA; 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-N ASG;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;Walgrms Smartd0;XVA ASC

Blue Cross Blue Shield of Michigan is a nenprofit corporation and independent licensee of the Blue Cross and Blue Shisld Assoclation.
Services from a provider for which there is no Michigan PPO network and services from an out-of-natwork previder in a gecgraphic area of Michigan deemed a *low access
area” by BCBSM for that particular provider speclalty are cavered al the In-network benefit leva), If you receive care from a nenparticipating provider, even when referred, you
may be billed for the difference between our approved amount and the provider's charge.
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LBeneﬁts

Infusion therapy:

« must be medically necessary
« must be given by a participating Home Infusion Therapy (HIT)
provider or in a participating freestanding Ambulatory Infusion Center i
{AIC) . :
* _may use drugs that require prior authorization - consult with your doctor '

‘! In-network
80% after in-network deductible

]EOut-of-network

" 80% after in-netwark deductible

Surgical services

i Benefits [ In-network

Surgery - includes related surgical services and medically necessary ' 80% after in-network deductible
facility services by a participating ambulatary surgery facility

[l Out-of-network

' 60% after out-of~netwo;'k_
i deductible

100%-(n; dé;iuctible ar 1 80% after qut-of-network
i copay/coinsurance) ! deductible

'80% after in-network deductible 60% after out-of-network

Presurgical consultations

Voluntary sterilization of male reproductive organs

i
|
ll deductible
Note: For voluntary sterilization of female reproductive organs, see l
"Preventive care services." ,
Elective Abortion Services 'Not covered ' Not covered
Human organ transplants
i Benefits ii In-network E{ Out-of-network J
Specified human organ transplants - must be in a designated facility and ' 100% (no deductible.or ; 100% (no deductible or

coardinated through the BCBSM Human Organ Transplant Program (1-

copayfcoinsurance)
800-242-3504) :

_ copayicoinsurance) - in
| designated facilides only

Bone marrow transplants - must be coordinated through the BCBSM
Human Organ Transplant Program (1-800-242-3504)

80% after in-network deductible

Specified oncology clinical frials

Note: BCBSM covers clinical trials in compliance with PPACA.

80% af-ter in-network deductible

Kidney, comea and skin transplants

80% after in-network deductible

» 60% after out-of-network
deductible

, 60% after out-of-network
+ deductible

60% after out-of-netwark
~ deductible

Behavioral Health Services (Mental Health and Substance Use Disorder)

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

l Benefits

Il In-network ji! Out-of-network

Inpatient mental health care and inpatient substance use disorder
treatment

Note: Facilily services are covered in participating facilities only.

+80% after in-network deductible

' 0% after out-of-network
! deductible

l-Jn[imited days

Residential psychiatric treatment facility:

+ coavered mental health services must be perfarmed in a residential
psychiatric treatment facility

= ftreatment requires prior authorization

80% after in-network deductible

+ 60% after cut-of-network
" deductible

+_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 $40 ASGC;CB-OLV$DASC;CB-OPMIN
6350 A;CB-OV $40 ASC;CBC 20%-IN ASC;CBC 40%-0ON ASC;CBD $3K-ON ASC;CBD 1.5K<N ASC;CBOPMON 12.7K A;CR$7/$35/5TOASC; PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;5D ASC;Walgms Smart20;XVA ASC

Blus 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 al the in-network benefit level. If you receive care from a nenparticipating provider, even when referred, you
may be billed for the difference between our approved amotnt and the provider's charge.
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Benefits

Qutpatient mental health care:
* Facility and clinic

Note: Facility services are covered in participating facilities only,

i[—ln-network

;[ Out-of-network
{

80% after in-netwark deductible ' 80% afier in-network deductible

[

]

* Online visits - for services equivalent to a medical online visit

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

« Physician's office

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

Cutpalient substance use disorder treatment - in approved facilities only

$40 copa} per énline visit 60% after out-of-network
deductible
80% after in-network deductible T 60% after out-of-network
I deductible
i
1
80% after in-network deductible _; 60% after out-of-network

* deductible (in-network cost-
* sharing will apply if there is no

! PPQ netwark)
Autism spectrum disorders, diagnoses and treatment
| Benefits || in-network {| out-of-network |
Applied behavior analysis (ABA) treatment - subject to prior authorization '$40 copay per office visit 60% after out-of-netwark
deductible

Note: Prior to seeking ABA freatment, 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
perfarmed at an approved autism evaluation center (AAEC).

|

| Note: Services rendered by an
| approved licensed behavior

" analyst (LBA) will apply the in-
- network cost-sharing.

i

Qutpatient physical therapy, speech therapy and occupational therapy for

e e ramim Avve b i it gy e e

80% after in-network deductible { 60% after out-of-network

autism spectrum disorder e | deductible
Physical, speech and occupational therapy with an autism diagnosis is
unlimited
Other covered services, 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
’ Benefits ]l‘ln.network | Out-of-network I

Outpatient Diabetes Management Program {ODMF)

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 order you will
lower your out-of-pocket costs.

- 80% after in-network deductible for | 60% after out-of-network

Allergy testing and therapy

Chiropractic spinal manipulation and astecpathic manipulative therapy

diabetes medical supplies ! deductible
« 100% (no deductible or ‘
copaylcoinsurance) for diabetes self- |
management fraining :
i
)
100% (no deductible or 1 60% after out-of-network
copay/colnsurance) i deductible
$40 copay per visit . 60% after out-of-network
_ 1 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-OLV$0ASC;CB-OPMIN
6350 A;CB-OV $40 ASC;CBC 20%-IN ASC;CBC 40%-ON ASC;CBD $3K-ON ASC;CBD 1.5KAN ASC;CBOPMON 12.7K A;CR$7/$351370ASC;PD-ES9D-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgms Smart9p;XVA ASC

Blue Cross Blue Shield of Michigan is a nonprofit corparation and independent licensee of the Blue Cross and Blua Shield Association.
Services from a pravider for which there is no Michigan PPO netwark and services from an out-of-netwark 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 betwaen our approved armount and the provider's charge.
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Benefits il In-network Out-of-network

Qutpatient physical, speech and occupational therapy - provided for ;80% after in-network deductible 60% after out-of-network
rehabilitation deductible

¢ Note: Services at
' + nonparticipating-outpatient
1 physical therapy facilities are not

L . covered.

Limited to a combmed 60-visit maxlmum per member per calendar year
Durable medical equipment 80% after in-network deductible ! ! 80% after in-network deductible
Note: DME items required under the preventive benefit provisions of f
PPACA are covered at 100% of approved amount with no in-network cost- !
sharing when rendered by an in-network pravider. For a list of preventive i
DME items that PPACA requires to be covered at 100%, call BCBSM. '
Prosthetic and orthotic appliances ;80% afteri in- network deductjble 80% after in-netwark deductible
Private duty nursing care 70% after ln network deducﬂble 1 50% after out-of-network

} deductible

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2,5KA;CB-ECM-ON $5K A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLV$0ASC;CB-OPMIN
6350 A;CB-OV $40 ASC;CBC 20%-IN ASC;CBC 40%-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 Michlgan PPO network and services from an out-of-netwark 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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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 er any other plan documents
your group uses, if your group s self-funded. If there is a discrepancy between this Benefits:at-a-Glance and any applicable plan document, the plan
document will control,

Prescription Drug Discount Program - Prescription drug manufacturers provide coupen programs for certain medications. Your benefit plan
requires you to take advantage of BCBSM-approved coupaon programs for select medications, This benefit may lower the cost-sharing typically
required for these drugs. Your cut-of-packet expense will be no more than your benefit cost-sharing. When a manufacturer coupan 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 supparted by the vendor.

Specialty Pharmaceutical Drugs - The preferred pharmacy for specialty drugs Is Walgreens Specialty Pharmacy. Speclalty drugs are covered
only when dispensed through the Walgreens Specialty Pharmacy or any in-netwark participating pharmacy.

A list of speclaity drugs is available on our website at bebsm.comipharmacy. Click What are spedialty drugs, then click Specialty Drug Program Rx
Benefit Member Guide. The guide is updated monthly.

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

We will not pay for more than a 30-day supply of a covered prescription drug that Blue Cross defines as a "specialty pharmaceutical”. We may make
exceplions if a member requires more than 2 30-day supply. Blue Cross reserves the right to limit the quantity of select specialty drugs to no more
than a 13-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 fallowing prescription drug expenses will not apply to your annual out-of-pocket
maximurm.

« 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 } In-network pharmacy ”Out-of—network pharmacy J
Generic or salect prescribed over-the-counter drugs  You 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 6opay plus an additional 25% of
] | 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 fram 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

tBenefits !I In-network pharmacy ” Out-of-network pharmacy |
FDA-approved drugs "100% of appro\:red amount less plan ' 75%of approved amount less plan
'copay/coinsurance ., copaylcoinsurance
Prescribed over-the-counter drugs - when covered by "100% of approved amount less plan ' 75% of approved amount less plan
BCBSM copay/colnsurance _ ' copaylcoinsurance

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $5K A;CB-ECMP-ASC;CB-ET 5250 ASC;CB-MTC $40 ASC;CB-OLV$0ASC;CB-OPMIN
6350 A;CB-OV $40 ASC;CBC 20%-IN ASC;CEC 40%-ON ASC;CED $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;Walgms Smarta0;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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i_éeneﬁts | In-network pharmacy Ji|'0ut-of-network pharmacy

State-controlled drugs .100% of approved amount less plan' . 75%of a'pproved amount less plan
“copay/cainsurance o copayfcoinsurance -

FDA-approved generic and select brand-name . 100% of approved amount 1 75% of approved:amount

prescription preventive drugs, supplements and vitamins

as required by PPACA 3

75% of approved amount less plan
copaylcoinrsuranceﬂ

Other FDA-apiproved brand-hame prescription preventive ' 100% of approved amount less plan
drugs, supplements and vitamins as required by PPACA jcopay/coinsurance

[ U |

Adult and childhood select preventive immunizations as ~  100% of approved amount
recommended by the USPSTF, ACIP, HRSA or other ‘

sources as recognized by BCBSM that are in compliance

with the provisions of the Patient Protection and ;

Affordable Care Act . i

[ . .

75% of appraved amount

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) ' o

Other FDA-approved brand-name prescription : 100% of appraved amount less plan | 75% of approved amount less plan

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

not covered) - o | 7

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 copayicoinsurance for the insulin or other covered
«other covered injeclable legend drug | injectable legend drug
i

Note: Needles and syringes have no copay/coinsurance. i__” o o l o

Select diabetic supplies and devices (lest strips, lancets ~ 100% of approved amount less plan 1 75% of approved amount less plan

and glucometers}) ' copayfcoinsurance copaylcoinsurance

For a list of diabetic supplies available under the : {

pharmaey benefit refer to your BCBSM drug list at . :
BCBSM.com/pharmacy.

Note: Over-the-counter (OTC) drugs are drugs that do net 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 members 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 regularly updated list with medications approved by the U.S. Food and Drug Administration and reviewed by our
t 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
tand promotes the use of lower-cost altematives for members.

le Generic drug tier - This tier includes generic drugs made with the same active ingredients, available in the
' same strengths and dosage forms, and administered in the same way as equivalent brand-name drugs. They
! also require the lowest copay/cainsurance, making them the most cost-effective option for the treatment.
!o Preferred brand-name drug tier - This tier includes non-specialty preferred brand-name drugs. These drugs
i are more expensive then generic and members pay more for them.

i# Nonpreferred hrand-name drug tier - This tier includes non-specialty brand-name drugs for which there's

' either a generic alternative or a mare cost-effective preferred brand-name drug available. Members pay maore

for these nonpreferred brand-name drugs.

ADM PLANYR JAN;CB ASC;CE-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $5K A:CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLVSOASC;CB-OPMIN
6350 A;CB-OV §40 ASC;CBC 20%-IN ASC;CBC 40%-ON ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35/$70ASC;PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smarta0;XVA ASC
Blue Cross Blue Shield of Michigan is a nonprofit corperation and independent licensee of the Blue Cross and Blue Shisld Associaticn,
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Features of your prescription drug plan

Mandatory prior authorization

"A step-therapy approach that encourages physicians to prescribe generic, generic alternative or over-the-counter
medications before prescribing a mare expensive brand-name drug. It applies anly to prescriptions being filled for
the first time of a targeted medication.

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

1 If our records indicate you have already tried the preferred medication(s), we will authorize the prescription. If we
ihave 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 try the preferred medication(s) or your physician obtains prior authorization from BCBSM. 'r
! These provisions affect all targeted brand-name drugs, whether they are dispensed by a retail pharmacy or {

'through a mail order provider.

Quantity limits

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

Prior authorization/step therapy

i mmamm e o s bk A - o r——— pANRNIS P, _——— o mre———)

" A pracess that requires a physician to obtain approval from BCBSM before select prescription drugs {drugs

‘identified by BCBSM as requiring prior authorization) will be covered. Step Therapy, an initial step in the *Prior
Authorization” 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.

lThis also applies to mail order drugs. Claims that do not-meet Step Therapy criteria require.prior authorization.

| Details about which drugs require pricr autherization or step therapy are available anline site at

| bebsm.comfpharmacy.

Maximum allowable cost drugs

|'When you receive a genericnmaximum allowable cost {(MAC) drug from an in-network pharmacy, you pay your cost
*sharing as noted in your coverage.

i
i
0 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 website: www.bcbsm.com/pharmacy. )

Saver30 Program

o —_— e m e a o mt—m e —— - — - i ———— - _—————

. Saverg0 requires members who use maintenance medications to obtain a 90-day supply from a Walgreens retail or;
| OptumRx mall order pharmacy. If members da NOT obtain those medications from a Walgreens retail or OptumRx ,
.mail order pharmacy after their second refill, the meniber will be required to pay the full approved amount. i
' i

‘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 5250 ASC;CB-MTC $40 ASC;CB-OLVS0ASC;CB-OPMIN
6350 A;CB-OV $40 ASC;CBC 20%-N ASC;CBC 40%-ON ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K AICR$7/$35/$70ASG;PD-ESI0-2x ASC;PD-
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PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smartdn;XVA ASC

Blue Cross Blue Shield of Michigan is a nanprofit carperation and independent licensee of the Blue Cross and Blue Shiald Association.
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Health Alliance Plan

(Post November 1, 2013 Retirees)




Administered by Aance Healh
3 Lite lnsurse Cosmoany

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

Summary of Benefits

AS000096 / XR002356 / XW000712

Summary Self-Funded HMO
AS000096 / XR002356 / XW000712

But-of-Network

ki o i ot s e et

Pian'attributas)

Benefit Period Calendar Year
IAnnual Deductible $0 Individual; $0 Family MNIA
Coinsurance 0% N/A
Annual Colnsurance Maximum NIA N/A
These values do not accumulate: Premiums,
lAnnual Out-of-Pocket Maximum $6.600 Individual; $13,200 Family NIA batance-billed charges, and health care this plan

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

Office Visit / Physical Exam / Well Baby Covered - [ NIA

Exam

Related Laboratory and Radialogy

Senvices Covered N/A
Pap Smear, Mammogram, Tubal Ligation Covered ’ NIA

Immunizations Covered NIA

$20 Copay

Primary Care Office Visit NIA

Telehealth Visit $20 Copay NIA Through our contracted telehealth services
pravider.

Spedialist Office Visit $30 Capay NIA

Routine Audiology Exam Covered N/A ?igi?sesia;nsg:a?s‘fgfﬁp ; : '\)}ljs'{m non-routine

ouine Eye Exam Covered NA_ Liie ses Specales Ot wigt

Chiropractic Services Not Cavered N/,

Allergy Treatment Covered N/A,

Allergy Injections Cavered N/A

Laboratory & Pathology Covered NIA Some servicas require preautherization.

imaging MRI, CT & PET Scans Covered NIA Services require preauthorization.

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

Radiation Therapy & Chemotherapy Cavered NIA

Dialysis Cavered NIA

Outpatient Medical Drugs Covered NIA

Outpatient Surgical'Services

[Outpatient Surgery Covered N/A

lAmbulatory Surgical Center Covered N/A

g;onf:::;onal Surgical and Related Coverad NIA

Urgent Care $30 Cepay

Emergency Room Care $150 Copay Copay will be waived if admitted

Emergency Medical Transpertation Caovered Emergency transport anly.

Inpatient Hospital[Services) R

Facility Fee Covered NIA

Physician Services, Surgery, Therapy,

Laboratory, Radiology, Hospital Services Cavered NIA

and Supplies

Bariatric Surgery and Related Services $1,000 Copay NIA One procedura per lifetime
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Matemnity Services: .

Pharmmacy,(Affiliated: pharmacy providers only]

Prenatal Office Visits Covered N/A
Postnatal Office Visits $30 Copay NIA
Labar Delivery and Newbom Cara See [npatient Hospital Services NIA
MentaliHealth &'Substance Use Disardef. .0 . 5 ¢ L . T g
Inpatient Services See Inpatient Hospital Services N/A
Outpatient Services $20 Copay . N/A
(Other Ser et 5 D ety
Does not include Rehabilitation Services.
Home Health Care Covered N/A Unlimited,
Hasplce Care Covered NIA Up ta 210 days per lifetime,
GCaovered for authorized services.Up to 730 days,
Skilled Nursing Care Covered NIA Maximum benefit renews after 60 days of
nonconfinement.
gunhra:tliecsMedical Equipment; Prosthetics & Covered NIA Cavered for approved equipment only,
Rehabilitation Services: Physical, Covered NIA May be rehdered at home. Up to 60 combined
Occupational, and Speech Therapy visits per benefit period.
I N . Limited to services associated with the treatment
giz’glizgig?‘;e;:gess‘ epggr?['ﬁltra Covered MIA of Autism Spectrum Disorders through age 18,
P ! P ad Covered for authorized senvices only.
Limited to services associated with the treatment
Applied Behavioral Analysis $20 Copay N/A of Autism Spectrum Disorders through age 18,
Covered for authorized sendces only,
\Voluntary Sterilizattons See Quipatient Surgical Services NIA Limited to vasectomy.
'Sences for diagnosis, counseling, and treatment
Infertility Services Covered N/A of bodily disorders causing infertility. Covered for
authorized services only.
Assisted Reproductive Technologles Cavered N/A One attempt per lifetime.
iTemperemandibular Jaint Disorder Covered N/A Coverage for non-invasive treatments only.

Prefarred Generic Drugs

$15 Copay 30 day sﬁpply. $30 Copay 90 day supply

A 90-day supply of non-maintenance drugs must

Non-Preferred Generic Drugs

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

be filled at our designated mail arder pharmacy.

Preferred Brand Drugs

$30 Copay 30 day supply, $60 Copay S0 day supply

Qther exclusions & limitations may apply.

MNon-Preferred Brand Drugs

$50 Copay 30 day supply, $160 Copay 90 day supply

Certain specialty drugs may be approved for 60

Prefarred Specialty Drugs

$50 Copay 30 day supply at specialty pharmacy only

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

Non-Preferred Specialty Drugs

$50 Copay 20 day supply at specialty pharmacy only

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

Template Rev 01/2020

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

HMO Benefit Guide will govern.

- Elective hospital admissions require that Alliance be notified prior to the admission. Alliance must be notified within 48 hours after an
emergency hospital admission. Failure to notify Alliance could resuit 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 schoal 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




O DELTA DENTAL

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

This Summary of Dental Plan Benefits should be read along with your Certificate. Your Certificate provides additional information
about your Delta Dental plan, including information about plan exclusions and limitations. If a statement in this Summary conflicts
with a statement in the Certificate, the statement in this Summary applies to you and you should ighore 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 Dental PPO™ j' Dalta Dehtal ' Nonparticipating
| _Dentist ' Premier® Dentist Dentist
{”  _Planpays Plan Pays Plan Pays*

Diagnostic & Preventive

: - P " o . Pl — T—
Diagnostic and Preventive Services — exams, cleanings, i 100% , 100% 100%

fluoride, and space maintainers § . i
Palliative Treatment — to temporarily relieve pain [ 100% 7 100%. 100%
Radiographs — X-rays I 100% 100% 100%

Basic Services

Minor Restorative Services — fillings and crown repair [ 80%. - 75%. ' 75%
Endodantic Services — root canals I " sow 75% 75% -
Periodantic Services — to treat gum disease i 80% . 75% . 75%
Oral Surgery Services — extractions and dental surgery i .BO% 75% ) 75%
Major Restorative Services — crowns o 8o% 75% 75%
Other Basic Services — misc. services - - 75% 75%
Relines and Repairs — to prasthetic appliances f 80% . . 75% , 75%

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

\ { 50%. : 50% 50%
crowns over implants .

* When you receive services from a Nonparticipating Dentist, the percentages in this column indicate the portion of Delta Dental's
Nonparticipating Dentist Fee that will be paid for those services. This amount may be 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 tonths.

¥ 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 cansecutive months for people age 18 and under.

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

Sealants are not a Covered Service.

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

Porcelain and resin facings on crowns are optional treatment on posterior testh.

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

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

VVVYY VYY

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 aur website or contact your benefits representative to get a copy of our
Passport Dental information sheet.

Maximum Payment — 51,000 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 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.

Cooardination 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 coordinate Benefits between your coverage and your Spouse's
coverage.

Benefits will cease as determined by Macomb County.

Customer Service Toll-Free Number: 800-524-0149 {TTY users call 711)
https://www.DeltaDentalMl.com

Document Creation Date: October 24, 2025 .
D-201-Delta-PPOSUM-0725-01 KR#90391047
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a) Macomb County (M) Ity
d encap SCHEDULE OF BENEFITS AND FIXED CO-PAYS dencap.com
DENTAL PLANS
ANNUAL:MAXIMUMS {for éach membar) T 44,500 " OFFICEVISIT CO-PAY
Primary Care $3,500] 19430 Office Visit {for observation) $10
Specialty Care $1,000] |9999 Office Visit {regular hours) $10
code description co-pay code description co-pay
DIAGNOSTIC (Class | - Preventive) RESTORATIVE (Class Il - Basic)
0120 Pericdic Oral Evaluation $0 2140 Amalgam Filling - one surface ) §22
0140 Limited'O'r'a'IhEvaILfatioﬁ problem focused $0 2150 Amélgam Filling - two surfaces. $33
0150 Comprehenswe Oral Evaluation 30 2160 Amalgam Filling - three surfaces ) $44
0431 Predmgnos{lc Test ) $0 2161 Amalgam Flllmg - four or more surfaces $56
1110 Prophyla)disoutlne Cleanlng adult $0 2330 Composite Filling - one surface, anterior 528
112()_ Prophylaxlisolmne Cleaning - chlld " §0 233 Composite Fi[ling -two surfaces, antérior $37
9995 Teledentistry - synchranous; billed with exam $30 2332 Composite Filling - three surfaces, anterior $48
9996 Teledentistry - asynchronous hilled with exam $30 2335 Compomte Filling - four surfaces, antenorf fcisal angle $67
PREVENTIVE (Class | - Preventlve) 2391 Compasite Filling - one surface, postenor $49
1206 Topical Application of Fluoride - vamish $0 2392 Composite Filling - two surfaces, postenor $58
1208 Topicajl Application of Fluoride - eiqluding vamish $0 2393 Composite Filling - three surfaces, posterior 369
1330 CQOral Hygiene Instructions $0 2394 Composite Filing - four surfaces, posterior $79
RADIOGRAPHS (Class I - Preventive) PROSTHETIC REPAIR (Class Il - Basic)
0210 Intracral - complete series $0 2910 Re-cement Partial Coverage Restoration $25
0220 Periapical - first radiographic image $0 2915 Re-cement ]ndireéﬂy Fabricated or Prefab Post and Care $25
0230 Periaplcal - each additional radiographic image $0 2920 Re-cement or Re-bond crown $25
0240  Intraoral - acclusal radiographic imaég ’ $0 5410 Adjustment to Complete Denture --upper $32
0270 Bitewing - single radiographic image $0 5411 Adjustment to Complete Denture - lower $32
0272 Bitewings - two radiographic images $0 5421  Adjustment to Partial Denture - upper 332
0273 Bitewings - three radiographic images $0 5422 Adjustment to Partial Denture - lower $32
0274 Bitewings - four radicgraphic images $0 ‘5511 Repair fo Broken Comple'te Denture Base - lower $50
0330 Panoramic Radiographic Image $0 5512 Repair to Broken Complete Denture Base - upper $49
ADJUNCTIVE SERVICES (Class Il - Basic) 5520 Replace Mlssmngroken Teeth - denture, per tooth $35
0470 Diagnostic Casts (each) $18 5611 Repair Resin Partial Denture Base - lower $48
1351 Sealant - per tooth $0 5612  Repair Resin Partial Denture Base - upper 349
1353 Repair to Sealant - per tooth $0 5621 Repair Cast Partial Framework - lower $a0
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 $32
1520 Removahle Space Maintainer - urilateral per quadrant $0 5650 Add Tooth to Existing Partial Denture $53
1526 Removable Space Maintainer - bilateral, upper $0 5660 Add Clasp to Existing Partial Denture - per tooth $116
1527 Removable Space Maintainer - bilateral, lower $0 5730 Reline Complete Upper Denture - in office $90
1551 Re-cement or Re-bond Bilateral Space Maintainer - upper $25 573 Refine Complete Lower Denture - in office $90
1552 Re-cement or Re-bond Bilateral Space Maintainer - lower $25 5740 Reline Partial Upper Denture - in office $91
1553 Re-cenient or Re-bond Unilateral Space Maintainer - per $25 5741 Reline Partial Lower Denture - in office 592
quadrant . 5750 Reline Complete Upper Denture - lab $136
2940 Protective Restoration (sedative filling) $22 5751 Relire Cofiplete Lower Denture - lab $136
9110 Paliativé (Emergency) Treatment - minor. procedure $21 5760 Reline Partial Upper Denture - lab $135
9215 Local Anesthesia $0 5761 Reline Partlal Lower Denture - lab $135
8230 Inhalation of Nitraus Oxide 32_1 6930 Re-cement or Re-bond Fixed Partial Denture 327
9239 IV Moderate (Consclous) Sedation/Analgesia - 50% ENDODONTICS (Class Il - Major)
first 15 minute increment 3110 Pulp Cap - direct $22
9243 IV Moderate (Conscious) Sedation/Analgesia - 50% 320 Pulp Cap - indirect $22
‘ each subsequent 15 minute incremgpt 3220 Therapeutic Pulpotorny $110
9310 Consuitation (second opinion) 545 3310 Rocot Canal Therapy - anterior tooth $325
9910 Application of Desensitizing Medicament $22 3320 Root Canal Therapy - premolar tooth $350
9930 Treatment of Complications, Post-Surgical - unusual $16 3330 Root Canal Therapy - molar tooth $400
9344 Hard Occlusal Guard {night guard) - full arch $137 3346 Retreat of Previous Root Canal Therapy - anterior tooth $400
9945 Soft Occlusal Guard {night guard) - full arch $137 3347 Retreat of Previous Root Canal Therapy - premolar tooth $500
9946 Hard Occlusal Guard (night guard) - partial arch $137 3348 Retreat of Previous Root Canal Therapy - molar tooth $550
9851 Occlusal Adjustment - limited $53 3410 Apicoectomy Surgery - anterior tooth $169
i ] - SPECIALTY CARE 3421 Apicoectomy Surgery - premolar tooth, first root $168
- 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
DENCAP pays 50% of our specialist's fees up to the Specialty Care Annual] |~ __LAB WORK AND PRECIOUS METALS
Maximum for covered services; you are respansible for the remaining Additional charges may apply for lab work and precious metals
balance. for procedures involving crowns, bridges, prosthodontics, space
maintainers, appliances and any repairs to such items.
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(e) Macomb County (M) 313-972-1400

888-98-TEETH

d encap SCHEDULE OF BENEFITS AND FIXED CO-PAYS dencap.com
DENTAL PLANS
code description co-pay code description co-pay
PROSTHODONTICS (Class lil - Major) CROWNS (Class [l - Major)

5110 Complete Upper Denture $500 2390 Crown - resin-based composite, anterior o $134
51 20 Complete Lower Denture $500 2542 Onlay - metallic, two surfaces L o L $407
5130 Immediate Upper Denture $550 2543 Onlay - metaliic, three surfaces . . $405
5140 Immediate Lower Denture $550 2544  Onlay- matalic, four sufaces I 7
5211 Upper Partial Denture - resin base $550 2642 Onlay - porcelaln!ceramlc two surfaces i 3417
5212 Lower Partial Denture - resin base '$550 2643  Onlay - porcelainfceramic; three surfaces $400
5213 Upper Partial Denture - cast metal framework with resin $600 2644 Onlay - poreelain/ceramic, four surfaces $414

base, including clasps, rests, and teeth 2662  Orlay - resin-based composite, two surfaces i 397
5214 Lower Partial Denture - cast metal framework with resin $600 2663 Onlay - resm—based compaosite, three surfaces $401

basa |nc|ud|ng clasps, rests and teeth 2664 Onlay resm—based composite, four surfaces } f$‘}0_3
5225 Upper Partial Denture - flexible base, including any clasps, $600 2740 Crown porcelamr‘ceramm $507

rests and teeth 2750 Crown porcelain fused to h|gh noble metal i . b4y
5226 Lower Partial Denture - flexible base, including any clasps, 3600 2751 Crown - porcelain fused to predomlnanﬂy base metal $3f13
! rests-and fee}h ) 2752 Crown porcelain fused to noble metal $362
5820 Interim Partial Denture - upper $375 2780 Crown - 3/4 cast high noble metal $346
5821 (rterim Partial Denture - lower $375 2781 Crown - 3/4 oast_ predominantly base metal _.$352'
5850 Tissue Conditioning - upper $42 2782 Crown - 3/4 cast noble metal $408
5851 Tissue Condit_io_ning_- lower $42 2783 Crown - 3/4 parcelain/ceramic $497
€010 Endosteal Implant in Conjunction with Denture $1,142 2790 Crown - full cast high noble metal $399
6012 Endosfealvlmplarlt in Conjunction with Denture $988 2791 Crown = full cast predominantly base metal $325
6210 Pontic - cast high noble metal $470 2792 Crawn - full cast noble metal $352
6211 Pontic - cast predominantly base metal $334 2799 Crown - interim ) $134
6212 Pontic - cast noble metal $358 2030 Crown prefabncated stainless steel, pnmary tooth $79
6240 Poni_ic - porcplgin fused to high noble metal 3431 2934 Crown - prefabncated stainless steel, permanent tooth $79
6241 Pontic - porcelain fused to predominantly base metal $312 2032 Crown - prefabricated resin $84
6242 Pontic - porcelain fused to noble metal $326 2933 Crown -, prefabncated slainless steel with window $80
6245 Pontic - porcelain/ceramic 5478 2950 Core Buildup - including any pins $79
6740 Relainer Crown - parcelain/ceramic $536 2952  Postand Core in Addition to Crown $95
6750 Retainer Crown - parcelain fused to high noble metal $431 2954 Prefabricated Post and Core in Addition to Crown %95
6751 Retainér Crown - porcelain fused to predominantly base $305 ORAL SURGERY {Class lil - Major)

metal 7111 Extraction - coronal remnants (primary tooth) $32
6752 Retainer Crown - parcelain fused to noble metal $326 Ti40 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 nobla metal $305 7230 Removal of Impacted Tooth - partialy bony M
6783 Retainer Crown - 3/4 porcelain/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 Grown - full cast predominantly base metal 5254 7250 Surgical Removal of Residual Tooth Roots $100-
6792 Retainer Crown - full cast noble metal $331 7280 Surgrca[ Access of an Unerupted Toolh $137

PER!ODONTICS {Class Ill - Major} 7285 Incisional Biopsy of Oral Tissue - hard $340

0180 Comprehensive Periodontal Evaluation $27 7286 Incisional Biopsy of Qral Tissue - soft $185
4210 Gmgweqt_omylGlngwopIasty 4+ teeth/spaces per quad $132 7287 Exfoliative C)}tologicplﬁample Collection $63
4211 Gingivectomy/Gingivoplasty - 1-3 teeth/spaces per quad 5108 7310 Alveoloplasty in Corjunction with Extractions - $56
4212 Gingiv_ectomylGingivoplasfy - access for restorative $81 4+ teeth/spaces per quad

proceduré, per tooth 7311 Alveoloplastyin Conjunction with Extractions - $43
4240 Gingival Flap Procedure - 4+ teeth/spaces per quad $221 1-3 teeth/spaces per quad
4241 Gingival Flap Procedure - 1-3 teeth/spaces per quad $174 7320 Alveoloplasty not in Canjunction with Extractions - $95
4249 Clinical Crown Lengthening - hard tissue $368 4+ teeth/spaces
4260 Osseous Surgery - 4+ teeth/spaces per quad $268 7321 Alveolo piasty not in Conjunction with Extractions - §74
4261 Osseous Surgery - 1-3 teethispaoes per quad $221 1-3 teeth/spaces
4341 Perio Scaling and Raot Plannrng 4+ teeth per quad $58 7471 Removal of Lateral Exostosis $157
4342 Perio Scaling and Root Planning - 1-3 teeth per quad $48 7472 Removal of Torus Palatinus $151
4355 Ful Mouth.Debridement $37 7473 Removal of Torus Mardibularis $148
4381 Site Specific Therapy, generic - per tooth $45 7510 Incision and Drainage of Abscess - intraoral soft fissue 344
4810 Periodontal Maintenance $42
4921 Gingival Irrigation - per quad $6

'ORTHODONTICS (Class IV - Orthodontics)

Approved referral from DENCAP to an in-network Orthodantist is required

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 arthodontic treatment; Interceptive Ortho Is not covered

Benefits are subject to change.

Limitations and Exclusions found at:
dencap.com/general-policies
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GENERAL LIMITATIONS & EXCLUSIONS

——— _-_ ‘_:_ ———y i T o — D“IA.,G"N_T_T[G:_EX.AF{S..__ ..:__ :_ e __.ET,. e g = ‘.‘. :J B n .-
Periodic, Limited or Comprehensive Oral Evaluation
Comprehensive Periodontal Evaluation
TWO EXAMS EVERY 12 MONTHS
Assessment of a Patient
Consultation/Second Opinion
R ) " . «DIAGNOSTIG: X-RAYS. | C T o )

Full Mouth Radiegraphs
Panoramic Radiograph

ONCEEVERY 5 YEARS

Periapical Radiographs

NO MORETHAN 12 IMAGES PER 12 MONTHS

Bitewing Radiographs

NO MORETHAN 4 IMAGES, ONCE EVERY 6 MONTHS

Prophylaxis (Cleaning] - Adult

TWO EVERY 12 MONTHS
Two additional cleanings may be allowed every 12 manths for patients that are pregnant, diabetic, or otherwise
medically compromised, at the recommendation of a licensed dental professfonal.

Toplcal Application of Flourlde Varnish/Non-Varnish

Prophylaxls (Cleaning) - Child THREE EVERY 12 MONTHS
Debrldement ONCE EVERY 2 YEARS
TWO EVERY 12 MONTHS

Under the age of 3, flouride is covered 4 gvery 12 morniths

Space Maintainers

ONCEPER 2 YEARS, PER QUADRANT - COVERED UP TO AGE 14
ONCE PER LIFETIME, PER QUADRANT - OVER THE AGE 14
{Prirary Teeth Only)

Sealant

ONCE EVERY 3 YEARS, PER TOOTH; AGES 5-15
ONCE PER LIFETIME, PER TOOTH; AGES 16-19
First and second unrestored molars only

e —— — o ———————

ONS:MINOR. e

Amalgam Fillings

ONEFILLING PER SURFACE, PER TOOTH EVERY 2 YEARS

Gomposite Fillings

ONEFILLING PER SURFACE, PER TOOTH EVERY 2 YEARS

¥

B
2

—— e r o & T

RESTORATIONS: CROWNS - e

e, - - T —

ES

Onlays, Porcelaln and Nan-Porcelain Crowns

ONCEEVERY E YEARS, PERTOOTH

Stainless Steel Grown ONCE EVERY 5 YEARS, PERTOOTH; COVERED UPTO AGE 21
T > .. CROWNREPAR — - ] e
Recement Restaration ONCE EVERY 6 MONTHS, PERTOOTH

Protective Restaration
Pulp Cap

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

Core Buildup
Past and Core in addition ta Crown

ONCE EVERY & YEARS, PERTOOTH

Pin Retentlon ONCE EVERY 2 YEARS, PERTOOTH

R - ENDODONTICS-~ e T
Pulpotomy ONCE PER LIFETIME, PER TOOTH - COVERED UP TO AGE 21,

Root Canals ONCE PER LIFETIME, PER TOOTH

Malar root canal therapy is not a covered benefit for third molars { 1,16, 17, 32).

Retreatment of Root Canal

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

Aplcoectomy

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

_PERIODONTICS = o S

Peridantal Scallng and Raat Planing

QONGE EVERY TWO YEARS, PER QUADRANT
Covered when probing depths are greater than or equal to 4mm. The expected prognosis of the teeth must he
more than one year.

Clinical Crown Lengthening

ONCE PER LIFETIME, PER TOOTH

Glnglvectomy/Gingivoplasty

ONCE PER LIFETIME, PER TOOTH OR QUADRANT

Perlodontal Malntenance

Osseous Surgery ONCE EVERY 3 YEARS
Full Mouth Debridement ONCE EVERY 2 YEARS
4VISITS EVERY 12 MONTHS

Fottowing Scaling and Roct P[aning or other periodontal reatment

- e ___PROSTHODONTICS: . o
Complete or Immediate Upper/Lower Denture
Upper/Lower Partial Denture - Resin or Flexible base ONCE EVERY 5 YEARS
Upper/Lower Partlal Denture - Cast Metal frame
Occlusal Guard ONCE PER LIFETIME
DV3.2026 DENCAP Dental Plans Effective 01/2026



C T ADJUSTMENTS TO DENTURES/PARTIALS -

i

Adjust or repair Complete Upper/Lower Denture or Partial g{;‘gﬂi:fz:;gxi o same date of sarvica a5 a Rellne,

Reune complete U pperILower Denture or Pﬂr"ﬂl 2:‘::5:9‘:::::::5:&2[52 on same date of service as a Relina.

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

Repair orreplace broken clasp ONCE EVERY 12 MONTHS

Rebase complete upper/lower denture or partlal ?‘:::::T:;;::g:f::i date of service 25 21 adlustment,

Recement or Re-hond fixed partial denture ONCE EVERY 12 MONTHS

P C T _____,_; o T 77 7. . JORALSURGERY - N
Extractions - 8urgical and Nan-Surgical ONCE PERLIFETIME, FER TOOTH

Removal of Lateral Exostasls - Upper/Lower ONCEPERLIFETIME

Oroantuta Fistula Closure

Primary Closure of Sinus Perforation

Alveoloplasty with extractions

Alveolonlasty withaut extractions ONGE PER FIVE YEARS, PER QUADRANT

Tooth Relmplantatlon ONCE PER LIFETIME, PER TOOTH - COVERED UP TO AGE 22

ONCE PER LIFETIME, PER QUADRANT

_'PEDODONTICS ~— o _
Pedlatrlc dental services are avallable fcr members under the age of six (6) These services are consrdered speclalty care and are covered under yourspemalty 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 appointment.

i
2

EHB (Essential Health Benefits) annual limitation an cost sharing (patient maximum out of pocket cost) is $450 per child, $300 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-paymenits in the EMB section.

— - T e S - ey

USIONS (Non:CoveredBenefits) .-

FentalSeNices not listed an the "Schedule of Benefits and Fixed Co-Pays" is not a covered benefit

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

Lab fees billed in conjunction with covered dental treatment is not a cavered benefit.

Dental treatment performed in a hosypital and/or any related hospital fees are not a covered benefit.

Dental insurance claims submitted due to an auto accident should be processed through an automobile insurance carrier, and are not a coverad benefit,
Extraction of asymptomatic teeth is not a covered benefit

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

Retreatment of root canal therapy within fiva years of the original root canal ifthe final restaration has not been completed, is not a covered benefit,
Treatment of cleft palate, anodontia, and manditular prognathism is not a covered benefit.

Replacement of lost, missing, ot stolen appliances are not a covered benefit.

Behavior management fees for covered parsons requiring additional or unusual efforts to complete a dental procedure Is not covered,

Experimental, investigational or temporary procedures and/or appliances is not a cavered benefit.

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

Mlssed appolntments duplrcatrun of radrographs and oral hygiene instruction procedures are non-covered benefits,

S . L “-ORTHODONTIC EXCLUSIONS T i
Retreatment of prior orthedontic services, unless pro\nded underthis policy Is nota covered henefit.

Orthodontic treatment that would not render satisfactory results and/or the everall prognosls Is poor s net covered.

Orthodontic treatment during a periad of ineligihility Is not covered

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

Interceptive Orthodentic treatment is not a covered benefit.

Surgical procedures indicental to orthadontic treatment is not covered.

Active treatment extending more than 24 months from the banding date due to lack of patient cooperation and/ar deviation from the treatment plan is not covered.

After inltial bandlng transfers to anather Onhodontlc Prowder is not cavered.

— — T ————— - e —— — e —

; R N . WAITING PERIODS
Refer to the plan Schedule of Benefits and Co-Payments for applicable benefit waiting perlods

DV3.2026 DENCAP Dental Plans Effective 01/2026



Appendix E

Active Employees Vision Benefits




BCBSM Vision Benefits




MACOMB COUNTY EMPLOYEES
0070004480075 - 08BG2
Effective Date: 01/01/2026

Vision Coverage

This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a cantract. 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 document, the plan
document will control.

Blue Vision benefits are provided by Vision Service Plan (VSP), the largest provider of vision care in the nation, VSP is an independent company
providing vision benefit services for Blues members. To find a VSP doclor, call 1-800-877-7185 or log on lo the VSP Web site at vep.com.

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

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

Member's responsibility (copays)

Benefits | vSP network doctor ”N‘J"'VSP provider J
Eye exam None " None
Prescription glasses (lenses andfor 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 conlact lenses that are not
medically necessary.

Benefits i VSP network doctor JINOH'VSP provider I
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 tesis 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 HNOH-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 ar plastic. Also covers prism, slab-off prism and special base {member responsible for any
curve lenses when medically necessary. difference)

* Standard Progressive Lenses - Covered when rendered by a VSP One palr 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 & nonprofit carparation and Independent licensee of the Blue Cross and Blus Shiald Association.
Page 10of 2 000016537875



Benefits || VSP network doctor H_NOH'VSP provider ]

Standard frames $100 allowance that is applied toward |, Reimbursement up io $65 less
frames {(member respansible for any cost $10 copay (member responsible
exceeding the Ellgy!ﬂcg)lgss ; for any difterence}

Note: All VSP network doctor locations are required to stock at least 100 Qne frame in any period of 12 consecutive months
different frames within the frame allowance.

Contact Lenses

| Benefits || VP network doctor || Non-VSP provider ]
Medically necessary contact lenses (requires prior authorization approval , 100% of approved amount ; Reimbursement up to $210
from VSP and rnust meet criteria of medically necessary) i (member responsible for any

« difference)
S—

Cantact Iense_s- up to the allowance in any period of 12 consecutive months

Contact lens suitability examination (fitting and evaluation) $120 allowance that is applied toward |, $105 allowance that is applied
;contact lens exam (fitting and materials) 1 toward contact lens exam {fitling
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) tresponsible for any cost exceeding the | lenses (member responsible-for
}al!owance) | any cost exceeding the
' allowance)

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

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

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent ficensee of the Blue Cross and Blue Shield Association.
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HAP
Please refer to the HAP Medical Benefits Summary




LETTER OF AGREEMENT
between
COUNTY OF MACOMB
and
ROAD TECHNICIANS ASSOCIATION (ROADTECH)
RE: GREEN DAYS
Request for Paid Time Off (PTO) must be submitted to the Service Center supervisor at least forty-eight (48)
hours in advance.

Employees will be limited to four (4) “green days” per year, which allows employees to use Paid Time Off
(PTO) without a forty-eight (48) hours advance notice.

’_./
FOR THE UNION: FOR THE EMPLOYER:
Ronald Kurkowski, President Karlyn Sem[ow,\D]rector
o) @**"""Q’\ Human Resources and Labor Relations

esﬁ%ounsel for RoadTech
,Bﬁjg Shafer, Re ing S@B{V
% / s

Adam aﬁéﬂ President

Michdel Schade, Treasurer

T F

Darren Hill, Steward

Dated: Q"\S'Q-(o




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 Road Technicians Association 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 Understaniding 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.:

Ronald Kurkowski, President Karlyn Semidw, Director

(L, Human Resources and Labor Relations
—— G&:‘—.\
ames R. Andary, Legal Counsspfor RoadTech

. o
Michael Schade, Treasurer
_

TS, e

Darren Hill, Steward

Dated: - [ S’Q-(D
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	ARTICLE 1 


	INTRODUCTION 
	INTRODUCTION 
	THIS AGREEMENT was entered into the 1day of January, 2026 between the COUNTY OF MACOMB, hereinafter referred to as "Employer" and the Department of Roads Employees, Road Technicians Association, hereinafter referred to as "Union." The headings in this Agreement and attached exhibits are for reference only and are not intended to add to or detract from the meaning. 
	st 

	ARTICLE 2 

	PURPOSE AND INTENT 
	PURPOSE AND INTENT 
	A. The general purpose of this Agreement is to set forth terms and conditions of employment and to promote orderly and mutually acceptable relations between the Employer and the Union. To that end, there shall be no discrimination against an employee because of membership in the Union, Union activity or acting as a Union officer. The parties agree that the provision of this Agreement shall apply equally to all employees regardless of religion, race, color, national origin, age, height, weight, familial stat
	B. The parties recognize the interest of the community and job security of the employees depend upon the Employer's success in establishing proper community service. Accordingly, the Employer and Union shall encourage friendly and cooperative relations between the respective representatives at all levels and among all employees under the terms of this Agreement. 
	C. This provision shall in no way diminish the Union officers' duty to responsibly administer the provision herein. 

	ARTICLE 3 
	ARTICLE 3 
	RECOGNITION OF BARGAINING UNIT 
	A. Pursuant to, and in accordance with, all applicable provisions of Act 379 of the Public Acts of 1965, as amended, the Employer does hereby recognize the Union as the exclusive representative for the purpose of collective bargaining with respect to rates of pay, wages, hours of employment and other conditions of employment for the term of this Agreement and for all employees of the Employer included in the bargaining units per Michigan State Labor Mediation Board Case No. R65
	-

	1-lll. 
	B. Employees not members of this bargaining unit, excluding summer temporary help, as defined in Article 13.A, Seniority, Probationary and Non-Seniority Employees, shall not perform bargaining unit work unless justified by reasonable considerations. Should the performance of such work be challenged by the Union, justification shall be reduced to writing by the instigating or performing party and submitted to the local Union President. If the response is unacceptable, the matter shall become the subject of a
	ARTICLE4 
	AID TO OTHER UNIONS 
	A. The Employer will not aid, promote or finance any labor group or organization which purports to engage in collective bargaining or make any agreement with any such group or organization for the purpose of undermining the Union, as set forth in Public Act 379 of the State of Michigan. 
	ARTICLE 5 
	UNION DUES. SERVICE FEES AND INmATION FEES AND INmATION FEES COLLECTION 
	A. During the life of this Agreement and to the extent the laws of the State of Michigan permit, the Employer agrees to deduct Union membership dues and initiation fees, in accordance with the Constitution and By-Laws of the Union, from the wages or compensation paid to each employee who authorizes the payroll deduction. 
	B. Deductions shall be made only in accordance with the authorization. 
	C. Deductions for each calendar month shall be remitted to the designated local Union officer, with a listing of employees for whom said deductions were made. 
	D. In the event the designated local Union officer determines a member to be delinquent, the designated local Union officer shall notify the Employer on a quarterly basis of the name(s) of the delinquent Employee(s) and the amount of each delinquency. The Employer shall then deduct the amount of the delinquency from the wages or compensation to be paid the employee, if the Employer has not already deducted the amount owing. The deduction shall be remitted to the designated local Union officer during the mon
	E. The Employer shall not be liable to the Union by reason of the requirements of this Agreement for the remittance or payment of any sum other than deductions made from wages or compensation paid to employees. 
	F. The Union will defend, indemnify and save harmless the Employer from any and all claims, demands, suit and other liabilities by reason of action taken or not taken by the Employer for the purpose of complying with Article 5 of this Agreement. 
	ARTICLE 6 
	STEWARDS AND ALTERNATE STEWARDS 
	A. There are seven (7) Service Centers represented within the bargaining unit, numbered and location as follows: 
	Service Center I Washington Service Center II New Haven Service Center III Clinton Township Service Center IV Shelby Service Center V Vehicle Maintenance Service Center VI Electrical Department Service Center VII Sign Department 
	B. The number of representative Service Centers shall be seven (7) as above referenced. The Employer and the Union may redistrict representative Service Centers from time to time by way of mutual agreement. 
	C. There shall be one (1) steward and an alternative steward in each representative Service Center who shall exclusively represent all the employees working in that representative Service Center. The stewards and alternate stewards shall be regular employees working in the Service Center 
	C. There shall be one (1) steward and an alternative steward in each representative Service Center who shall exclusively represent all the employees working in that representative Service Center. The stewards and alternate stewards shall be regular employees working in the Service Center 
	they represent. Employees will be exclusively represented by the steward of the representative Service Center to which they are assigned. The chief steward may represent the employees. 

	1. 
	1. 
	1. 
	The chief steward, with proper notice to the supervisor, shall be granted leave from his/her work without loss of pay to represent a steward or an employee discharged, disciplined without pay, or needing representation in the absence of a steward or alternate steward. 

	2. 
	2. 
	The stewards may service grievances in accordance with the terms of Article 8, Grievance and Grievance Procedure. The supervisor will grant time as soon as possible, but in any event, not later than the next regularly scheduled working day to service grievances. The right of stewards leaving their work during working hours without loss of time or pay is subject to the understanding that the time will be devoted to the proper handling of grievances as set forth in Article 8, Grievance and Grievance Procedure

	3. 
	3. 
	On all overtime work or prior programmed overtime work, the steward or alternate steward shall be continued at work or the first called as long as he/she can perform the work. If the shift continues beyond two (2) hours, the Employer is obligated to call in a steward or alternate steward, if he/she can perform the work, to replace the crew member with the greatest accumulated overtime, or to add the steward to the crew. 


	ARTICLE 7 
	SPECIAL CONFERENCES 
	SPECIAL CONFERENCES 
	A. Special conferences for important matters not related to grievances may be arranged between the Local President or his designated representative. Such conference shall be arranged within five 
	(5) to twenty (20) work days from the date of written request. Such conferences shall include at least two (2) representatives of the Employer and at least two (2) representatives of the Union. A written agenda of the matters to be addressed at the meeting together with the names of the participating conferees representing the requesting party shall be presented at the time the conference is requested. Members of the Union shall not lose time or pay for time spent in special conferences. Special conferences
	ARTICLE 8 

	GRIEVANCE PROCEDURE 
	GRIEVANCE PROCEDURE 
	A. The Parties intend that the grievance procedure as set forth herein shall serve as a means for a peaceful settlement of all disputes that may arise between them concerning the interpretation or operation of this Agreement without any interruption or disturbance of the normal operation of the Employer's affairs. 
	B. Any employee having a grievance in connection with their employment MUST present it to the Employer within fifteen (15) days after occurrence of alleged grievance as follows: 
	1. STEP 1: The employee must first discuss the specific grievance with their immediate Supervisor or designee. A Steward shall be present at this meeting; otherwise, the complaint shall not be considered a formal grievance, as outlined in this Article. The immediate Supervisor shall attempt 
	1. STEP 1: The employee must first discuss the specific grievance with their immediate Supervisor or designee. A Steward shall be present at this meeting; otherwise, the complaint shall not be considered a formal grievance, as outlined in this Article. The immediate Supervisor shall attempt 
	to adjust the matter consistent with the terms of this Agreement as soon as possible, and shall, within five (5) days, give a verbal answer to the employee and their Steward. 

	2. STEP 2: WRITTEN -DEPARTMENT HEAD: 
	a. 
	a. 
	a. 
	If the grievance is not settled at the verbal step, a written grievance may be filed by the Union President or Steward with the employee's Department Head within ten (10) days after the immediate Supervisor's response at Step 1. When a grievance is reduced to writing, it shall contain the name, address, position and department of the grievant, a clear and concise statement of the grievance, the issue involved, the relief sought, the date the incident or violation took place, the specific section(s) of the A

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


	3. STEP 3: DIRECTOR, HUMAN RESOURCES AND LABOR RELATIONS: 
	a. 
	a. 
	a. 
	If the grievance is not settled at Step 2, such grievance may be submitted by the Union President to the Director, Human Resources and Labor Relations, with a courtesy copy to the Department Head, within ten (10) days after the Department Head's written response has been received by the Union President or Steward. A grievance is submitted to the Human Resources and Labor Relations Department. 

	b. 
	b. 
	The Union President, or designee, must make a request in writing to conduct a Step 3 grievance meeting and the Parties shall conduct a Step 3 meeting within fifteen (15) days of the receipt of the Union President's or Steward written request. The Union President, or designee, and Road Technicians Association Representative shall meet with the Director, Human Resources and Labor Relations, or designee, as scheduled for Step 3 grievance meetings. Dates and times shall be mutually agreed upon. The Union repres

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


	4. STEP 4: ARBITRATION: 
	If the grievance is not resolved at Step 3, the Union President has thirty (30) days from the receipt of the Step 3 answer to file a Notice of Intent to Arbitrate, by sending a letter to the Director, Human Resources and Labor Relations. If the Union President fails to request arbitration within this time limit, the grievance shall be deemed not eligible to go to arbitration. 
	C. SELECTION OF THE ARBITRATOR: 
	1. Within 30 days of the receipt of the written Notice of Intent to Arbitrate, the County and the Union will attempt to mutually select an Arbitrator. In the event that the parties cannot agree upon an arbitrator, the Union will have an additional 10 days to request the Michigan Employment 
	1. Within 30 days of the receipt of the written Notice of Intent to Arbitrate, the County and the Union will attempt to mutually select an Arbitrator. In the event that the parties cannot agree upon an arbitrator, 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. 
	2. 
	2. 
	2. 
	The Parties recognize that, through no fault of either, an arbitrator may not be available for an extended period of time, to hear a case ( extended period of time shall mean three (3) months or longer). The Parties may then move to the next arbitrator listed. 

	3. 
	3. 
	Upon mutual written agreement of the Parties, an arbitrator may hear more than one case. 

	4. 
	4. 
	An arbitrator may be removed from the list by written consent of both parties during the life of the Agreement. Upon such removal, no further cases will be assigned to that arbitrator, but the arbitrator will hear and decide any cases already assigned to him/her. Within thirty (30) days after such removal, the Parties shall meet and mutually agree upon another arbitrator to replace the arbitrator removed. The newly-selected arbitrator will be placed on the list in the numbered position of the arbitrator he/

	5. 
	5. 
	If the Parties agree, in a particular case, not to use the list of arbitrators, they may agree in writing to use the American Arbitration Association selection procedure. 


	D. AUTHORITY OF THE ARBITRATOR: 
	1. 
	1. 
	1. 
	All arbitration hearings shall be governed by the rules of the American Arbitration Association. 

	2. 
	2. 
	Any arbitrator selected shall have only the functions and authority set forth herein. The scope and extent of the jurisdiction of the arbitrator shall be limited to those grievances arising out of and pertaining to the respective rights of the Parties within the terms of this Agreement. The arbitrator shall be without power or authority to make any decision contrary to or inconsistent within any way, the terms of this Agreement or of applicable laws or rules or regulations having the force and effect of law

	3. 
	3. 
	The arbitrator shall have no power to establish or modify job classifications, to establish wage rates, or to change any existing wage rate, work schedule, or assignment. 

	4. 
	4. 
	In the event a grievance is submitted to an arbitrator and the arbitrator finds that they have no jurisdiction to rule on such grievance, it shall be referred back to the Parties without an answer or recommendation on the merits of the grievance. 

	5. 
	5. 
	To the extent that the laws of the State of Michigan permit, it is agreed that any arbitrator's decision shall be final and binding on the Union and its members, the employee or employees involved, and the Employer, and that there shall be no appeal from any such decision unless such decision shall extend beyond the limits of the powers and jurisdiction herein conferred upon such arbitrator. 

	6. 
	6. 
	In matters concerning discipline imposed, the arbitrator shall have the authority to sustain, overrule or mitigate the disciplinary action. 

	7. 
	7. 
	The decision of the arbitrator shall be in writing and due within thirty (30) days of the close of the hearing. This time limit may be waived by mutual written consent of the Parties. 

	8. 
	8. 
	The fees and approved expenses of an arbitrator will be paid by the Parties equally. 


	E. GENERAL CONDmONS: 
	1. 
	1. 
	1. 
	Withdrawal Of Grievances: A grievance may be withdrawn and, if so withdrawn, all financial liability shall be cancelled. If the grievance is reinstated, the financial responsibility shall date only from the date of reinstatement. If the grievance is not reinstated within fifteen (15) days from the date of withdrawal, the grievance shall not be reinstated. 

	2. 
	2. 
	computation Of Back Wages: All claims for back wages shall be limited to the amount of straight time wages less any unemployment compensation. 

	3. 
	3. 
	nme Of Appeals: Any grievance not appealed within the time specified in the particular step of the Grievance Procedure, shall be considered settled and not subject to further review. In the event that the Employer shall fail to supply the Union with its answer in writing to the particular step within the specified time limits, the 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. 

	4. 
	4. 
	Nothing contained herein shall be deemed to abrogate or limit the rights guaranteed by existing statutes or court decisions. 

	5. 
	5. 
	Time limits may be extended or shortened by mutual written consent of the Parties. 

	6. 
	6. 
	All references to days as they pertain to the Grievance Procedure shall mean "working days". They do not include Saturdays, Sundays and designated holidays. 

	7. 
	7. 
	Records, reports and other information pertaining to a grievance which are requested by the Union shall be made available for inspection and copying by the Union, provided the proper representative of the Union makes a request for the specific document referenced above and the affected employee has authorized in writing the release of said information. 


	ARTICLE 9 

	PROMOTION OF PRODUCTIVITY AND EFFICIENCY 
	PROMOTION OF PRODUCTIVITY AND EFFICIENCY 
	A. The Union recognizes the responsibilities imposed upon it as exclusive bargaining agent of the employees and also recognizes the Employer must abide by the statutes of the State of Michigan while simultaneously maintaining the Macomb County road system as efficiently and cost effectively as possible consistent with prevailing labor standards. The Union acknowledges the employees within the bargaining unit will be expected to individually and collectively perform efficiently and productively. 
	B. The Union recognizes that public service and public safety are of utmost importance. Procedures and activities undertaken in response to situations threatening or posing to threaten public safety or public service shall be given priority. 
	C. The supervisor shall have the right to temporarily or permanently correct a hazardous condition of limited extent. If the hazardous condition extends beyond what can reasonably be considered limited, the supervisor shall call a crew as he/she deems appropriate. 
	D. If properly classified personnel are unavailable within the Service Center, an available qualified employee may be assigned work in either a higher, lower or comparable classification, consistent with seniority. 
	ARTICLE 10 
	NO STRIKE CLAUSE 
	A. The Union recognizes that strikes are illegal and contrary to public policy in Michigan and that strikes are detrimental to the public health, safety and welfare. The Union agrees that no strike of any kind shall be caused or sanctioned by the Union at any time during the life of this Agreement. The occurrence of any such acts or actions prohibited in this Article by the Union shall be deemed a violation of this Agreement. Any employee who commits any of the acts prohibited in this Article may be subject
	ARTICLE 11 
	MANAGEMENT RIGHTS 
	A. The Union recognizes that management of the Department of Roads is vested exclusively in the Employer. As such, the Employer shall continue to have all rights customarily reserved to Management, including the right to hire, transfer and determine how many employees it will employ or retain in various capacities; 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 b
	B. Directions of the work and execution of its various duties, functions and responsibilities are vested exclusively with the Employer except as specifically limited by this Agreement or subsequent amendments through Memorandums of Understanding, which are approved and adopted by the Employer. 
	ARTICLE 12 
	DISCHARGE AND DISCIPLINE 
	A. If any seniority employee is discharged or subjected to disciplinary action, the steward of the Service Center and the local president will be notified by Management in writing within the next regularly scheduled work day. Any notice of discharge or disciplinary action involving time off shall be given to the employee, his/her steward and his/her supervisor (if such was not instituted by the supervisor), no later than one-half (1/2) hour preceding the end of his/her shift. 
	B. If the supervisor instituted or caused such an action to be instituted, he/she shall be present when the notice is given. 
	C. The disciplined employee shall be allowed to discuss the discipline with the steward of the Service Center as soon as possible, but in any event within the next regularly scheduled work day. With the exception of a discharged employee, the Employer will make available a conference area. 
	D. Should the discharged or disciplined employee or steward consider the discharge or discipline to be improper, a grievance shall be presented in accord with the grievance procedure. 
	E. In imposing any discipline on a current charge, the Employer will not take into account any prior infractions which occurred more than twenty-four (24) months previous. 
	F. Although disciplinary action or discharge may be imposed for other infractions, just cause for discipline or discharge exists if any employee does not adhere to the Work Rules. 
	G. Employees shall not be permitted to use Paid Time Off or sick time for disciplinary time off. 
	H. Records in Personnel Files: 
	1. 
	1. 
	1. 
	Where discip_linary action has been put in writing, a copy shall become part of the employee's personnel file. 

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

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


	ARTICLE 13 
	SENIORITY. PROBATIONARY AND NON-SENIORITY EMPLOYEES 
	A. New Employees hired in the unit shall be considered probationary employees for the first six (6) months of their employment. There shall be no seniority among probationary, temporary and part­time employees. Probationary, temporary and part-time employees are at-will employees and can be discharged without cause. 
	B. The Union shall represent new hire probationary employees for the purposes of collective bargaining in respect to rates of pay, wages, hours and other conditions of employment, except that at any time during the probationary period, the Employer may dismiss the employee and such employee shall not have recourse to the grievance procedure unless the dismissal is for union activities. 
	C. During the ninety first (90) calendar day trial and training period, new employees will not work scheduled overtime nor be included on the overtime equalization list. New employees may work overtime to ensure continuity of work for unscheduled overtime situations and may also work when the permanent employee roster has been exhausted. New employees shall not generally work in a higher classification, but may be required to train and learn the operation of equipment during their trial and training period 
	D. Temporary and part-time employees shall not work overtime. It is understood that a situation may arise such as an equipment breakdown, delay of materials or act of God which may prevent a temporary or part-time employee from returning to the Service Center prior to the conclusion of a regularly scheduled shift. 
	E. The date of seniority for all employees having identical dates of hire shall be determined by application of the Random Numbers Table located at the back of this Agreement. 
	F. The Employer shall provide the Union with a list of new hires upon request. Within 15 working days of the request, the Union shall be provided the list. 
	G. The Employer shall provide the Union Seniority for promotion and lay-off shall be on a Road Technician Association bargaining unit basis in accordance with the employee's most recent date of entry into the Road Technician Association as evidenced on the seniority list. 
	ARTICLE 14 

	SENIORITY LIST 
	SENIORITY LIST 
	A. Seniority shall not be affected by race, sex, marital status, age, religion or dependents of an employee. 
	B. The seniority list of the date of this Agreement will show the names, job titles and seniority dates of all employees of Road Technician Association entitled to seniority. 
	C. The Employer shall provide the Union President with an up-to-date seniority list every ninety (90) days. Such list shall include employee addresses and designate those employees who are in probationary status. 
	D. An employee accepting a job classification in another bargaining unit within the County shall retain their accumulated seniority while a member of Road Technician Association. Such accumulated seniority shall be vested for a period equal to the time the employee is a non-member for Road Technician Association. When such time as a non-member of Road Technician Association exceeds that which is vested in Road Technician Association, all seniority rights in Road Technician Association shall be terminated. 
	E. If employees with seniority and holding a job classification in another bargaining unit suffer a job displacement causing their return to Road Technician Association, they shall only exercise their vested seniority rights at any entry level position. 
	F. This language shall become effective with this Agreement and shall not be retroactive. 
	ARTICLE 15 

	LOSS OF SENIORITY 
	LOSS OF SENIORITY 
	A. An employee shall forfeit seniority rights for the following reasons: 
	1. 
	1. 
	1. 
	He/she resigns or terminates his/her employment with the Employer. 

	2. 
	2. 
	He/she is dismissed and not subsequently reinstated in accordance with appropriate provisions of the Agreement between the Parties. 

	3. 
	3. 
	He/she is 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 his/her last known address that he/she has lost his/her seniority and his/her employment has been terminated. If the disposition made of any such case is not satisfactory, the matter may be referred to the grievance procedure. In proper cases exceptions shall be made by the Employer. 

	4. 
	4. 
	He/she retires. 

	5. 
	5. 
	If the employee, except for participants in the Deferred Retirement Option Program, withdraws his/her contributions from the Macomb County Employees' Retirement System. 

	6. 
	6. 
	If he/she does not return to work when recalled from layoff. The recall rights are spelled out in this Agreement between the Parties. 

	7. 
	7. 
	Return from Sick Time and Leaves of Absence will be treated the same as paragraph 15.l(c) above. 


	ARTICLE 16 
	SHIFT PREFERENCE 
	A. Shift preference will be granted on the basis of seniority within the classification, within the Service Center. In proper cases, exceptions may be made with agreement by both parties. 
	B. Transfer to the desired shift will be effective within the two (2) weeks following the end of the current pay period within which the written request was made. 
	C. The exercise by employees of their seniority for the purpose of shift transfers shall be limited to two (2) occasions per year unless additional transfers of this type are permitted by agreement of the Employer and Union. 
	ARTICLE 17 
	SENIORITY OF OFFICERS AND STEWARDS 
	A. Notwithstanding their position on the seniority list, the President, Stewards and Chief Steward of the Local Union shall, in the event of a layoff, be continued at work at all times when one or more Service Centers or fractions thereof are at work, provided they can perform any of the work available. 
	B. Notwithstanding their position on the seniority list, stewards shall, in the event of layoff of any type, be continued at work as long as there is a job in their Service Center which they can perform and shall be recalled to work in the event of a layoff to the first open job in their Service Center which they can perform. 
	ARTICLE 18 
	SUPPLEMENTAL AGREEMENTS 
	A. All supplemental agreements shall be subject to the approval of the Employer and RoadTech Association Legal Counsel. They shall be approved or rejected within a period of fifteen (15) calendar days following the date they are filed by RoadTech or the Employer through the Union. 
	ARTICLE 19 

	LAYOFFS 
	LAYOFFS 
	A. Layoff shall be defined as a reduction in the work force resulting from a decrease of work or lack of funds 
	B. If a reduction in the work force becomes necessary the following will be mandatory: 
	1. 
	1. 
	1. 
	All seasonal, part-time and probationary employees shall be terminated. 

	2. 
	2. 
	If a further reduction is necessary, the Employer shall determine and select the classification(s) to be eliminated. Such reduction in the case of seniority employees will be made in inverse order of seniority as defined in Article 13. 

	3. 
	3. 
	The Employer shall prepare a bump list of all employees who might be affected together with a list of the similar or lower classification(s) to which each of those employees may be eligible to bump. A copy of the official Employer bump list shall be provided to the Local Union President or his/her representative simultaneous with its final preparation. In determining the classification(s) qualifications. "Qualified" for purposes of this, is defined as current ability to do the available work without further

	4. 
	4. 
	The Employer shall follow the same procedure described in paragraph 19.2(c) afore referenced for all subsequent bumps. This process shall be continued until the seniority and classification(s) of the employee(s) who remain(s) afford(s) no further bumping rights. 


	C. As soon as possible, but in no event later than five (5) working days following notification to the Union that the bump list has been finally prepared, a meeting shall be convened between three (3) Employer represents and three (3) Union representatives to discuss the proposed bumping sequence. Ifthe Union disagrees with the bumping sequence as presented by the Employer, every effort will be made to resolve the dispute through negotiations. If no agreement can be reached, the Union may exercise its griev
	D. Employee(s) to be laid off shall receive at least fifteen (15) working days notice of layoff. Simultaneous with the layoff notice, all employees changing job assignment/classification through the bumping process shall be given the effective date of their new job assignment/classification. The time constraints in this Article will be waived in the event of natural disasters to the Service Center(s). 
	E. Members of Road Technician Association will be given first opportunity to apply for employment among other Department of Roads bargaining units prior to outside hiring. Further, a laid off employee shall be considered as employed for purposes of bidding on a posted vacancy as set forth in Article 24 of this Agreement. 
	ARTICLE 20 

	RECALL PROCEDURE 
	RECALL PROCEDURE 
	A. When the work force is increased or job openings occur during the period employee(s) are on layoff, employee(s) will be recalled according to their seniority and consistent with Paragraph 20.2. 
	B. Any laid off seniority employee will be removed from their recall list at the end of a two (2) year period unless he/she notifies the Employer in writing within thirty (30) calendar days following expiration of the two (2) year period that he/she desires to remain on the recall list. Further, the employee shall continue to give the Employer written notice each year of his/her desire to remain on the recall list at least thirty (30) calendar days following each anniversary. 
	C. A laid off seniority employee will be responsible to register his/her address with the Employer and any subsequent change of address. Notice of recall shall be sent to the employee by registered or certified mail at the last address filed with the Employer. An employee shall be expected to report for work within fourteen (14) calendar days after delivery of notice of recall, and his/her failure to report or make alternative arrangements with the Employer shall be considered a quit as set forth in Article
	ARTICLE 21 

	TRANSFERS 
	TRANSFERS 
	A. If an employee is transferred to a position not included in the Road Technician Association bargaining unit and is thereafter returned to a position in the Road Technician Association bargaining unit, his/her seniority shall be computed in accordance with Article 14, Seniority List, except for the purpose of computing fringe benefits, which shall be determined by years of service. 
	B. Temporary employee transfers shall be on the basis of seniority and individual skill and ability as it related to the productivity and efficiency of the respective assignment. Transfers shall not exceed one hundred twenty (120) days without mutual consent of the Employer and the bargaining unit. Temporary employee transfers are not intended to avoid employee promotional opportunities. 
	C. When a transfer occurs in accordance with Paragraph 21.b., the employee(s) shall have at least five (5) calendar days' notice. 
	ARTICLE 22 

	ATTENDANCE 
	ATTENDANCE 
	A. Unauthorized absences will be subject to disciplinary action as follows: 
	1. When an employee has exhausted all sick and Paid Time Off, he/she will be considered to have zero time. An absence is considered to be an absence of 1/2 hour or more. 
	1zero time absence -verbal warning 2zero time absence -written warning 
	st 
	nd 

	3zero time absence -1 day suspension 4zero time absence -3 day suspension 5zero time absence -subject to discharge 
	rd 
	th 
	th 

	B. Zero time absences will be counted during any 24 month period, which is defined as a combination of 24 consecutive months. Each day of an unauthorized absence will count as 1 zero time absence. 
	C. The following will not count as zero time absences for the purpose of this Article. Absences because of: 
	1. 
	1. 
	1. 
	On the job injury 

	2. 
	2. 
	Long or short term disability 

	3. 
	3. 
	Approved leave under the Family and Medical Leave Act 


	D. All employees are expected to be at their regularly assigned Service Center at their scheduled starting time. If any employee is tardy, which is defined as not at their regularly assigned Service Center at their scheduled starting time, he/she will be subject to the following progressive disciplinary action if said tardiness occurs within any twelve (12) month period: 
	2 tardies -verbal warning 3 tardies -written warning 4 tardies -1 day suspension • 5 tardies -3 day suspension 6 tardies -5 day suspension 7 tardies -subject to discharge 
	E. Being considered tardy begins with the date of the first occurrence. 
	ARTICLE 23 
	LEAVE FOR UNION BUSINESS 
	A. Members of the Local Union selected by the Regional Council or International Union to do work which takes them from their employment with the Employer shall, at the written requests of the Regional Council or International Union, receive temporary leaves of absence for periods not to exceed three (3) years or one (1) term of office, whichever may be shorter, and upon proper requests of the Regional Council or International Union and approval by the Employer. 
	ARTICLE 24 
	VACANCIES. TRAINING AND PROMOTIONS 
	A. Employees in this bargaining unit will be given first consideration for job openings represented by the Union. 
	1. The classification of Custodian, Highway Maintenance Person, Electrician A, Master Mechanic and Master Welder will be posted externally to the public concurrently with the bid period, as described in this article. 
	B. Job vacancies will be posted for bid a period of 5 calendar days on the bulletin board in each work area and on the on-line recruitment site. Job postings will reflect the location, position, and if applicable, the type of equipment and the equipment number. 
	C. Bid award opportunities will be given to employees within this union based on seniority. 
	D. The employee granted the bid will be given a 60 calendar day trial and training period. The first 30 calendar days will be considered training and the remaining 30 calendar days a trial period. Extensions of the trial period will be by mutual agreement between Union and Employer. If an employee has been previously approved in a classification and has bid on a similar classification, their training period may be waived at the discretion of the Service Center supervisor. 
	Employees who bid and accept a lateral transfer, or a transfer to a lower classification, will be restricted from bidding subsequent lateral and/or lower classification transfers for a period of 12 months from the effective date of the initial transfer. The 12 month restriction does not apply to promotional opportunities that may arise during the 12 month period. 
	Employees who are participating in the DROP, will not be permitted to bid on lateral and/or lower classifications without prior authorization from Administration. 
	1. 
	1. 
	1. 
	Successful completion of the training and/or trial period will be evidenced by the supervisor's attestation on the appropriate form provided by the Employer. A copy will be given to the employee with the original retained in the employee's personnel file. 

	2. 
	2. 
	If the employee is disqualified following the training and trial period they will be provided a position in the former classification regardless of service center location or equipment. Written notice will be given on the appropriate form provided by the Employer together with any additional supporting data. Copies of the written notice and reasons will be provided to the employee with a copy forwarded to the Union President. If the reasons given are not representative of just cause, meaning fair and honest

	3. 
	3. 
	During the trial and training period, the employee will be allowed to return to their former job and classification within 10 calendar days from the first day worked in the new position. Employees may waive this option. 

	4. 
	4. 
	Employees who are promoted to a higher classification within the bargaining unit will immediately receive the rate of pay of the new higher classification. 


	E. The Employer will furnish the Road Technician Association President upon request bid awards and bid lists. 
	ARTICLE 25 

	UNION BULLETIN BOARD 
	UNION BULLETIN BOARD 
	A. The Employer will provide bulletin boards in each Service Center which may be used by the Union for posting notices of the following types: 
	1. 
	1. 
	1. 
	Notices of recreational and social events 

	2. 
	2. 
	Notices of elections 

	3. 
	3. 
	Notices of results of elections 

	4. 
	4. 
	Notices of meetings 


	B. The bulletin boards shall not be used by the Union for disseminating propaganda and shall not be used for posting or distributing pamphlets of political matters. The Union shall have the exclusive rights to the use of these bulletin boards. 
	C. The Employer will provide Service Center 3 with a bulletin board having lockable glass doors similar in size and style to that currently being used to display Service Center 3's overtime equalization chart. 
	ARTICLE 26 
	CONTINUOUS WORK FOR REGULAR EMPLOYEES 
	A. The Employer shall do all within its authority to provide all regular employees continuous work throughout the year. Subcontracting of work shall continue to be within the sole discretion of the Employer. If the Employer subcontracts, the basis of any subcontracting will be limited to the issue of responsible fiscal management and not intended as a mean to decrease employment or employee benefits among the bargaining unit employees. 
	ARTICLE 27 
	TEMPORARY ASSIGNMENT 
	A. Employees represented by the ASSOCIATION shall be expected to work in either higher, comparable or lower classifications. Temporary assignments for the purpose of filling higher or lower classifications will be granted on the basis of seniority and qualifications. Under no circumstances will the senior qualified employee be bypassed provided he/she has documented experience and the supervisor is satisfied he/she can perform the job. An Employee assigned to a comparable or lower classification shall suffe
	ARTICLE 28 
	OVERTIME WORK REQUIREMENT AND OVERTIME EQUALIZATION 
	A. Overtime work is considered a function of all employees. All pay for overtime work shall be in accordance with Articles 29.A, 29.B, 29.C and 29.D. The Employer shall equalize all overtime between employees in the same classification as nearly as possible on a monthly reporting basis. The Employer shall reset all overtime equalization lists on November 1of each calendar year. An employee called to work overtime and not reporting for overtime work shall be charged the same as though he/she had worked the o
	st 

	B. Call-outs shall only be made by the supervisor, assistant supervisor and project leader. Calls will be considered completed after the call goes to voicemail and a voice message is left, or if a text message is sent. When a call-out requires a compliment of personnel in excess of a steward, the 
	B. Call-outs shall only be made by the supervisor, assistant supervisor and project leader. Calls will be considered completed after the call goes to voicemail and a voice message is left, or if a text message is sent. When a call-out requires a compliment of personnel in excess of a steward, the 
	steward, upon arriving at the Service Center, shall verify the contract accuracy of the remaining employees being called until the call-out has been completed. 

	C.. New employees, transferred employees, reclassified employees and retiring stewards and alternate stewards will be charged with the average of accumulated overtime within the classification and/or unit they are assigned. Accumulated overtime of stewards and alternate stewards shall not be included in compiling the average. Transferred employees shall not be added to the equalization of overtime roster in the new Service Center until reporting for work at the start of a regular work day. Until the employe
	D. An employee shall not work more than sixteen (16) hours in a twenty-four (24) hour period. For purposes of this Article, the twenty-four (24) hour period shall begin at 7:00 a.m. Monday through Friday. On Saturday and Sunday, the twenty-four (24) hour period begins when the employee is first called in. Any employee who has worked sixteen (16) hours in any such twenty-four (24) hour period shall be ineligible for further work until the beginning of a new twenty-four (24) hour period. When Employer deems a
	E. The clerk will keep a daily call-out card so that the person in charge of call-outs will know immediately who is eligible for call-out. Also, a report will be kept on the number of trucks or other equipment out of service. 
	F. Crews returning to the division one-half (1/2) hour or less prior to quitting time and sent on overtime shall be recognized according to the equalization of overtime chart. 
	G. Crews established at the beginning of a shift to do work which has received pre-authorization for overtime, shall be organized according to the equalization of overtime chart. 
	H. Ifa crew has to work beyond normal quitting time, the crew will work beyond normal quitting time. The Employer does not have to break the crew down, but will equalize overtime the next day. 
	I. During periods of snow and ice removal, the order of the call-out shall be as follows: 
	1. 
	1. 
	1. 
	Heavy Truck Driver/Semi-Truck Driver 

	2. 
	2. 
	"A" Equipment Operator 

	3. 
	3. 
	"B" Equipment Operator 

	4. 
	4. 
	Highway Maintenance Person 

	5. 
	5. 
	Custodian 

	6. 
	6. 
	Project Leaders 

	7. 
	7. 
	Mechanics 


	J. When a Service Center has exhausted the call-out of one (1) through seven (7) above, it will then exhaust all Road Technician Association employees from the Maintenance Service Centers (Washington, New Haven, Shelby and Clinton). The Employer agrees to furnish a list of names and numbers of Road Technician Association employees and their respective service centers to all the Service Center Maintenance Foremen. The call-outs will then proceed to Division 7 (Sign Shop), Division 6 (Electrical) and Division
	J. When a Service Center has exhausted the call-out of one (1) through seven (7) above, it will then exhaust all Road Technician Association employees from the Maintenance Service Centers (Washington, New Haven, Shelby and Clinton). The Employer agrees to furnish a list of names and numbers of Road Technician Association employees and their respective service centers to all the Service Center Maintenance Foremen. The call-outs will then proceed to Division 7 (Sign Shop), Division 6 (Electrical) and Division
	who is qualified and in possession of a valid CDL, be called in for overtime opportunities, and will be subject to random drug and alcohol testing. 

	K. The daily equalization of overtime chart shall record employees on P.aid Time Off, bereavement or Sick Time. Employees on Paid Time Off, bereavement or Sick Time shall not be eligible for call­out until the active call-out list has been exhausted. 
	L. Employees on Paid Time Off, bereavement or Sick Time shall be eligible for pre-scheduled overtime if they were at work the day the overtime is scheduled and the actual scheduled overtime day. 
	ARTICLE 29 
	SHIFT DIFFERENTIAL, TIME AND ONE-HALF. CALL-OUT AND DOUBLE TIME 
	A. Employees who work on the second or third shift shall receive, in addition to their regular pay for the pay period, five percent (5%) per hour and ten percent (10%) per hour respectively. On-duty electricians shall be paid an additional fifteen (15%) of their hourly rate for the stand-by duty. 
	B. Full-time employees shall receive compensation at the rate of 1½ 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 ove
	Holidays (except as stated in paragraph 29.D of this Article) and Saturdays will be paid at 1½ times 
	their regular hourly rate. When a shift starts on Friday and continues on Saturday, hours in excess 
	forty ( 40) per week on such shift will be paid at 1 ½ times their regular hourly rate. 
	When an employee works on Sunday, that employee will be compensated at two (2) times their 
	hourly rate of a minimum of four (4) hours or the employee shall be compensated for actual hours 
	worked, whichever is greater. This provision does not apply to employees working on night patrol. 
	A minimum of seven (7) "A" electricians will be assigned to a regular stand-by rotation at all times. Such assignment shall be based upon seniority and desire. If an "A" electrician elects to drop out of stand-by rotation, he/she shall forfeit his/her opportunity to elect stand-by for one (1) year, unless assigned to a stand-by rotation by Employer. The "A" electricians who elect to opt out of the stand-by rotation shall do so by the date of equalization in the electrician's Service Center. 
	C. Employees called out after their normal work hours shall receive a minimum of four ( 4) hours pay at time and one-half their regular rate unless such time conflicts without the start of a regular shift. In that event, the employee will only be paid time and one-half until the start of the regular shift. 
	D. Double time will be paid for call-out provisions for any additional hours worked on the following holidays: Christmas Eve Day, Christmas Day, New Year's Eve Day, New Year's Day, Easter Sunday and Thanksgiving Day. 
	ARTICLE 30 
	PAID TIME OFF (PTO} 
	A. Participants in the Deferred Retirement Option Plan receive Paid Time Off (PTO) in the manner described in Article 35, 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 ANNUAL CONSECUTIVE FULL­EQUIVALENT TIME SERVICE OF: 
	COMPLETED 
	LESS THAN 5 
	lS days 5 
	20 days 10 
	21 days 13 
	24 days 20 
	25 days 21 
	26 days 22 
	27 days 23 
	28 days 24 
	29 days 25 
	30 days 
	D. 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 who are eligible for a PTO conversion to cash may choose to transfer PTO hours to their sick time bank in lieu of a cash payment. At no time may a sick time bank exceed the maximum accumulation of 180 work days. At no time may an employee transfer or return converted hours to their PTO banks. Employees requesting PTO conversion must have enough hours available in their 
	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 31 

	LEAVE OF ABSENCE 
	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 annual leave/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 37, 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 15, Seniority and termination 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. 
	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 time 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 15 Seniority and termination of employment. 


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

	b. 
	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 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. 

	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. 
	ARTICLE 32 

	PAY FOR REGULAR EMPLOYMENT 
	PAY FOR REGULAR EMPLOYMENT 
	A. Effective January 1, 2016, all employees shall be paid bi-weekly. 
	ARTICLE 33 

	EMERGENCY MANAGER 
	EMERGENCY MANAGER 
	B. Parties agree that this Collective Bargaining Agreement is applicable to an Emergency Manager as defined in Public Act 4 of 2011. The Union's agreement to this provision was not by negotiation, rather, this provision is required by Public Act 9 and accordingly is a prohibited subject of bargaining. 
	ARTICLE 34 

	RETIREMENT SYSTEM 
	RETIREMENT SYSTEM 
	A. Retirement Benefits: The Employer will continue the benefits as provided by the presently constituted Macomb County Employees' 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. 
	Employee Contribution: For any employee hired on or before July 31, 2007, or who is vested as of January 29, 2015, the employee's contribution to the retirement system is 3.5% of the employee's compensation. 

	2. 
	2. 
	2. 
	County Pension Maximum: For any employee hired on or before July 31, 2007, or who is vested as of January 29, 2015, the County pension will not exceed 65% of Final Average Compensation. 

	For employees hired on or after August 1, 2007, 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 July 31, 2007, or who is vested as of January 29, 2015, 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 August 1, 2007, 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 July 31, 2007, or who is vested as of January 29, 2015, the formula for computing Final Average Compensation, used for calculating pension benefits for eligible bargaining unit members, will be based on the average of an employee's 104 highest consecutive pay periods of compensation out of the last 260 pay periods. 


	For employees hired on or after August 1, 2007 the employee's contribution to the retirement system is 2.5% of the employee's compensation. 
	For employees hired on or after August 1, 2007, 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 July 31, 2007, or who is vested as of January 29, 2015, the County pension, which when added to an employee pension, will provide a straight life retirement allowance equal to the number of years, and fraction of a year, of an employee's credited service multiplied by the sum of 2.4% of the employee's Final Average Compensation for the first 26 years of credited service and 1% for each year of credited service thereafter. 
	For employees hired after August 1, 2007, 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 July 31, 2007, or who is vested as of January 29, 2015, 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 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 August 1, 2007, 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. 
	c. 
	For employees hired into the County on or after June 1, 2013, 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. 
	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. 
	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. 
	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

	11. 
	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 Macomb C


	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 of an eligible vested member dies prior to applying for their pension, their beneficiary or estate 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. Non-Duty Death Before Retirement. Beneficiary Nominated: Any bargaining unit member who is vested may at any time prior to the effective date of their retirement elect Option A provided in the Macomb County Employees' Retirement System Ordinance in the same manner as if they were then retiring from county employment, and nominate a beneficiary whom the retirement commission finds to be dependent upon the said member for at least 50% of their support due to lack of financial means. Prior to the effective
	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 commission 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
	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. 

	13. 
	13. 
	13. 
	Non-Duty Death Before Retirement. Non-spousal Beneficiary Nominated: In the event of a non­duty death of a 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 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 Or

	15. 
	15. 
	Deferred Retirement Option Plan !DROP}: The Memorandum of Understanding executed in 2007 regarding the Deferred Retirement Option Plan (DROP) incorporated by reference herein as Article 35 Deferred Retirement Option Plan. Vesting for the 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 fixed payment of $1000 from the Macomb County Employees' Retirement System. This payment will be made to an employee after separation from employment 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. Ifsuch election is made by the employee, the Employer shall 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 of 4 years of service 80% Completion of 5 years of service 100% 
	ARTICLE35 DEFERRED RETIREMENT OPTION PLAN 
	Eligible employees may elect to participate in the Deferred Retirement Option Plan (DROP). Eligibility, terms, and conditions of DROP participation are set forth below, including the payment of certain fringe benefits to DROP participants, Longevity, Paid Time Off (PTO) and Sick Time. 
	A. An employee who is a member of the Macomb County Employees' Retirement System may voluntarily elect to participate in the DROP with a minimum of a 30 day notice, at any time after attaining the minimum age and service requirements for a normal service retirement. Vesting for the purposes of DROP excludes service time under the Reciprocal Act 88. 
	B. Participation: The maximum period for DROP payments credited to the account is 5 years (the "Participation Period''). There is no minimum time 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 benefit 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 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 e
	E. DROP Account: The employee's DROP Account will be the regular monthly pension to which the employee would have been entitled if they had actually retired on the DROP date. The_payment will be credited 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 benefit of ea
	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 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 ofan 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 in Section b, 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. 


	CONTINUOUS YEARS OF FULL· TIME STEP SERVICE ON OR AMOUNT BEFORE OCTOBER 31sr OF EACH YEAR 
	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 1 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 1of 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: 
	st 



	YEARS OF CONSECUTIVE FULL­TIME SERVICE COMPLETED 
	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 
	c) 
	c) 
	c) 
	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. 

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

	e) 
	e) 
	Employees who begin DROP participation at a time other than January 1st, will receive a pro­rata 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 31of a calendar year will be forfeited. 
	st 


	g) 
	g) 
	There will be no compensation for any PTO remaining in the DROP participants 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 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 and DROP participants: 
	a) 
	a) 
	a) 
	DROP participants will be provided with 72 hours of Sick Time on January 1of each year the employee participates in the DROP. Sick time not utilized by December 31of a calendar year will be forfeited. 
	st 
	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. 

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

	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) 
	e) 
	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, Michigan's Earned Sick Time Act (ESTA), as amended include: 

	i. Due to 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 criminal proceedings from such domestic violence or sexual assault. 
	iii. For 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. 
	iv. 
	iv. 
	Necessitated by a contagious disease or condition. 

	v. 
	v. 
	In accordance with Article 41, 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 of 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 workpla_ce. 

	h) 
	h) 
	h) 
	DROP participants absent for one 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. 

	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. 

	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. 


	ARTICLE36 
	LONGEVITY 
	LONGEVITY 
	A. Participants in the Deferred Retirement Option Plan are not subject to Article 36, Longevity, but shall receive Longevity in the manner described in Article 35, 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 3S.A.1 of this Article, as follows: 


	CONTINUOUS YEARS OF FULL-TIME STEP SERVICE ON OR AMOUNT 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 37 INSURANCE BENEFITS 
	A. Life Insurance: 
	1. Full-time Employees !including DROP Participants): 
	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 covertheir 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 a Health Maintenance Organization (HMO) to all regular eligible full-time employees and their eligible dependents including prescription drug coverage, as outlined in Appendix B, Active Employee Benefits or its substantial equivalence. Full-time employees shall be required to comply with PA 
	152. Prior to the implementation of any deductions, the Employer will meet and confer on design, plan, or carrier changes to comply with PA 152. 
	1. 
	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. 
	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 June 15, 2010, the Employer will provide a fully paid medical and prescription drug plan to the employee and the employee's eligible spouse, as defined in D.1.a. after eight (8) years of actual service with the Employer, for the employee who leaves employment because of retirement and is eligible for and receives benefits under the Macomb County Employees' Retirement Ordinance. 
	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. 


	2. 
	2. 
	2. 
	Full-time employees hired on or after June 15, 2010, the Employer will provide a fully paid medical and prescription drug plan to the employee only, 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. 

	3. 
	3. 
	All employees who retire or DROP after June 15, 2010, will have the medical and prescription drug plan as outlined in Appendix B Post November 1, 2013 Retirees, until they are Medicare eligible, subject to the limitations and provisions of D.2. and D.4. of this Article. 

	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 tenmination of Employer paid cov

	6. 
	6. 
	Employees who retire under the provisions of the Macomb County Employees' Retirement Ordinance who subsequently are employed on a full-time basis where the subsequent employer offers a medical and prescription drug plan, shall not be eligible for Employer provided medical and prescription drug benefits during such period of full-time employment. 

	7. 
	7. 
	Employees who retire under the provisions of the Macomb County Employees' Retirement Ordinance and eligible spouse as defined in D.1.a., shall, if eligible apply for and participate in 


	ANY National Health Insurance program offered by the U.S. Government. Failure to participate, if eligible, shall be cause for termination of Employer paid hospital-medical benefits as outlined. 
	B. 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. 


	E. Dental Plan: The Employer shall provide a dental plan to full-time employees (including DROP Participants) and their eligible dependents as outlined in Appendix B, Active Employees Dental Benefits, or its substantial equivalence. 
	F. Vision Plan: The Employer shall provide a vision plan to full-time employees (including DROP Participants) and their eligible dependents as outlined in Appendix B, Active Employees Vision Benefits or its substantial equivalence. 
	G. 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. 
	ARTICLE 38 


	WORKERS' COMPENSATION AND LIABIITY INSURANCE 
	WORKERS' COMPENSATION AND LIABIITY INSURANCE 
	A. Employer shall provide Worker's Compensation and Liability Insurance and shall be responsible for premiums thereon. For a period not to exceed one (1) year, and provided the employee remains disabled and eligible for Worker's Compensation benefits, the benefits received by the employee shall be supplemented by payment of an amount which represents the difference between the worker's compensation and the employee's base pay. At no time shall the supplemental pay result in the employee receiving compensati
	A. Employer shall provide Worker's Compensation and Liability Insurance and shall be responsible for premiums thereon. For a period not to exceed one (1) year, and provided the employee remains disabled and eligible for Worker's Compensation benefits, the benefits received by the employee shall be supplemented by payment of an amount which represents the difference between the worker's compensation and the employee's base pay. At no time shall the supplemental pay result in the employee receiving compensati
	will pay the difference between Worker's Compensation and base pay for the period, not to exceed one (1) year, that the claim is settled or determined to be compensable as a matter of law. 

	B. If at the end of any such one (1) year period the employee is still not able to return to work, the employee may elect to use his/her unused Sick Time to supplement Workers' Compensation payments. If disability exists at the end of any such one (1) year period, employee at his/her option, may seek to become eligible for coverage under the appropriate disability provision of the Retirement Ordinance and/or continue applicable Workers' Compensation Benefits. Employees receiving disability compensation here
	ARTICLE39 

	PAID HOLIDAYS 
	PAID HOLIDAYS 
	A. The designated holidays are: 
	January 1(New Year's Day) Martin Luther King, Jr. Day Presidents Day Good Friday Memorial Day June 19(Juneteenth) Independence Day Labor Day Columbus Day November 11(Veterans' Day) Thanksgiving Day The day AFrER Thanksgiving December 24(Christmas Eve) December 25(Christmas Day) December 31(New Year's Eve) 
	st 
	th 
	th 
	th 
	th 
	st 

	B. When one (1) of the above-listed paid holidays falls on a Saturday, the preceding Friday shall be considered the holiday. When the paid holiday falls on a Sunday, the following Monday shall be considered the holiday. 
	C. An employee will not receive holiday pay for a designated holiday if absent without leave on the scheduled work day preceding or following the holiday. 
	ARTICLE40 

	SICK TIME 
	SICK TIME 
	A. Participants in the Deferred Retirement Option Plan are not subject to Article 40, Sick Time, but will receive Sick Time in the manner described in Article 35, Deferred Retirement Option Plan. 
	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 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 1st each year of 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 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. 
	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. 
	Necessitate by a contagious disease or condition. 

	5. 
	5. 
	In accordance with Article 41, 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, ESfA, 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, ifit 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, ESfA, 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 more than 5 days while on Paid Time Off (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: 
	a. Retirement: Upon separation of employment due to retirement from Macomb County, or participation in the DROP, an employee will be paid 50% ofa 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 in the Defined Contribution ( 401(a) Plan): 
	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 Time Service Percentage Payoff Amount 
	After 5 years 25% up to a maximum of 125 work days After 10 years 50% up to a maximum of 125 work days 
	The cash payment will be made in the final payoff check with all normal payroll deductions. 
	3. Part time employees are not eligible for payoff of any accrued and unused earned sick time upon separation of employment. 
	ARTICLE 41 
	BEREAVEMENT LEAVE 
	A. Upon presentation of proof as required by the Employer, such as, but not limited to, newspaper death or obituary notices, the following Bereavement Leave Policy shall apply: 
	a. 
	a. 
	a. 
	The Employee may elect to take up to three (3) days off with pay d\le to a death in the Employee's family as follows: parent, current step parent, current mother-in-law, current father-in-law, current spouse, children, current daughter-in-law, current son-in-law, current step children, brother, sister, grandparent, or grandchildren. It shall also include any person who is normally a member of the employee's household. 

	b. 
	b. 
	The Employee may elect to take up to three (3) bereavement leave days chargeable to Sick Time or Paid Time Off due to a death in the Employee's family as follows: sister-in-law, brother-in-law, nieces or nephews. 


	ARTICLE42 
	JURY DUTY 
	A. In the event a full-time 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
	A. In the event a full-time 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
	duty, except, with approval of the Department, an employee may be released from the scheduled shift on the date after the scheduled jury duty. 

	a. 
	a. 
	a. 
	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. 

	b. 
	b. 
	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 43 
	SEMINARS AND EDUCATIONAL TRAINING PROGRAMS 
	A. The employees recognize that seminars and training programs may be required to promote efficiency and job skills in their respective classifications and that they may be required to attend such programs. All such training will be subject to review and approval of .the Board prior to attendance. The employee shall be reimbursed any personal costs for travel and expenses while attending authorized seminars and/or training programs in accordance with the MCDR Policy Manual. 
	ARTICLE44 
	LICENSE/CERTIFICATION RENEWALS 
	A. Upon Management approval and in accordance with job requirements, expenses associated with CDL, Mechanic and Electrician license renewals shall be reimbursed to active employees. 
	ARTICLE45 
	LEGAL SERVICE 
	A. Employer agrees to provide legal services and hold employees harmless from any monetary recovery assessed against them as parties to litigation arising from actions or activities involving professional services to County projects or assignments. 
	ARTICLE46 
	REPLACEMENT OF PERSONAL BELONGINGS 
	A. When an employee suffers accidental damage to personal belongings through no fault of the employee, consideration shall be given to replacement in kind. Replacement shall be based upon an investigation, a written review and a recommendation by the immediate supervisor to the Employer. The Employer will have final say on consideration of replacement after reviewing the immediate supervisor's recommendation. 
	B. Mechanic's Uniforms and Tools. Two (2) additional uniform changed per week will be provided to each mechanic. During the term of this contract, the Employer will purchase and furnish one (1) winter jacket and one (1) spring jacket each year of the Collective Bargaining Agreement. 
	C. Mechanics shall be required to furnish all standard and/or universal tools required for the job. Specialized tools designed for and necessary to the repair or maintenance job, will be provided by the Employer and made available for checkout. 
	ARTICLE47 

	EQUIPMENT ASSIGNMENT 
	EQUIPMENT ASSIGNMENT 
	A. It is understood by the parties that equipment assigned through the bidding process shall be the employee's primary equipment assignment and that said employee shall be accountable and responsible for the CDL walk-around inspection and assisting mechanics in routine maintenance of such equipment. Operator will be responsible for changing mud flaps, mirrors, bulbs, and other minor maintenance and assist mechanics in changing tires. 
	B. Said equipment will be reassigned to other employees in the absence of the assigned employee. Further, this understanding shall in no way impair Employer's right to assign work, direct its work force through equipment transfers or eliminate equipment. 
	C. Upon assignment of equipment, a review and inspection shall be conducted by the employee with the supervisor and an Equipment Assignment Acceptance Sheet completed and signed. 
	D. The large tractors with side and rear flail mower attachments will be considered to be within the B Operator classification status for pay purposes. They shall not be bid or considered as assigned equipment. 
	E. An Equipment Assignment Acceptance Sheet (next page) must be completed and is available from the immediate supervisor. 
	ARTICLE 48 

	HEIGHT PAY 
	HEIGHT PAY 
	Electricians who perform work at a height over 60 feet for a minimum of four (4) consecutive hours and who provide proof that the crane and/or bucket company provided services for a minimum of four (4) hours, will receive 15% of their normal hourly rate as hourly Height pay. Height compensation shall be added to regular payroll, when due, for eligible employees. It will be considered a part of regular compensation and subject to all normal taxes and deductions. 
	ARTICLE 49 

	CLOTHING ALLOWANCE 
	CLOTHING ALLOWANCE 
	A. Employees will be provided a credited amount of $400.00 on even numbered years towards work-related clothing with a vendor as determined by the Employer. 
	B. Any purchase in excess of the $400.00 will be the paid by the employee. 
	C. Eligible employees who qualify for clothing allowance must have past their probationary period. 
	ARTICLE 50 SAFETY COMMITTEE 
	A. Safety Committee Guidelines are as follows: 
	B. Purpose: Employer shall establish a Safety Committee. It shall be the function of the Safety Committee to review matters pertaining to the safety of the Employees and make recommendations to the Employer concerning such matters. When agreement is reached by the Safety Committee on a matter of safety, recommendations shall be put in writing and directed to the appropriate supervisor and/or department head. This individual will notify the Safety Committee upon completion of their recommendations. 
	C. Participants: The Assistant Superintendent or his designee shall be the Chairperson of the Safety Committee. Union has the right to appoint two (2) persons to the Safety Committee as well as an alternative for each of those persons if the case they cannot attend a meeting. Employer shall have the right to appoint the persons it feels necessary to serve on the Safety Committee. 
	D. Meetings: The Safety Committee shall meet during regular daytime working hours at the request of the Union or Employer, not to exceed one (1) meeting per month unless mutually agreed upon. 
	ARTICLE 51 
	VEHICLE OPERATOR STANDARDS 
	The following does not limit the Employer's ability to discipline an employee per the Discipline Article. 
	A. The vehicle operator standards as presently determined by the Employer are as follows: 
	B. Two (2) at-fault accidents within a twelve (12) month period result in a six (6) month suspension of driving privileges and the Employee must attend a defensive driving class. At-fault is determined by a review of the Law Enforcement Accident Report. 
	C. Court conviction of three (3) moving violations within a three (3) year period results in the employee being placed "out of fleet". Out of fleet means suspension of driving privileges until one of the violations within the three (3) year period is removed from the driving record by the Secretary of State. 
	D. CDL guidelines may impose further restrictions on driving privileges. 
	ARTICLE 52 
	RATES FOR NEW JOBS 
	A. When a new job is created and cannot be properly placed in an existing classification, the Employer will establish a classification and rate structure to apply. Upon the establishment of any such classification and rate structure, the Employer shall notify the Union and shall grant a Special Conference, if requested. In the event the Union does not agree that the description and rate is proper, the Union shall then have the right to submit the matter into the Grievance Procedure at Step II. 
	ARTICLE 53 
	SUCCESSOR CLAUSE 
	A. This Agreement shall be binding upon the Employer's successor, assignees or transferees, whether the succession, assignment or transfer be effected voluntarily or by the operation of law; and in the event of the Employer's merger or consolidation with another employer, this Agreement shall be binding upon the merged or consolidated employer. 
	ARTICLE 54 
	EFFECTIVE DATE 
	A. This Agreement shall become effective as of January 1, 2026. 
	ARTICLE 55 
	CHANGE OF NAME/ADDRESS 
	It is the Employee's responsibility to notify the County of any change of name/address. 
	Upon request, the County will furnish the Names and Addresses of all Employees covered by this Agreement to the local Union. The Local Union shall appoint one Local Officer authorized to make the request. Requests are limited to one request per calendar quarter. 
	ARTICLE 56 
	OUTSIDE EMPLOYMENT 
	A. EMPLOYER, will permit employees to engage in outside employment provided, however, that said outside work will not create a conflict of interest, which is defined as: 
	A conflict of interest is created by employees who engage in activities on EMPLOYER time or use 
	or allow the use of EMPLOYER facilities, materials, vehicles, supplies, information or equipment 
	for their personal business, benefit or profit. In addition, a conflict of interest is created by 
	employees who use EMPLOYER funds to any extent for personal business, benefit or profit. An 
	employee may not divulge, or release information obtained as a result of their employment with 
	the EMPLOYER for the purpose of fostering personal financial gain or financial gain for another 
	employee or a member of the employee's family. An employee may not engage in any business 
	transaction or private arrangement for personal financial gain or financial gain for a member of 
	the employee's family or for other EMPLOYER employees which accrues from or is based on the 
	employee's position or on information gained by reason of the employee's position. 
	Employees of the EMPLOYER are provided pay and benefits in exchange for their dedicated service. As such, the County expects its employees to treat their positions with the EMPLOYER as their primary job and give it exclusive focus while on EMPLOYER work time. 
	ARTICLE 57 
	TERMINATION AND MODIFICATION 
	TERMINATION AND MODIFICATION 
	A. This Agreement shall continue in full force and effect until 11:59 p.m., December 31, 2028. 
	B. If either party desires to terminate this Agreement, it shall give written notice to the other party no later than one hundred twenty (120) days prior to the expiration date. If neither party gives notice of termination of this Agreement, as provided, or if each party giving notice of termination withdraws the notice prior to the expiration date, this Agreement shall continue in effect from year­to-year thereafter, subject to written notice of termination by either party prior to the current year 
	expiration date. 
	C. Ifeither party desires to modify or change this Agreement, it shall give written notice of amendment to the other party no later than one hundred twenty (120) days prior to the expiration date or any subsequent expiration date. Such notice of amendment shall set forth the nature of the amendment or amendments desired. If notice of amendment of this Agreement has been given in accordance with this paragraph, this Agreement may be terminated by either party upon ten (10) days written notice of termination.
	D. Negotiations shall commence within one hundred twenty (120) days prior to the expiration of this contract. 
	E. Notice of termination or modification shall be in writing and shall be sufficient if sent by certified mail, addressed to the Union at: 
	10 South Main Street, Suite 405 Mount Clemens, MI 48043 
	And the Employer at: 
	Human Resources and Labor Relations 1 S. Main Street, 6Floor Mt. Clemens, MI 4804 3 
	th 

	Or to any such address the Union and the Employer may make available to each other. 
	IN WITNESS WHEREOF, the County of Macomb and its Office of the County Executive, by its Director, Human Resources and Labor Relations, and representatives of the Road Technicians Association, on behalf of its represented employees, hereby cause this Agreement to be executed. 
	FOR THE EMPLOYER:
	FOR THE UNION: 
	Figure
	Ronald Kurkowski, President 
	Figure
	Human Resources and Labor Relations 
	I") ,_
	-·~ .p__ 

	<..... • 2 --'-" • :::--,.
	-
	James R. Anda nsel for Roaitfech 
	Figure
	MicHael Schade, Treasurer 


	~4:;dp
	~4:;dp
	Darren Hill, Steward 
	s'='.-...!:21o::::,,,C___ 
	Dated: __4..J..----1-CI

	TABLE OF PSEUDO-RANDOM NUMBERS 
	TABLE OF PSEUDO-RANDOM NUMBERS 
	In the event that two (2) or more people begin employment in a bargaining unit on the same day, the following method shall be used to determine their respective placement on the seniority list. 
	Using the last two (2) digits of the employee's social security number, the Employer shall, beginning at the top of the (far) left hand column in the random number table, proceed down the first column to locate the respective employee's last two (2) digits of their social security number. The order in which they appear in the table shall determine the order of their seniority. If more than one column is required the search shall proceed at the top of the next column immediately to the right and continue in 
	In the event the last two (2) numbers of the social security number of the Employees involved in this process are the same, the first two (2) numbers of the last four ( 4) shall be used to determine the respective placement for those employees only. 
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	APPENDIX A PAY GRADES AND ASSIGNED CLASSIFICATIONS 
	ROADTECH 
	ROADTECH 
	ROADTECH 
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	Classification 
	Classification 
	PTA Grade 

	Mechanic Leader 
	Mechanic Leader 
	H 

	Master Welder 
	Master Welder 
	H 

	Master Mechanic 
	Master Mechanic 
	H 

	Electrician A 
	Electrician A 
	H 

	Project Leader 
	Project Leader 
	G 

	Semi Truck Driver 
	Semi Truck Driver 
	F 

	Master Sign Artisan 
	Master Sign Artisan 
	F 

	Heavy Truck Driver 
	Heavy Truck Driver 
	F 

	Equipment Operator A 
	Equipment Operator A 
	F 

	Electrician B 
	Electrician B 
	F 

	Traffic Sign Artisan 
	Traffic Sign Artisan 
	E 

	Mechanic Helper 
	Mechanic Helper 
	E 

	Equipment Operator B 
	Equipment Operator B 
	E 

	Electrical Aide 
	Electrical Aide 
	E 

	Highway Maintenance Person 
	Highway Maintenance Person 
	D 

	Custodian 
	Custodian 
	A 


	2026 PAY GRADES (4% increase from 2025) . Stepl Step 2 Step3 Step4 Steps Step6 Step7 Steps Step 9 Stepl0 A $34,155.52 $35,146.03 $36,165.26 $37,214.07 $38,293.26 $39,403.77 $40,546.48 $41,722.32 $42,932.27 $44,177.31 $16.421 $16.897 $17.387 $17.891 $18.410 $18.944 $19.494 $20.059 $20.641 $21.239 B $37,571.07 $38,660.63 $39,781.80 $40,935.46 $42,122.59 $43,344.15 $44,601.13 $45,894.57 $47,225.51 $48,595.04 $18.063 $18.587 $19.126 $19.681 $20.251 $20.839 $21.443 $22.065 $22.705 $23.363 C $41,328.19 $42,526.69
	2027 PAY GRADES (3% increase from 2026) Step 1 Step 2 Step3 Step4 Step 5 Step6 Step7 Step 8 Step9 Step 10 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 $16.914 $17.404 $17.909 $18.428 $18.963 $19.512 $20.078 $20.661 $21.260 $21.876 B $38,698.20 $39,820.45 $40,975.25 $42,163.52 $43,386.27 $44,644.47 $45,939.16 $47,271.41 $48,642.28 $50,052.89 $18.605 $19.144 $19.700 $20.271 $20.859 $21.464 $22.086 $22.727 $23.386 $24.064 C $42,568.04 $43,802.4
	I 2028 PAY GRADES (3% increase from 2027) r Step 1 Step2 Step3 Step4 Step 5 Step6 Step 7 Steps Step9 Step 10 A $36,235.60 $37,286.42 $38,367.73 $39,480.40 $40,625.32 $41,803.46 $43,015.76 $44,263.21 $45,546.85 $46,867.71 $17.421 $17.926 $18.446 $18.981 $19.531 $20.098 $20.681 $21.280 $21.898 $22.533 ts $39,859.15 $41,015.06 $42,204.51 $43,428.43 $44,687.86 $45,983.80 $47,317.33 $48,689.55 $50,101.55 $51,554.48 $19.163 $19.719 $20.291 $20.879 $21.485 $22.108 $22.749 $23.408 $24.087 $24.786 le $43,845.08 $45,


	Appendix B Active Employee Benefits 
	Appendix B Active Employee Benefits 
	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 
	CLSSLG 
	Macomb Co Employees -Hard Cap-Active/COBRA 
	Coverage for: All Plan Types Plan Type: TPA
	Summary of Benefits and Coverage: What this Plan Covers &What it Costs 
	80: HMO Activ~ Emplnyee, 
	The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share 
	the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.This is only a summary. For more information about your coverage, or to get acopy of the complete terms of coverage, visit 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 ary or -662-66
	Figure
	l 
	www.bcbsm.com 
	j Glossary. You can view the Glossary at 
	https://www.healthcare.gov/sbc-gloss

	call 800
	67 to request acopyc_.________________J 

	-
	llmportant Questions j~n~w~rs: Member/ Family (wh~ T~is Matte;s: 
	Figure
	-
	-


	-' -
	-

	-
	-
	See the Common Medical Events chart below for your costs for services this plan covers.$0
	What is the overall deductible? 
	Are there services covered 
	You will have to meet the deductible before the plan pays for any services.
	No
	before you meet y_our deductible? 
	No
	Are there other deductibles for 
	You don't have to meet deductibles for specific services. 
	specific services? 
	specific services? 
	The out-of-pocket limit is the most you could pay in a·year for covered services. If you have 

	What is the out-of-pocket limit 
	What is the out-of-pocket limit 
	other family members in this plan, they have to meettheir own out-of-pocket limits until the
	other family members in this plan, they have to meettheir own out-of-pocket limits until the
	$6,350/$12,700

	for this plan? 
	overall family out-of-pocket limit has been met. The out-of-pocket limit is the most you could pay in a year for covered services. If you have 
	Premiums, balance billed charges and
	What is not included in the out-
	other family members in this plan, they have to meet their own out-of-pocket limits until the 
	health care this plan does not cover

	of-pocket limit? 
	of-pocket limit? 
	overall family out-of-pocket limit has been met. Yes. See or call the 
	www,bcbsm.com 

	This 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
	network. You will pay the most if you use an out-of-network provider, and you might receive a
	phone number on the back of your ID 

	Will you pay less if you use a 
	bill from aprovider for the difference between the provider's charge and what your plan pays
	bill from aprovider for the difference between the provider's charge and what your plan pays
	card for alist of network providers.


	network provider? 
	network provider? 
	(balance billing). Be aware, your network provider might use an out-of-network provider for
	(balance billing). Be aware, your network provider might use an out-of-network provider for
	800-662-6667 for alist of network 
	some services (such as lab work). Check with your provider before you get services.

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


	specialist? 
	specialist? 
	BCN HMO Active Employees 
	----------------1 
	r I:'• 
	i ,ft All copa:~~nt a~d c~!':5~r~n-ce_c_osts__shown~~ l~i~__ch:rt are after your deductible has been ~~t!:-~~d~t~le appli~s.__ : ___ _ ! 
	--_J 
	·Common 
	·Common 
	Services You May Need

	;Medical Event. Primary care visit to treat an injury or illness Specialist visit 
	If you visit a health care provider's office or clinic: 
	What You Will Pay 
	Network Provider (You will pay the least) 
	Network Provider (You will pay the least) 
	Network Provider (You will pay the least) 
	Out-of-Network Provider (You will pay th\l most) 
	Limitations, Exceptions, & Other lmportanf Information 

	$20 copay/visit 
	$20 copay/visit 
	Not covered 
	$20 copay for online visits. 

	$30 copay/visit 
	$30 copay/visit 
	Not covered 
	Requires referral. No charge for allergy injections, allergy office visit and testing /30 combined visits for spinal manipulations performed by achiropractor or osteopathic physician


	f----------------f-----------+---------1~--------------j
	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

	Ifyou have atest 
	Imaging (CT/PET scans, MRls) No charge Not covered Requires preauthorization 
	$10 copay/30 days Not covered
	·i.:T.::ie::_r_:_1_-:::M::.os::1:clY__:G:..:e::n::er::ic::s______...j.:.:.:_==::.:....::::!~--.i:..::_:_:::.:..:.:..:..:______tP;:::'.re~a:':"ut~ho=r=iz=at=io=n & step-therapy apply to select 
	If you need drugs to treat Tier 2-Preferred Brand your illness or condition 
	If you need drugs to treat Tier 2-Preferred Brand your illness or condition 
	If you need drugs to treat Tier 2-Preferred Brand your illness or condition 
	$25 copay/30 days 
	Not covered 
	drugs.50% coinsurance for sexual dysfunction drugs. 

	More information about 
	More information about 
	Effective 1/1/2013 Tier 1 contraceptives are 

	prescription drug coverage is available at 
	prescription drug coverage is available at 
	•Tier 3_Non-Preferred Brand 
	$50 copay/30 days 
	Not covered 
	covered in full 90 day mail order and retail copays are 2x the 

	www,bcbsm,com/customdr 
	www,bcbsm,com/customdr 
	standard retail copays. 


	uglis! 
	uglis! 
	uglis! 
	Specialty drugs 
	Tiered copays listed above N t d o covereIappy 
	Limited to a30 day supply 

	TR
	May require preauthorization/50% coinsurance 

	If you have outpatient 
	If you have outpatient 
	.Facility fee (e.g., ambulatory surgery center) No charge 
	Not covered 
	for TMJ, orthognathic surgery, reduction 

	·surgery 
	·surgery 
	mammoplasty, male mastectomy 


	Physician/surgeon fees No charge Not covered See 'Outpatient surgery facility fee' 
	BCN HMO Active Employees 
	BCN HMO Active Employees 
	BCN HMO Active Employees 

	What You Will Pay 
	What You Will Pay 

	Common Medical Event 
	Common Medical Event 
	Services You May Need 
	Network Provider (You will pay the least) 
	Out-of-Network Provider ('fou will pay the most) 
	Limitations, Exceptions, & Other Important· Information 


	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	QQpgy waived if admitted
	QQpgy waived if admitted
	Emergency room care $1 DO copay/visit 
	Non-emergent transport is covered when

	If you need immediate 
	Emergency medical transportation No charge No charge 
	Emergency medical transportation No charge No charge 
	preauthorized

	medical attention 
	Urgent care $30 copay/visit $30 copay/visit 
	None 
	Preauthorization is required. 50% coinsurance Facility fee (e.g., hospital room) No charge Not covered 
	for TMJ, orthognathic surgery, reduction
	lf you have ·a hospital,
	I 
	mammoplasty, male mastectomy
	stay 
	See "Hospital Stay surgery facility fee"
	See "Hospital Stay surgery facility fee"
	Physician/surgeon fee No charge Not covered 

	If you need mental 
	Outpatient services No Charge Not covered 
	Outpatient services No Charge Not covered 
	Preauthorization is required 

	health, ,behavioral health, or substance use 
	. Inpatient services No Charge Not covered 
	. Inpatient services No Charge Not covered 
	Preauthorization is required

	disorder.services 
	-
	Postnatal and non-routine prenatal office
	Postnatal and non-routine prenatal office
	Office visits No charge Not covered 
	visits-$20 copay • 

	If you are pregnant 
	None
	Childbirth/delivery professional services No charge Not covered 
	Childbirth/delivery professional services No charge Not covered 
	None
	Childbirth/delivery facility services No charge Not covered 

	Requires preauthorization. Custodial care not
	Home health care $30 copay/visit Not covered 
	covered. Requires preauthorization/ One period of treatment for any combination of therapies Rehabilitation services $30 copay/visit Not covered 
	within 60 consecutive days per medical episode. Subject to meaningful improvement within 60 days.
	If you need help recovering or have other· 
	ABA -$20 copay per visit. 
	PT/OT/ST for autism spectrum disorder has
	Habilitalion services $30 copay per visit for Not covered
	special ·health needs 
	unlimited visits. Requires preauthorizalion.
	PT/OT/ST 
	Skilled nursing care No charge Not covered 
	Skilled nursing care No charge Not covered 
	Requires preauthorization/Limited to 730 days 

	Requires preauthorization and must be obtained from a BCN supplier. Convenience
	Requires preauthorization and must be obtained from a BCN supplier. Convenience
	Durable medical equipment No charge Nol covered 
	and comfort items not covered. Diabetic supplies covered in full 

	BCN HMO Active Employees 
	What You Will Pay 
	Limitations, Exceptions, & Other Important
	Common 
	Out-of-Network
	Out-of-Network
	Services You May Need 

	Network Provider 
	Information
	Medical Event 
	Provider
	(You will pay the least) 
	(You will pay the most) Inpatient care requires preauthorizalion.
	Not covered
	Not covered
	No charge
	Hospice services 

	Housekeeping and custodial care not covered. Contact benefit administrator for coverage.
	Not covered
	Not covered
	Not covered
	Children's eye exam 

	If your child needs 
	Contact benefit administrator for coverage.
	Not covered
	Not covered
	Not covered
	Children's glasses

	dental or-eye care 
	Contact benefit administrator for coverage.
	Not covered
	Not covered
	Not covered
	,Children's dental check-up 

	BCN HMO Active Employees Excluded Services & other Covered Services: 
	Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and alist of any other excluded services.) 
	• Acupuncture (if prescribed for rehabilitation • Long-term care • purposes) 
	Routine eye care (Adult) 

	Non-emergency care when traveling outside the • Routine foot care
	• 
	• 
	• 
	• 
	Cosmetic surgery Weight loss programs 
	U.S. 
	• 


	• 
	• 
	Dental Care (Adult) Private-duty nursing 
	• 


	• 
	• 
	Elective Abortion 


	Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.) 
	• 
	• 
	• 
	Bariatric surg~ry ~ 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 li
	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 a complaint 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 afso 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 
	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 amonth, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the requirement that you have health coverage for that month. 
	Does this Plan Meet the Minimum Value Standard? Yes 
	If your plan doesn't meet the Minimum Value Standards, you may be eligible for apremium tax credit to help you pay for aplan 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, fo
	Translation available 
	To get help reading in your language call the customer service number on the back of your ID card 
	---------Tosee examples ofhow thisplan might cover costsfar a sample medical situation, see the nextpage..--------
	-

	About these Coverage Examples:This is not acost estimator. Treatments shown are just examples of how this plan might cover medical c~re. Your actual costs will be different depending on the actual care you receive, the prices your providers charge, and many other factors. Fo.cus on the cost sharing a.moun.ts (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
	A 

	Figure
	Figure
	Peg is Having a Baby 
	(9 months oi in-network pre-natal care and a hospital delivery) 
	■ The plan's overall deductible 
	■ The plan's overall deductible 
	■ The plan's overall deductible 
	$0 

	Iii Specialist copayment 
	Iii Specialist copayment 
	$30 

	■ Hospital (facility) coinsurance 
	■ Hospital (facility) coinsurance 
	0% 

	■ Other coinsurance 
	■ 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) 
	. . I
	I
	I
	Total Exampfe,cost $. j2,700, 

	In this example, Peg would pay: 
	Cost Sharing 
	Deductibles 
	Deductibles 
	Deductibles 
	$0 

	Copayments 
	Copayments 
	$70 

	Coinsurance 
	Coinsurance 
	$0 


	What isn't covered 
	$60
	Limits or exclusions 
	$1301
	$1301

	IThe total Peg:wouldpay is. 
	IThe total Peg:wouldpay is. 

	Managing Joe's Type 2 Diabetes 
	(a year of routine in-network care of a well-controlled condition) 
	■ 
	■ 
	■ 
	The plan's overall deductible $0 

	■ 
	■ 
	Specialist copayment $30 

	■ 
	■ 
	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 $7,400 I 
	In this example, Joe would pay: 
	Cost Sharing 
	Deductibles 
	Deductibles 
	Deductibles 
	$0 

	Copayments 
	Copayments 
	$800 

	Coinsurance 
	Coinsurance 
	$0 


	Whatisn't covered 
	Limits or exclusions $60 l 
	IT~etotal .Joe would pay is seso 

	·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% Ii 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) 
	In this example, Mia would pay: 
	ITotal Example Cost :1 $1,900: 

	Cost Sharing 
	Deductibles $0 Copayments $200 Coinsurance $0 
	What isn't covered 
	$0
	Limits or exclusions 
	I
	$200 

	IThejotal Mia woµld.payJs. 
	IThejotal Mia woµld.payJs. 
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	ADDENDUM -LANGUAGE ACCESS 
	SERVICES and NON-DISCRIMINATION 
	SERVICES and NON-DISCRIMINATION 
	We speak your language Ifyou, or SOfneone 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 877-469-25$3, TTY: 711 If you Brei not already a-m~mber. 
	SI usted, o alguien a qulen usted esta.ayudando, neCeslta 
	aslstencia, tiene derecho a-o(?tener·ayuda.e informaciOn en su fdioma sin-costo· a!guno.,Para habfar con un int€:rprete, llame·al·nUmero telef6nico de·serviclo al 
	diente, que·aparece en la parte trasera de sutarjeta,-o 
	Bn-469-2583, TTY: 711 si usted todavia no· es un 
	mrembro. 
	~ L.P,11 ~."&=W 46..i ~.!£.t....l__p.j ~_,I L.!ll ~ ll} 
	,:t&K'.i:J..ii.:,,3~:t,i..,,r=,J1 LJL.,l-.Jl-,·ii.:d •.,...11 _)r. J~\ 
	} ,.tii'J....! ~~ .1»-.,.Jl ~l-:l....!.i.~~ J.,....J1 e,,:fa (._)_\ ~ 
	.J.-14K_,;.:... (fi.1,J Is/ ,877-469-2583 TTY,711 r"J! 
	~,!!!!~. ;;Jtli!,j~iE'!Effill/Jil'JltJt.. 1/iiJ!jgll/J, j~lfifl:f!J $1! ft J;1.W!il'Jill-!lH1tiJJ'l:l'l!IJ:IOK11!l. ~;f;Efil-iftllllRI ft. ffl!lll':Efl!lil'J-r-~i!iiil'Jl§'.I" Jill~ '!It~! : W¥/l!lii."F.ll!:~ft . 1ill!affl.l! 877-469-2583, TIY: 711, 
	•re2it~!!,1-!'~ ~-· ~~"',.,....q,!li .&.:a...!>'~~ ,t •~lw~ -.!! r<"i.~.tj;o ~~\,i!C!' -!'~-~ .-c.'~....-i> -~~ -.~r:t" 
	~ --~"' ·~~~ w,=,+. ~:fu...i~ -~..& -."'-'l:~ 
	y. ~,=,C\11~~ r<'__?i .L;.. '"4.r<"" ~-~~ -~~cf> ~~ .6'm ~-877-469-2583Tn':711 
	Ne'u ·quYVi, hay ngt10'i mB.quYvl dang_gillp dO,·CSn trct, gillp, quy·v1se c6 quyen ctlf'q-cgillpv~ cO·them thOng tin b~ng·ngOn ngU' clla minh mien phi. £>e'·n01 ch1:1y~·n vO'i mfjt thong.d[ch vlen,.xln gQI so D{ch vy Khach hang am~tsau the cUa•quy v~ ho~c 877-469-2583, TTY: 711 ne'u-quy vj 
	chlla phi3i la mQt thfinh vren, 
	Neseju, ose-dikush qel po ndihmoni., ka nevoje per asistence, keni te ridI11me dhe Informacio!l fafas ne·gjuhen tuaj. Perte folur me nje perkthyes, telefononl numrln e Sherbfmit tel Klientlt ne anen e pasme te kartes·tuaj, ose·877-469-2583, TTY: 711 nese nukjenl ende nJe anetar. 
	dr~Jte.te ·mermi 

	e!"i 'i'lof !Ee 'i'lofJf @2·£1= AfgOJ :i:I-!!!01 l!!fl.ofCl-1!!. 'i'lofe 5:§:ill ~~~ ~01£ ~1g !¥-@·~01 ~~ =?:~::: ~E'.IJ~ 21.§'LIO. f§·~N~I­CH.lilofi,I I!! 'i'I of.91 31!= :ll! l!!OII £l ~ 22!l Ml:ll ~ ~2£ li!.~fofJJ U, 01 DI gj ~ OI Oflcl ?a¥ 877-469-2583, TIY: 711£ ;;;J £1of l>l Al2. 
	'i'lol.91 

	;;wr-mr, 'TT~~'m'i'!.:!Wf WIBIT, WPll' ~-.or.~~ermr~~-:l \O"ll 'IJ-:l,ffil ~~llE'R'o.'I C'l'1t'1T .:!-~'11N 
	m

	s"'IT~.~~~('[(l~~~-r:mr 
	'l"l'l'l!"f'l!877-469-2583, TTY: 711 >Jfi'i~'lf~ 
	'l'i'l\""l'T"!'<"lll'l"fl 
	JeSli Ty lub osoba, kt6'iej pomag~sz, potrzebujecie pomocy, masz·prawo do uzyskanla-bezptatnej lnformacjl 1 pomocy we j~zy_ku. Aby porozmawlaC z tttJmaCzem, zadzwoll pOd numer dziatu ob~tugl klienta, wsl<azanym na odwroc!e TwoJeJ karty lub pod numer.877-469-2583, TTY: 711, jei:eli jeszcze· nie.masz·crlonkostwa. 
	wtasn.ym 

	Falls Sie oder jemand, dem Sie-helfe11, Unterst□tzung benOtigt, haben Sle das Recht,.kostenlose Hilfe und lnformationen in lhrer Sprache zu erhalten. Um !"nit einem· Dolmetscher zu sprechen, rufen Sle bltte die Nummer des Kundendlenstes auf der ROcksefte lhrer Karte an oder 877-469:..2583, TTY: 7~1, wenn Sle noch keln Mltglied. slnd. 
	Se tu o qualcuno che stal afutando avete blsogno 'di 
	asslstenza, hal rl ottenere aluto e Jnformazlonl 
	dlrltto.dl 

	nella tua Jingua gratuitamente. Per parlare con un 
	interprete, rivolgiti al Servizio Assistenza al numero 
	Indicate sul retro della tua scheda o·chiarna ii' 
	ancora membro. 
	877-469-2583~ TTY:711.se non-sei 

	;:'.;j;;,A.l,11, il<t:: l;t ;t;;'.;§'.ti,(I) ,l!-(1) @l •J (l)Jj..{!;ltjj! ~ ,,:,~ .!:: E;;h.-i,1;-:;:'.itroit.it;:'.~t,;l[ l..t::I:,. ;:'.$':fl(l)i.Jli -:if;f--I-~:'11,ltt:: '). fflffill?J..'f Lt:: \JT-i>;:: .!::t.i't! ~ 11<1". ~l:iil;tt.,,t.,, ') il<itA,, jffi,IR .!:: .t,Jl;E; ;h.-i,i!¼ 
	1 

	'8-1;1:;t;;j\\a~(I) :/:J -t'(7)Jiii!il=!cliltE; ;h.t:::/:J 7-? 'l'-i.t -l::7-(7)'ittl;ffi'~ (jl :,.,{-'t'fJ:t,1;1;1: 877-469-2583. TIY: 711) ;l<-:;t;;ili:!!< t::E; t '• 
	Ec.'IH BaM WIH mm;y. xoropoM_Y m.i nm.1oraCTe, sy-.ama noMom;i., TO BJ.I .Hl\leere npaim Bil 6ecmiamoe IIOJI}"leHHe noMom:n: H DBIPOpMaD;IIH Ra B311IeM SI3~e. ,U:Jm p33rol3opa c nepeBo,JJ;'DIJCOM no:1Bomrre no BOMepy Te.rrecJ.>~Ha o~a o6Cltj'"AIBB:mml KJIHCHTOB. yxa3aHHOM)''Ha o6p:iraoii 
	cropoRe uameii: KapILI, n."IH no HOMepy 
	877-469-2583, TIY: 711, ec,m y Bae Her•"llieBCTBa. 
	Ukoliko Varna iii nekome kome VI pomaiete treba pomoC, imate pravo da besplatno doblJ~te pomoC i lnformaclje na svom Jeziku, Da biste razgovarcili sa prevo~locem, pozovite broJ koriSnfCke sluib~ sa zadnJe strane kartrce Ill 877--469-2583, TTY: 711 ako vet. niste clan. 
	Kung ikaw, o.ang iyong tinutulungan, ay nangangailangan ng tutong, may karapatan ka na makakuha ng.tulong at 1mpormasyon sa ~yong wika ng walahg gastos. Upang makausap ang lsang tagasalln, tumawag sa numero ng Customer Service sa likod ng-lyong tarheta, 
	o 877-469-2583, TTY: 711 kung ikaw ayhindi pa Jsang miyembro. 
	Important disclosure 
	Blue cross BlueShfetd·of MiChigan and Blu_e care Network comply with Federal ciVII rights Jaws and do not discriminate on the basis of-race, color, natfonal orrgin, age, di5:ablllty,·or sex. Blue Cross Blue Shield of Michigan and Blue Care Network p_rov[de free auxiliary alds-and services to people with disabilltres to communicate effectiv~ly with us, such as qualified sign language 
	interpreters and Information in otherfomiats, If you need these servfces, call the Customer Seniice number on the back of your card, or-877-469;.2583, TTY: 711 If you are not· already a member. If you belfeve that Blue Cross .Slue Shield of Michigan or Blue care Network has falled to provide servfces or dlscrlmlnated in another way on the basis of race, col~r, national origin, age, disabilfty, or sex, you can file a_grievance rn person, by mail, fax, or email 600 E. Lafayette Blvd., MC 1302,Detroit, Ml 4822
	with: Office.of Ovil Rights Coordinator, 
	emafl:·avilRlghts@bcbsm.com

	You can-als~ file a clvil rrghts complarntwlth the U.S. 
	Dep8rtIT\ent of Health $t Human Services OffiCe for Civil 
	Rights.electronically through the Office.for Civfl Rights 
	Complaint Portal avail~ble·at 
	by mail, 
	https·/locrpo,tal:hhs.cjov/ocrlpa;tal/lobby.jst.or 

	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: aoo;.537-76~7, emafl: 
	at 
	OCRC0mpla1nt@hhs.gov. Complaint forms,are available 

	. 
	http://www.hhs.gov/ocdoffice/filg/(ndex,html
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	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

	The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share 
	the cost for covered health care services. NOTE: Information about the cost ofthis 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 Gloy. You can view the Glossary at
	www,bcbsm.com 
	ssar
	https://www.healthcare.gov/sbc-glossarvgr 

	Figure
	. 
	. . 
	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 
	Generally, you must pay all of the costs from providers up to the deductible amount before this 

	What is the overall deductible? 
	What is the overall deductible? 
	$1,500 Individual/ $3,000 Family 
	$3,000 Individual/ $6,000 Family 
	plan begins to pay. If you have other family members on the plan, each family member must meet their own individual deductible until the total amount of deductible expenses paid by all 

	TR
	family members meets the overall family deductible. 


	Are there services covered before Yes. Preventive care services are covered you meet your deductible? 
	before you meet your deductible. 
	Are there other deductibles for 
	No. 
	specific services? 
	What is the for this·plan? 
	out-of-pocket limit 

	$12,700 Individual/ (May include acoinsurance 
	$12,700 Individual/ (May include acoinsurance 
	$6,350 Individual/ 

	$25,400 Family maximum) Premiums balance-billing charges, any 
	$12,700 Family 
	What is not included in the out-of
	-

	pharmacy penalty and health care this
	pocket limit? 
	plan doesn't cover. Yes. See or call the
	www.bcbsm.com 

	Will you pay less if you use a 
	number on the back of your BCBSM ID
	network provider? 
	card for alist of network providers. 
	Do you need areferral to see a 
	No.
	specialist? 
	This plan covers some items and services even if you haven't yet met the deductible amount. But acopayment or coinsurance may apply. For example, this plan. covers certain preventive services without cost-sharing and before you meet your deductible. See alist of covered preventive services at 
	hitps:1/www.healthcare.gov/coverage/preventive-care-benefits/. 

	You don't have to meet deductibles for specific services. 
	The out-of-pocket limit is the most you could pay in a year for covered services. If you have other family members in this plan, they have to meet their own outcof-pocket limits until the overall family out-of-pocket limit has been met. 
	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 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 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. 
	You can see the specialist you choose without areferral. 
	Group Number 007000448-0033 SBC000022122968 2 of9 
	Figure
	All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 
	Common Medical Event jse;ic~s You Ma~ Need . Limitations, Exceptions, & Other'lmportant Information ' Primary care visit to treat $40 copay/office visit; an injury or illness deductible does not apply 40% coinsurance None 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/ screenin □/ No Charge; deductible does Not covered preventive. Ask your provider if the servic
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	,, ·Common Medical Event Jservices You May Need -
	,, ·Common Medical Event Jservices You May Need -
	,, ·Common Medical Event Jservices You May Need -
	-

	What You Will Pay Limitations, Exceptions, & Other ImportantIn-Network Provider Out-of-Network Provider Information(You-will pay the least) (You will pay the most) ---

	TR
	.Physician/surgeon fees 
	20% coinsurance 
	40% coinsurance 
	None 

	If you need immediate medical attention ' 
	If you need immediate medical attention ' 
	Emergency room care 
	$250 copay/visit; deductible does not apply 
	$250 copay/visit; deductible does not apply 
	Copay waived if admitted or for an accidental injury. 

	Emergency medical ,transportation 
	Emergency medical ,transportation 
	20% coinsurance 
	20% coinsurance 
	Mileage limits apply 

	Urgent care 
	Urgent care 
	$40 copay/visit; deductible does not apply 
	40% coinsurance 
	None 

	If you have ahospital stay i 
	If you have ahospital stay i 
	'Facility fee (e.g., hospital room) 
	20% coinsurance 
	40% coinsurance 
	Prior authorization is required 

	Physician/surgeon .fee 
	Physician/surgeon .fee 
	20% coinsurance 
	40% coinsurance 
	None 

	.If you need behavioral health services .(mental health and substance use disorder) 
	.If you need behavioral health services .(mental health and substance use disorder) 
	•Outpatient services 
	20% coinsurance 
	20% coinsurance for mental health; 40% coinsurance for substance use disorder 40% coinsurance 
	Your cost share may be different for services performed in an office setting 

	Inpatient services 
	Inpatient services 
	20% coinsurance 

	Prior authorization is required. 
	Prior authorization is required. 

	If you are pregnant 
	If you are pregnant 
	Office visits 
	Prenatal: No Charge; deductible does not apply Postnatal: No Charge; deductible does not apply 
	Prenatal: 40% coinsurance Postnatal: 40% coinsurance 
	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 for preventive services. 

	Childbirth/delivery professional services 
	Childbirth/delivery professional services 
	20% coinsurance 
	40% coinsurance 
	None 

	Childbirth/delivery facility services 
	Childbirth/delivery facility services 
	20% coinsurance 
	40% coinsurance 
	None 

	If you need. help recovering .or have other special health 'needs 
	If you need. help recovering .or have other special health 'needs 
	Home health care Rehabilitation services 
	20% coinsurance 
	20% coinsurance 
	Physician certification required, 

	20% coinsurance 
	20% coinsurance 
	40% coinsurance 
	Physical, Speech and Occupational Therapy is limited to acombined maximum of 60 visits per member, per calendar year. 
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	Common Medical Event Jservices You Ma; Need What You Will Pay Limitations, Exceptions, & Other ImportantIn-Network Provider Out-of-Network Provider Information(You will pay the least) (You will pay the most) $40 copay/office visit; deductible does notapply for 40% coinsurance for Applied •Prior authorization is required for applied behavior Habilitation services Applied Behavior Analysis; Behavior Analysis; 40% analysis (ABA). Services rendered by an approved 20% coinsurance for Physical, coinsurance for Ph
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	Excluded Services & Other Covered Services: 
	Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) • Acupuncture treatment • Infertility treatment • Routine foot care • 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 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) 
	Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) • Acupuncture treatment • Infertility treatment • Routine foot care • 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 a complete list. Please see your plan document.) 
	Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.) 
	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 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.gov/ebsa/healthreform, 

	Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or or by 
	www.cciio.cms.gov 

	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 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 Q@!). 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® an
	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 apremium 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 Rrovides coverage of specific EHB categories, for example prescription drugs, through another carrier.) • 
	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 not acost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health lans. Please note these covera e exam les are based on self-onl c
	. .
	-
	Peg is Having a Baby Managing Joe's Type 2 Diabetes Mia's Simple Fractu"re 
	(9 months of in-networl< pre-natal care (a year of routine in-network care of (in-network emergency room visit and and a hospital delivery) , awell-controlled condition) follow up care) 
	■ 
	■ 
	■ 
	The plan's overall deductible $1,500 ■ The plan's overall deductible $1,500 11 The plan's overall deductible $1,500 

	■ 
	■ 
	Specialist copayment $40 ii Specialist copayment $40 Ii Specialist copayment $40 

	■ 
	■ 
	Hospital {facility) coinsurance 20% ■ Hospital {facility) coinsurance 20% ■ Hospital (facility) coinsurance 20% 

	■ 
	■ 
	Other coinsurance 20% ■ Other coinsurance 20% ■ Other coinsurance 20% 


	This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like: 
	Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical 
	Childbirth/Delivery Professional Services disease education) supplies) Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic tests (x-ray) Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches) Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy) 
	ITotal Example Cost !Total Example Cos! $li,600 i I 
	$12,100 
	ITotal Example Cost $2,soo 

	1 r 
	1 r 

	In this example, Peg would pay: In this example, Joe would pay: 
	In this example, Mia would pay: 

	Cost Sharing Cost Sharina 
	Deductibles 
	Deductibles 
	Deductibles 
	$1,500 

	Copayments 
	Copayments 
	$0 

	Coinsurance 
	Coinsurance 
	$1,700 


	Deductibles 
	Deductibles 
	Deductibles 
	$900 

	Copayments 
	Copayments 
	$200 

	Coinsurance 
	Coinsurance 
	$0 


	Cost Sharing Deductibles Copayments Coinsurance $1,500 $80 $70 
	What isn't covered What isn't covered 
	What isn't covered 

	$0
	$20 Limits or exclusions
	$60 Limits or exclusions
	Limits or exclusions 
	-_ 
	-

	$1,120 
	[ The total. Mia would pay is 

	$1,650 l
	$1,650 l

	I 
	$3,2&0 
	Ifhe total Joe would pay is •

	IThe total Peg would .pay is • 
	IThe total Peg would .pay is • 

	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 lfyou are not already a member. 
	SI usted, o alguien a quien usted esta ayudando, necesfta aslstencia, tiene derecho a obtener ayuda e informac!On en su ldioma sin costo alguno. Para hablar con un interprete, llame al nllmero telef6nico de Servicio al cliente, que aparece en la parte trasera de su tarjeta, o 877-469-2583, TTY: 711 si usted todavia no es un miembro. 
	~i.:;:..11~ ,Q.:.c.L..J4~~.:r.l...:i _p..i~ JiL..Ul~ 1::.) 
	_:i...i.lS,j~j,.)J-l~~J,~ld....)..,. J,_JI 
	Jl.,'o=Wl.._.,.lc

	.,! ...ili§'J.,,i ~.)c. .1»,.JI .::-'.il ~fau-1!~ 
	A...Jl~,:i.HJ

	.J,..n, tS.,.:...,S,,J "l 0877-469-2583 TTY:711 ,.,.,, 
	~ !l':f>!l, .t:lll11!l:iE:/ft!!llll tl'J ti~. il.H~t!!llll. 11!l:/fill"I !l!-Jl' J;J.11/.l tl'J !!:llilHJJ'Aillll ftlil\,11!-. ~ %!iJ-lti:l:ll Ri It, llllli!:/ff>!lll'.1-r-~ imtl'J~r' !llll) In!li : 1'!I ii!fi:iill!Of':lllItfl . il!lli!!l!Ui 877-469-2583. TTY: 711. 
	•r<'f..\:<t> --.i-h.. ~,-i'~,;,,\Cj\-otj,:i. .60..='\.?o ~ ~ •~"Jr..»61-!5 r<'ln~"'~"' -<1'~,t, -..{>~:i. r(':f,.~ -~c:J.-&.,r<" -iilr...N~ 
	4--.t'"\.a -~"~w )>+-"-"b?JciJ. -~..a"-~~ 'It'-~"""~" r(.Ji,» .l.-;.. .&,.r<'"' ~ -~~ •"0~<?'-!>¥ ..d"m --!f 877-469-2583 TTY:711 
	Ne'u quy vt, hay ngvO'i ma quYvt dang giUp dO, c'an trQ' giUp, quy Vise c6 quyE!n dl.fQ'C gi\Jp va c6 thE!m th6ng tin bang ngOn ngU' clla minh mien phi. De' n6i chuy~n vOi mQt th6ng d[ch vien, xln gQI sO Dlch Vl,I Kh8ch hillng r1 mijt sau the clla quy vi, hoic 877-469-2583, TTY: 711 ne'u quy vi 
	chlta ph81 18 mQt th8nh viE!n. 
	Nese ju, ose dikush qe po ndihmoni, ka nevoje pelr asistence, keni te drejte te merrni ndihme dhe informaclon falas ne gjuhen tuaj. Per te folur me nje perkthyes, telefononi numrin e Sherbimit te Klientit ne anen e pasme te kartes tuaj, ose 877-469-2583, TTY: 711 nese nukjenl ende nje anetar. 
	l!!!>l' '?lof !Ee '?lofJf lll:l 2!e N&ol :i:1~01 l!/flofCfl!!. '?lafe So@:i!I ~:l'.~ ~I§ -';'-@ eiOI gj§ .;> ?le ;;!2.)Jf 2!€1LICf. gQ;AfS'f amm~~'?IM9.1,~~~•2!e:i~M~I~ \!!.la.a'. ce ■ 8f)iLf. 0101 9)§01 Ofi=! ?3'? 877-469-2583. TTY: 711.ss c'! ■ of1a!Al2. 
	'?liif.9.12:!0L.ss 

	'TT'i31f'l'ffi!. 'IJ'511'lf.f>ll•l'll'l'lll'i'! .:J>r-r,i;mlJ. ~ 
	mffli!W. i,JWf31f'Ti!Tlf\fflr.rFl'!l'll'fl"~<l io'iIT 
	'!l<l:'ffif~31f'Ti!Tlf~I ~.!l'l>Wf~'llN 'P'll=.31f'Ti!Tlf ~('1'it'fC'i<l:'II SllW~il<IN 
	,i;,'fWW'['IJ 877-469-2583. TTY: 711 'TT'i~'fl'51J'lf.f 
	'f'i'lliflW" "(Jw,fl 
	JeSli Ty lub osoba, kt6rej pomagasz, potrzebujecie pomocy, masz prawo do uzyskania bezptatnej informacjl I pomocy we wtasnym j~zyku. Aby porozmawiaC z ttumaczem, zadzwori pod numer dzialu obstugi klienta, wskazanym na odwrocie TwoJej karty lub pod numer 877-469-2583, TTY: 711, jeieli jeszcze nie masz cztonkost\va. 
	Falls Sle oder Jemand, dem Sie helfen, UnterstGtzung 
	benOtigt, haben Sie das Recht, kostenlose Hilfe und 
	lnformationen in Jhrer Sprache zu erhalten. Um mit einem 
	Dolmetscher zu sprechen, rufen Sie bitte die Nummer des 
	Kundendienstes auf der ROckselte lhrer Karte an oder 
	877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind. 
	Se tu o qualcuno che stal aiutando avete bisogno di asslstenza, hai II dirltto di ottenere aluto e informazionl 
	nella tua lingua gratuitamente. Per parlare con un 
	interprete, rivolgiti al Servizio Asslstenza al numero 
	indicato sul retro della tua scheda o chiama ii 
	877-469-2583, TTY: 711 se non sei ancora membro. 
	;:'.;;j;:./-/l, 'ilcf=l;J:;l,lgjl(l),!;j-(l)@I IJ (l):,;-t;:,;:!£1~0~ tan6z~::a~~::~~•*~~&-::*~(l)•!li ~-tt;f--r~!l!:ltt= ,;_ llffl~A'JS ~t= ') T6;:: b'Jl ~ ~ 11c-.. t,ll't1;J:tJ11'J• ,; 11c1t;.,. iffi.!R t t,A~ .e :11. 6:11! 11;-l;J:;t;lls,i;,(l);/J-f=(l)lJl:mjl::Hi!UcentdJ 7.1' ,--tt -t::7.(l)!l!f.sffi'-13-(-" :.,,,-~t,;:~•Zi;J: 877-469-2583. TTY: 711) lie~ .S'ili:K~ <t::ce ~ o 
	1

	Ec.-"IH BaM HJIH mnzy, KOTOpO~IY BM DO!,IOraere, H}nCHa 
	IlO!>IOID;&, TO 11,1,l 1rnee-re npaBO Ha 6eCrnI3THOe IlOJIY"ICHHe IlO!,.IOIItll H HH!popMaQHH Ha Bame!,.[ ,O:&IKC. ,I{J1'I p33rOBOpa C nepeBO,wmKOM Il03BOHII'Ie no HOMepy TeJie!pona O'I,!I_C.'I.1 
	o6C.~'jfQm3HWI KJlllCHIOB, j'Ka3aHHOM)' Hil o6paTHoii: 
	cropoHe Bameii KapThl, lL'lll no HO!,Iepy 
	877469-2583, ITY: 711, ec.m y eac HeT'L'ICHCTBa. 
	Ukollko Varna ill nekome kome VI pomai.ete treba pomoC, imate pravo da besplatno dobfjete pomoC i informaclje na svom Jeziku. Oa blste razgovarall sa prevodlocem, pozovite broj korisniCke sluZbe sa zadnje strane kartice 1li 877-469-2583, TTY: 711 ako veC niste Clan. 
	Kung lkaw, o ang iyong tinutulungan, ay nangangailangan ng tulong, may karapatan ka na makakuha ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang lsang tagasalin, tumawag sa numero ng Customer Service sa likod ng lyong ta rheta, 
	o 877-469-2583, TTY: 711 kung lkaw ay hlndi 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 Shreld of Michigan and Blue Care Network provide free auxiliary aids and services to people with disabilities to communicate effectively with us, such as qualified sign language interpreters and information in other formats. If you need these services, call the Customer Service number on the back of your 
	email: CivilRights@bcbsm.com. 

	You can also file a civil rights complaint with the U.S. 
	Department of Health & Human Services Office for Clvll 
	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. 
	https:flocrportal.hhs.qov/ocr/oo,tal//obby.;sf

	20201, phone: 800-368-1019, TTD: 800-537-7697, email: . Complaint forms are available at 
	OCRComplalnt@hhs.gov

	/. 
	http://www.hhs.gov/ocr/offfcg/file/indexJ1tm
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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 a_s an example that may contain useful information concerning your BCBSM administered coverage as you create your own group health plan's SBC. This S
	Summary of Benefi!s 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. Simply BlueM HSA PPO with Rx ASC Coverage for: Individual/Family IPlan Type: PPO 
	5

	• _.f;i., The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share 
	• ... the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. i 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 term:, see_ the Glossary. YCJ_u car:i__
	www.bcbsm.com 
	l
	https://www.healthcare.gov/sbc-glossary_or_cc1llj~e_1111rnb_e_r 

	Answers
	Important Questions 
	Important Questions 
	Important Questions 
	In-Network 
	Out-of-Network 
	Why this Matters: 

	What is the overall deductible? 
	What is the overall deductible? 
	$2,000 Individual/ $4,000 Family 
	$4,000 Individual/ $8,000 Family 
	Generally, you must pay all of the costs from providers up to the deductible amount before this plan begins to pay. If you have other family members on the policy, the overall family deductible must be met before the plan begins to pay. 

	TR
	This plan covers some items and services even if you haven't yet met the deductible amount. 

	Are there services covered before 
	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 a list of covered 

	TR
	preventive services at hltps://www.healthcare.gov/coverage/preventive-care-benefits/. 

	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 for 
	What is the out-of-pocket limit for 

	this plan? 
	this plan? 
	$3,000 Individual/ 
	$6,000 Individual/ 
	The out-of-pocket limit is the most you could pay in ayear for covered services. If you have 

	(May include acoinsurance 
	(May include acoinsurance 
	$6,000 Family 
	$12,000 Family 
	other family members in this Qill!l, the overall family out-of-pocket limit must be met. 

	maximum) 
	maximum) 

	What is not included in the out-ofpocket limit? 
	What is not included in the out-ofpocket limit? 
	-

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

	TR
	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 network orovider? 
	Will you pay less if you use a network orovider? 
	Yes. See www.bcbsm.com or call the number on the back of your BCBSM ID card for alist of network providers. 
	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 provider's charge and what your plan pays (balance billing). Be aware, your network provider might use an out-of-network provider for 

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

	Do you need a referral to see a specialist? 
	Do you need a referral to see a specialist? 
	No. 
	You can see the specialist you choose without a referral. 
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	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Primary care visit to 'treat an injury or 
	None illness 
	None illness 
	20% coinsurance
	No Charge 
	20% coinsurance 
	None
	No Charge
	If you visit a health care ' Specialist visit 

	'provider's office or clinic 
	You may have to pay for services that aren't 
	You may have to pay for services that aren't 
	,Preventive care/ 
	preventive. Ask your provider if the services
	No Charge 

	Not covered
	screening/ 
	screening/ 
	needed are preventive. Then check what your plan
	immunization 
	will pay for. 

	,Diagnostic test (x-ray, 
	,Diagnostic test (x-ray, 
	No Charge 
	20% coinsurance 
	None
	blood work)

	if you have atest 
	Imaging (CT/PET 
	Imaging (CT/PET 
	Mayrequire prior authorization
	20% coinsurance
	No Charge
	scans, MRls) 

	Generic or select prescribed over-the­counter drugs
	If you need drugs to treat your illness or condition 
	$40 copay/prescript_ion forretail 30-I N t k 
	Prior authorization, step therapy and quantity limits More information about 
	$ / . . n-e wor I
	copay pus an 
	copay pus an 
	may apply to select drugs. Preventive drugs

	1 80
	Preferred brand­
	day su~p y; . copay prescription additional 20% coinsurance of 
	covered in full. 90-day supply not covered out of
	prescription drug, coverage 
	name drugs 
	:; r~tail or mail oer 0-day the approved amount) 
	0
	rd
	9

	network. Select diabetic supplies and devices may
	is available at www,bcbsm,com/druglists· 1-------+=""'-'-'---------+---------------lbecovered under the prescription drug program.$80 copay/prescription for retail 30-N tw k 
	1

	d . $ 1n-e or copay pus an
	1 160
	Nonpreferred brand
	-

	ay supp Y, . . . . additional 20% coinsurance of
	•name drugs 
	•name drugs 
	copay/prescnpt1on for retail or mail th d t)

	order 90-da su I eapprove amoun 
	Facility fee (e,g., ·ambulatory surgery 
	No Charge 20% coinsurance None 
	If you have outpatient 
	center) 
	surgery 
	Physician/surgeon 
	No Charge 20% coinsurance None
	•fees 
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	In-Network Provider (You will pay the least) Out-of-Network Provider (You will pay the most) 
	Emergency room 
	Emergency room 
	No Charge

	No Charge 
	.care 
	If you need immediate 
	Emergency medical 
	Emergency medical 
	Emergency medical 

	No Charge

	No Charge
	medical attention 
	transportation Urgent care No Charge 
	20% coinsurance Facility fee (e.g., 
	20% coinsurance
	No Charge
	hospilal room)
	If you have ahospital stay 
	Physician/surgeon 
	Physician/surgeon 
	20% coinsurance

	No Charge
	fee 
	If you need mental health 
	No Charge
	behavioral health services 
	Outpatient services 
	No Charge 

	(mental health and substance use disorder) 
	Inpatient services No Charge 
	Inpatient services No Charge 
	20% coinsurance 

	Prenatal: No Charge; deductible does not apply 
	Prenatal: No Charge; deductible does not apply 
	Prenatal: 20% coinsurance
	•Office visits 
	Postnatal: No Charge; deductible 

	Postnatal: 20% coinsurance does not apply 
	If you are pregnant 
	Childbirth/delivery 
	Childbirth/delivery 
	20% coinsurance

	No Charge
	professional services Childbirth/delivery 
	20% coinsurance
	No Charge
	facility services Home health care No Charge 
	facility services Home health care No Charge 
	No Charge 

	Rehabilitation services No Charge 
	20% coinsurance 
	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. 
	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 
	Preauthorization is required 
	Physical, Speech and Occupational Therapy is limited to acombined maximum of 30 visits per 
	If you ,need ,help recovering i----------------11-----------+-----------+m:.::e:.::m:..:b:..:e:..:r,c,:p:.:e.:..r.::.:ca=le:.::n:.:d.::ar:..:yc::e.::a:.:.r.______~ 
	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, 
	APnhal~s1s, 201/, coinsurance for 
	analysis (ABA). Services rendered by an approved 

	TR
	Speech and Occupational Therapy 
	ys1cal1Speech and Occupational Therapy 
	licensed behavior analyst (LBA) will apply the In-network cost-sharing. 

	TR
	Skilled nursin 
	care 
	No Charge 
	No Charge 
	Prior authorization is required. Limited to 90 days per member per calendar year 
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	. y M What You Will Pay L' ·t t· E t' & 0th I r1· t

	erv1ces ou ay N t k p 'd
	1
	1
	E 

	,Common M dven
	. 

	e 1ca I 
	Need In-e wor rov1 er
	Is 
	(You will pay the least) Durable medical 
	No Charge
	equipment 'Hose ice services 
	equipment 'Hose ice services 
	No Charge 

	Ifyour child needs dental or 
	Children's eye exam Not covered 
	t f N t k P 'd 1m1 a ions, xcep ions, er mpo an 
	O 

	u -o -e wor rov1 er Information (You will pay the most) Excludes bath, exercise and deluxe equipment No Charge 
	and comfort and convenience items. Prescription required. 
	No Charge 
	Preauthorization is required visit limits apply Not covered None 
	;~~~~~: information on ""c-h-ild-r-en_'_s---'gl:...as_s_e_s-+-N_o_t-co_v_e-re_d_______-+N-o_t_c_ov-e-re-d--------1-N-on_e__________________, 
	'pediatric vision or dental, contact your plan Children's dental 
	Not covered Not covered None 
	Not covered Not covered None 
	administrator check-up 
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	Excluded Services & Other Covered Services: 
	Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 
	Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 
	Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 

	• Acupuncture treatment • Infertility treatment • Routine foot care • Cosmetic surgery • Long term care • Weight loss programs • Dental care (Adult) • Routine eye care (Adult) 
	• Acupuncture treatment • Infertility treatment • Routine foot care • Cosmetic surgery • 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.) 
	Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.) 
	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. 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, 
	www.dol.gov1ebsalhea1threform, 

	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 a grievance or~-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 Shield®of 
	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 
	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 apremium 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
	Language Access Services: See Addendum 
	--------Tosee examples of how this plan might cover costs for asample 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 differentdepending 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 Jans. Please note these covera e exam Jes are
	frf
	•.· 

	Peg is Having a Baby 
	(9 months of in-network pre-natal care and a hospital 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) 
	I
	iTotal Example Cost $12,700 

	J 
	J 

	In this example, Peg would pay: 
	Cost Sharina 
	Deductibles 
	Deductibles 
	Deductibles 
	$2,000 

	Conavments 
	Conavments 
	$0 

	Coinsurance 
	Coinsurance 
	$0 


	What isn't covered 
	$60
	Limits or exclusions 
	$2;oso I
	$2;oso I

	IThe total Peg 
	would ay is 

	Managing Joe's Type 2 Diabetes 
	( a year of routine in-network care .of a well-controlled condition) 
	■ 
	■ 
	■ 
	The plan's overall deductible $2,000 

	■ 
	■ 
	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) 
	i Total Example Cost $5,soo I 
	In this example, Joe would pay: 
	Cost Sharinrt 
	Deductibles 
	Deductibles 
	Deductibles 
	$2,000 

	Cooavments 
	Cooavments 
	$0 

	Coinsurance 
	Coinsurance 
	$0 


	What isn't covered 
	$20
	Limits or exclusions 
	i Thetotal•Joewould pay is 
	i Thetotal•Joewould pay is 

	$2,020 I 
	$2,020 I 

	. . . 
	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) 
	! 
	ITotal Example Cost $2,800 

	In this example, Mia would pay: 
	Cost Sharing Deductibles Copayments Coinsurance $2,000 $0 $0 
	What isn't covered 
	Limits or exclusions 
	$0 
	IThe total Mia would ay is 
	IThe total Mia would ay is 

	I 
	$2,lioo 

	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. B 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 aslstencla, tiene derecho a obtener ayuda e lnformac!On en su fdioma sin costo alguno. Para hablar con un intE!rprete, llame al nUmero telef6nlco de Serviclo al cliente, que aparece en la pa rte trasera de su tarjeta, o 877-469~2583, TTY: 711 si usted todavia no es un mlembro. 
	..,Sij:JIM ,:;:.c.LJ46.,i~.!C.U _p,.i~ Jil'.:.lji ~ l:i) 
	-~~i.,:;,-J~~,;,~\~t-_,L..Jl,~~Wl.)c-J.,.....,..,..11 
	,I ..ia\.1.,i .>,t-1;,~ .l».,.Jl~:J....Jl-l...:.i.,Ji~J-,,.'.J!~fa~}u.i.:...ill 
	.J.>lli i.,;_,.:.. .:;Sl,J "l •877-469-2583 TTY:711 ,-';, 
	~ JI!11!!. .;U,!:11!! :iE l'£lnltlJ fl<J II1!1-. mJlfti!JtlJ . }~:/'il!!:fll ~ ft VJ.11!! fl<Jil:UH11i1J ~JtlJ fa!ll.~o Jlfr,!t!l;J-j;'.rllll!llil.. !ffffl:(£11!! fl<J·r-'/,\'iliifl<J'll'F II, ~ 'ita\5 : 1'!1 lie11!!i!lt'f:lil:l!Hl . !llfflllU'!l 877-469-2583. TTY: 71 lo 
	•r<"d\\;<?J -i-1r... ~.-!'ln,;,.;.,.....cr>:i. rdC....!:'~ ~ ,_;, ,_J."ru,,:( --rf ,<~~:i.~o -<'~\t'!' -!'~:i. ,<~~ _c,.:i,...l"~r<' -J.~,:( -4--§'\.o .r4:ri........._;~~ ):r',... ,<fu.J?l~ -~,<l~ _c..:ii~ 
	~ -~N~:i. r<_f;-U -4,. r-6.,,r<:i. ~ -~~ -~i~ --?~ ...1"<n ~ 877-469-2583 TTY:711 
	Ne'u qu'(v~ hay ngllO'i ma qu'(v! dang glllp dri, c'an trQ' gllJp, qu'f vj se c6 quyen dl/Q'c gillp va c6 them th6ng tin b8ng ng6n ngU" clla minh mien phi. oe n6i chuy~n v6'1 mQt thOng djch vien, xin gQI s6 Djch v1,1 Khach hang (J m~tsau the clla quy Vi, ho~c 877-469-2583, TTY: 711 ne'u quy vj 
	chU'a ph8i 18 mQt th8nh v1en. 
	Nese ju, ose dikush qi:!: po ndihmonl, ka nevoJe per asistence, ken! te dreJte te merrni ndlhme dhe rnformacion 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 nuk jenl ende nji! ani!tar. 
	2!2/ '?lof !Ee '?lofJf §:i! £,le ,lfl!!OI J:l@OI 111.RofCfl!!. '?ISfe S:@:ilf ~S'.S '?lof~ £!0ls! ~Jg lli~ 4-£.le ;;>lc!Jf £.!gL.JCf. l!}21Af~f CH§fofall!! '?liif!?l ~f~ ~E!:!OII £,le:i!<!l M~I.:.'.: t!i.2.s! i"!§fof::>iL.f. □ 1 9j@OI Of!=!~'¥ 877-469-2583. TTY: 7115! i"!§fofial,~J2. 
	'¥\,l-11!.0l 
	01

	;;rr<fiffii". 'TT~,nzy1r,1,,1l'i'f.!1""1 <l'IB'IT. >i1>:Plf 
	m

	S0Joli! ~-\,JWT<il1'T-ffif i5"f'ITI flr-n,wrr >i1>:Plf <l w->ff 'll<l'lllf~<il1'T-f1lf m,ro;:1 mr-rr.!I-~'11N '1"11 '111\iO. <il1'T-f1lf ~('flw[ ('[<l:'11 ll1"1" ~'l'mf 
	'!"1-:.,i;.r'lJ 877-469-2583. TIY: 711 "lfri~'fl~ 
	"'f'i'IToffm''IJWo!I 
	JeSli Ty_ lub osoba, kt6rej pomagasz, potrzebujecle pornocy, rnasz prawo do uzyskanla bezptatnej lnformacjl 1 pomocy we wtasnym j~zyku. Aby porozmawiaC z ttumaczem, zadzwori pod numer dziatu obstugi klienta, wskazanym na odwrocle TwoJeJ karty \ub pod numer 877-469-2583, TTY: 711, jeZeli Jeszcze nie masz cztonkoshva. 
	Falls Sie oder jemand, dem Sle helfen, UnterstOtzung benOtigt, haben Sle das Recht, kostenlose Hilfe und lnformationen in lhrer Sprache zu erhalten. Um mit einern Dolmetscher zu sprechen, rufen Sie bitte die Nummer des Kundendienstes auf der ROckseite lhrer Karte an oder 877-469-2583, TTY: 711, wenn Sie noch keln Mltglied slnd. 
	Se tu o qualcuno che stal afutando avete bisogno di assistenza, hal II dlrltto di ottenere aiuto e lnformazlonl nella tua lingua gratultamente. Per parlare con un interprete, rivolgitl al Servizio Assistenza al numero indicato sul retro della tua scheda o chiama ii 8n-469-2583, TTY: 711 se non sei ancora membro. 
	::*.A.ll. al< t= l;t ;t; 'll'lffi:(I) J:l-0) @I •J (I):i,1::11:f:!Hf:!&if.! 
	1: ~ :tt.6:i,1: ::ftr.itit::~,,al< L. t=.;, :::l\'1:!i!O)Blli 
	1: "'.t;!l-f-'IHI: ltt= •J . llUR ~ J-.-'I' L. t= •J -,6 ;: 1: t,t 1:•a1<1"0R~~~~Wal<~~o~m1:8U~:h.6~ 1l;l;l:;t;~1:,0):/J-f'O)!l!i!iil=!cll ~ :h.t=:IJ ;;<. 1' "'l'-"'t -t:;;<.O)llt!'!lffi-1} (>' :,,(-1,t,;:,,:i,l;I: 877-469-2583, TTY: 711) al<"t: ;t;ffl:U <t:: ~ L'• 
	Ec;m BaM wm mazy. Koropo~ B1J no)toraere. H)'"AQla IlO:,JOtql,, TO Bl,! ID!CCTC npaDo H3 6ecmI3THOe IIOJIY"IC-HI-IC 
	IlOMOllUI JI HHipopM3QHll Ha aameM ,rn,IKe. ,U:m1 pa.1rOBopa 
	C nepeBO,!('lllKOM DO"3BOHIITC no HOMepy TeJie(>oea OT,tl;e.'L1 
	06c:ry.dClmam1.111umemoe. yx.uamtouy ea o6paTHoii cropoee uameii: K3p11,!, 1L'IH no HoMepy 877-469-2583, TIY: 711. ec.m y B3C Her ~CHCTB3. 
	Ukoliko Varna Ill nekome kome VI pomaiete treba pomot, imate pravo da besplatno dobljete pomoC i lnformaclje na svom Jeziku. Da blste razgovarali sa prevodlocem, pozovite broj korisniCke sluZbe sa zadnje strane kartice Ill 877-469-2583, TTY: 711 aka veC niste Clan. 
	Kung ikaw, o ang iyong tinutulungan, ay nangangailangan ng tulong, may karapatan ka na makakuha ng tulong at 
	lmpormasyon sa !yang wlka ng walang gastos. Upang 
	makausap ang isang tagasalln, tumawag sa numero ng customer Service sa llkod ng lyong tarheta, 
	o 877-469-2583, TTY: 711 kung lkaw ay hindi pa isang mlyembro. 
	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 origin, age, disability, or sex. Blue Cross Blue Shield of Michigan and Blue Care Network provide free auxiliary aids and services to people with dlsabllltles to communicate effectively with us, such as qualified sign language Interpreters and information In other formats. If you need these services, call the Customer Service number on the back of your 
	email: CivilRlghts@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 mall, phone, or email at: U.S. Department of Health & Human Services, 200 Independence Ave, S.W., Washington, D.C. 
	https:/locrpa,tal.bhs.qov/ocr/oortal/labby.;si 

	20201, phone: 800-368-1019, TTD: 800-537-7697, email: are available at 
	OCRComplalntr@hhs.gov. Complaint forms 

	http://www.hbs-nov/ocrlofflce/filelindex,html. 
	http://www.hbs-nov/ocrlofflce/filelindex,html. 
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	Health Alliance Plan 
	Health Alliance Plan 
	Figure
	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 
	~ • •• ~ ~ ~ • 
	IToEilllJ@iJ:J.11

	Supplies Matem!_ty Services 
	Benefit Period Calendar Year Annual Deductible $0 Individual; $0 Famlly N/A Coinsurance 0% NIA Annual Coinsurance Maximum 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"f-Pocket Maximum $6,600 Individual; $13,200 Family NIA 

	doesn't cover. All other cost sharing accumulates unless otheMise specified. P,reventive.Services Routine Well Visits Covered N/A ReJated Laboratory and Radiology Services Covered N/A Pap Smear, Mammogram, Tubal ligation Covered N/A Immunizations Ou~afient &'.-P,l'iysician'Services Primary Care Office Visit 
	Figure
	$25 Copay 
	N/A HAP Telehealth 
	$25 Copay 
	$25 Copay 
	NIA 

	Through our designated telehealth partner. Specialist Office Visit 
	$40 Copay 
	N/A One exam per benefit period. For non-routine visits 
	N/A One exam per benefit period. For non-routine visits 
	Routine Audiology Exam 
	Covered 
	N/A 
	see Specialist Office Visit One exam per benefit period. For non-routine visits
	Routine Eye Exam 
	Covered 
	N/A 

	see Spec!allst Office Visit Chiropractic Services 
	Not Covered 
	N/A Allergy Treatment 
	Covered 
	NIA Allergy Injections 
	Covered 
	NIA Laboratory & Pathology 
	Covered 
	Covered 
	NIA 

	Some services require preauthorizatfon. Imaging MRI, CT & PET Scans 
	Covered 
	Covered 
	NIA 

	Services require preauthorization. Radiology (X-ray) 
	Covered 
	Some services require preauthorization. Radiation Therapy & Chemotherapy 
	N/A 
	Covered 
	N/A Dlalysls 
	Covered Outpatient Medical Drugs Outpatient Surgical;Services Outpatient Surgery Ambulatory Surglcal Center 
	Urgent Care Emergency Room Care Emergency Medical Transportation 
	Facility Fee 
	Covered 
	N/A Physician Services, Surgery, Therapy, Laboratory, Radiology, Hospital Services and 
	Covered 
	NIA 
	$1,000 Copay 
	NIA 
	One procedure per lifetime 
	-.-,,'!'
	: ~~ .i--;..~--,;!,,':~•. -,,-~.{: #.;'t,,,t_-,-..· 
	Professional Surglcal and Related Services Emergency/Urgent .care_ lnpatient·Hospital:Services ,_;-;..:-?•" $200 Copay Covered N/A N/A Emergency transport only. 
	Covered under Preventive Services. For non-routine 
	Routine Prenatal Office Visits 
	Covered 
	Covered 
	NIA 

	visits, see Specialist Office Visit Covered under Preventive Services. For non-routine 
	Routine Postnatal Office Visits 
	Covered 
	Covered 
	NIA 

	visits, see Specialist Office Visit Labor Delivery and Newborn Care 
	See Inpatient Hospital Services 
	N/A 
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	Merita1}~ea1ttf:"&'sUb'Si~i-lC:ii use·:qis~idE!r 
	Merita1}~ea1ttf:"&'sUb'Si~i-lC:ii use·:qis~idE!r 
	·. 
	.. 
	. 
	. 
	•~ -':." ·•,1,1•,U•(··• 
	; 
	-.~s_;,. 
	.,,.,.M, 

	Inpatient Services 
	Inpatient Services 
	See Inpatient Hospital Services 
	I 
	NIA 
	I 

	Outpalient Sel'Vices 
	Outpalient Sel'Vices 
	$25 Copay 
	I 
	NIA 
	I 

	<··,··o,ttiet_s~lvic·es·;~; ·.·.p Y~'":, 
	<··,··o,ttiet_s~lvic·es·;~; ·.·.p Y~'":, 
	cc 
	.. . 
	. 
	• i:.·::-:_ 
	. 
	'ci>. 
	.. 

	Home Health Care 
	Home Health Care 
	Covered 
	NIA 
	Does not include Rehabilitation Services. Unlimited. 

	Hospice Care 
	Hospice Care 
	Covered 
	NIA 
	Up to 210 days per llfetime 

	TR
	Covered for authorized services. Up to 730 days. 

	Skilled Nursing Care 
	Skilled Nursing Care 
	Covered 
	NIA 
	Maximum benefit renews after 60 days of 

	TR
	nonconfinement. 

	Durable Medical Equipment; Prosthetics & Orthotics 
	Durable Medical Equipment; Prosthetics & Orthotics 
	Covered 
	NIA 
	Covered for approved equipment only. 

	TR
	$0 Copay per Hearing Aid for Value 

	TR
	Technology Hearing Aids 

	TR
	$689 Copay per Hearing Aid for Basic 

	Hearing Aid Hardware 
	Hearing Aid Hardware 
	Technology Hearing Aids $989 Copay per Hearing Aid for Prime Technology Hearing Aids 
	NIA 
	Through a NationsHearing Provider only. Limited to 2 Hearing Aids per Benefit Period. Copays do not count toward the Out-of-Pocket Limil 


	$1,539 Copay per Hearing Aid for Advanced Technology Hearing Aids $2,039 Copay per Hearing Ald for Premium 
	Technology Hearing Aids Covered once each 12 month period thru HAP's Contracted Prov!ders. $80 benefit maximum for
	Vision Hardware 
	Covered 
	NIA 
	Frames/Lens or Contact Lens. Details can be found in your policy or plan documents. Rehabilitation Services: Physical, 
	May be rendered at home. Up to 60 combined visits
	May be rendered at home. Up to 60 combined visits
	Covered 

	NIA
	Occupational, and Speech Therapy 
	per benefit period. 
	Limited to services associated with the treatment of Habilitation Ser.,iJces: Physlcal, Occupational, 
	Autism Spectrum Disorders. See Rehabilitation
	Covered 
	NIA
	and Speech Therapy 
	Ser.,iices for non-autism Habilitation cost sharing and limits. Covered for authorized services only. Limited to ser.,iices associated with the treatment of AppUed Behavioral Analysis 
	$25 Copay 
	NIA 
	Autism Spectrum Disorders. Covered for authorized services only. Voluntary Sterilizations 
	See Outpatient Surgical Ser.,iices 
	NIA 
	Limited to vasectomy 
	Services for diagnosis, counseUng, and treatment of Infertility Ser.,i!ces 
	Covered 
	NIA 
	bodily disorders causing Infertility. Covered for authorized services only. Assisted Reproductive Technologies 
	Covered 
	NIA 
	One attempt per lifetime Temporomandibular Joint Disorder 
	Covered 
	NIA 
	Coverage for non-invasive treatments only. 
	_,.
	,"-",. ·;··,•:_..
	PhamlacY (Affillated·j:,hannaCy·provide~ Only) •• ... •,: ~-... ,.
	' 
	ITier1 
	$20 Copay 30 day supply, $40 Copay 90 day supply 
	A 90-day supply of non-maintenance drugs must be
	l-ner2 
	$20 Copay 30 day supply, $40 Copay 90 day supply 
	filled at our designated mail order pharmacy. Other Tler3 
	exdusions & [Imitations may apply. Certain specialty drugs may be approved for 60 or 90 days. In this lrier4 
	$40 Copay 30 day $80 Copay 90 day supply 
	supply, 

	$60 Copay 30 day supply, $120 Copay 90 day supply 
	$60 Copay 30 day supply, $120 Copay 90 day supply 
	case, if a copay or max is shown for specialty drugs, l)IOU will pay two times that amount for up to 60 days,

	/Tier 5 
	S60 Copay 30 day supply at specialty pharmacy only 
	S60 Copay 30 day supply at specialty pharmacy only 
	three times that amount for up to 90 days. 

	ner6 
	$60 Copay 30 day supply at specialty pharmacy only 
	-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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	Appendix C Post November 1, 2013 Retiree Benefits 
	Appendix C Post November 1, 2013 Retiree Benefits 
	Blue Care Network (Post November 1, 2013 Retirees) 
	Figure
	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 acontract. Additional limitations and exdusions 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 acontract entered into in the State of Michigan. Services must be provided or arranged by membe(s primary care physic
	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. 
	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) 'Benefits 
	' 

	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. 
	---~~·~~-~7'• ···~,.
	$0 for allergy injections $20 for PCP office visits $30 copay for referral physician visits $30 for urgent care visits $100 for emergency room visits 
	Fixed Dollar Copays 

	Coinsurance 
	50% for select services as noted below Coinsurance Maximum 
	None 
	Out of Pocket Maximum -Includes deductible, copays, and coinsurance $6,350 per mem'fiii'r/$12,700per family year amounts for all covered services. 
	pefcaiend.ar 

	---------~ 
	Preventive services ' Benefits 
	Health Maintenance Exam Covered 100% 
	Figure

	-~~-~-~-~--~~--
	-

	Annual Gynecological Exam______ Covered 100% Pap Smear Screening -laboratory services only Covered 100% 
	Well-Baby and Well-Child Visits Covered 100% 
	---~~ 
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	Preventive services (continued) _ 
	'Benefits 
	Figure
	Immunizations Covered 100% Prostate Specific Antigen (PSA) Screening -laboratory seJVices only Covered 100% 
	---~~ 
	Routine Colonoscopy Covered 100% Mammography Screening Covered 100% 
	Voluntary Sterilization of Female Reproductive Organs Covered 100% 
	Breast Pumps (DME guidelines apply) Covered 100% 
	--------------------.. 
	------~~----~---~
	-

	Routine Maternity Prenatal and Postnatal Care Covered 100% 
	Physician office services ' 
	PCP Office Visits $20 copay Note: Applicable cost sharing applies when other seJVices are received in the office 
	!Benefits 
	Medical Online Visits -when performed by a BCN participating provider Covered 100% -Online visits with the BCN online vendor are covered Note: Not all seJVices delivered virtually are considered an online visit but may be considered telemedicine. Telemedicine seJVices will be subject to the applicable cost share associated with the seJVice provided. 
	Referral Physician Visits 
	-

	seJVices Note: Applicable cost sharing applies when other seJVices are received in the office 
	Emergency medical care 
	~enefits 
	Hospital Emergency Room -copmitted as inpatient $100 copay 
	ay waived if ad

	Urgent Care Center -------------------·
	$30 copay
	-

	-------------~---"---~-·--~--
	-

	Retail Health Clinic ____ $30 copay 
	-.. .
	Ambulance SeJVices -medically necessary Covered 100% 
	-----~ 
	Diagnostic services 
	~iB_e_ne_f_it_s_______ _______________________Jl Laboratory and Pathology Tests Covered 100% 
	Diagnostic Tests and X-rays Covered 100% 
	High Technology Radiology Imaging (MRI, MRA, CAT, PET) Covered 100% 
	. -. • -----------
	--------------------------
	-

	Radiation Therapy Covered 100% 
	Maternity services provided by a physician 
	,,

	,.
	,.
	' 

	:Benefits
	~--------------·--------· • ---_1 _______ ----·--------~------------------
	-

	Routine Prenatal and Postnatal Care Visits 
	Covered 100% 
	Delivery and Nursery Care -professional seJVices (see "Hospital Care" Covered 100% for facility charges) 
	when referred for other than preventive $30 copay 
	Figure
	000025345822 11/26/202510:32:42 AM 
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	Hospital care 
	'8enefits 
	General Nursing Care, Hospital Services and Supplies 
	Covered 100% 
	'' 
	..J
	7 

	Outpatient Surgery 
	Alternatives to hospital care 
	-=!Bc:.encce:..cficc.:ts_________________],.,.[___. =-·~--~--=----=---===--=)
	___ 
	___ 
	___ 

	Skilled Nursing Care 
	Skilled Nursing Care 
	Covered 100% 

	TR
	Umited to 730days per lifetime _ 

	Hospice Care 
	Hospice Care 
	. --· -Covered 100% 


	Figure
	Home Health Care $30 copay 
	7 
	Surgical _services 
	'Benefits 
	c

	7
	Surgery• includes all related surgical services and anesthesia Covered 100% 
	-=
	-~==-..

	...-=~·-=-,,,;;-~--=----"'---s'-Si.. =sc==="'--,
	Voluntary Sterilization of Male Reproductive Organs -see Preventive ~overed 100% 
	! 
	Services for Voluntary Sterilization of Female Reproductive Organs 
	______.:.__ __________:c_____:c__~~-=--···~•--~-"='•'•:;-';;":;,:.",•• •====--=•""•"-'••,-:~'-,:"~ a•~• 
	Human Organ Transplants (subject to medical criteria) Covered 100% 
	Reduction Mammoplasty (subject to medical criteria) 50% coinsurance 
	-----·------~='-'cc-~--=-~===-•--,_·___ ---•---·· Male Mastectomy (subject to medical criteria) ,50% coinsurance 
	Temporomandibular Joint Syndrome (subject to medical criteria) 50% coinsurance --. --• ----
	Orthognathic Surgery (subject to medical criteria) 50% coinsurance 
	-------" 
	Weight Reduction Procedures (subject to medical criteria)• Limited to Covered 100% one procedure per lifetime 
	Behavioral health services (mental health and substance use disorder treatment) 
	~ 
	[Benefits 
	Figure
	Inpatient Mental Health Care Covered 100% 
	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 
	Figure
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	Autism spectrum disorders, diagnoses and treatment 'Benefits 
	<' 

	··----·-------~~------Applied behavioral analysis (ABA) treatment See your outpatient mental health care cost share Note: Prior to seeking ABA treatment, the member must be evaluated by an interdisciplinary team including, but not limited to, aphysician, behavioral health specialist, and aspeech and language specialist for the services to be authorized. This interdisciplinary evaluation can be performed at an approved autism evaluation center (AAEC) 
	-

	Outpatient physical therapy, speech therapy and occupational therapy $30 copay for autism spectrum. Unlimited visits for PT/OT/ST with autism spectrum disorder diagnosis. 
	·-----------~~--~~---~~-~--"-~~
	-

	Other covered services, including mental health services, for Autism See your outpatient mental health, medical office visit and preventiveSpectrum Disorder benefit. 
	Otherservices 
	1,
	;Benefits 
	__il ________ 
	__il ________ 
	Allergy Testing apy Covered 100% 
	and Ther

	Allergy Office Visits $30 copay
	-~~~~---~---='7' 
	Figure

	Chiropractic Spinal Manipulation -when referred $30 copay 
	Limited to 30 visits per calendar year Outpatient Physical, Speech and Occupational Theract to $30 copay One period of treatment for any combination of therapies within 60 
	py -subje
	meaningful improvement within 60 days 

	consecutive days per medical episode Infertility Counseling and Treatment 
	. 
	-


	50% coinsurance (ex~ludes in-vitro fertilization_c.,)__-c ---~-Durable Medical Equipment Covered 100% 
	-

	Diabetic Supplies Covered 100% 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 Covered 100%
	·----------__,. _____ _ 
	-~-~ Hearing Aid 
	Not covered 

	Prescription drugs 
	~enefits 
	-' ---------------·----__J_________________ ---~:J 
	Generic Tier 
	$10 copay 

	Preferred Brand Tier 
	$25 copay _ 
	Nonpreferred Brand Tier -------------=~-~"~-~~---~ 
	$50 copay

	Contraceptives 
	Women's Contraceptives: Generic -100%, Preferred Brand -$25 copay, Nonpreferred Brand -$_50 copay Drugs for the Treatment of n 
	Sexual Dysfunctio

	~nu~~ for the Treatment of Sexual Dysfunction -50% coinsurance Mail Order Prescription Drugs 
	Two times the applicable copay up to a90 day supply. Specialty drugs are not covered through mail order pharmacies. macy 
	Specialty Drug Phar

	Specialty drugs are covered only when purchased through the BCN Exclusive Pharmacy Network for Specialty _Drugs 
	~-------
	-
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	Prescription drugs (continued) ' 

	Benefits 7[ ••• 
	Benefits 7[ ••• 
	-

	Variable Cost Share Coupon Program Your plan includes aprescription drug discount program for certain medications. When amanufacturer coupon is used through the BCN· 'discount program, the amount paid after the discount applies toward the out i :01 p_ocket rnaxim_um. .. ... . _ ...... ____ ___ . . . j 
	Diabetic Supplies !select diabetic supplies and equipment·are.covere,i; applicable cost sharing I lwill apply. Cost sharing may not apply to certain preferred glucometers as I :defi~ed on the drug list__ ..
	,--·· ----·-·-· --l 
	_P_re_sc_r.:..ipt_io_n_D_ru_,gc.D_e_du_c_tib_le_____________ciN~<?=n~e=~-~ . . .. _ . . . _f Custom Drug List (The list of prescription drug-s ilia! have been approvec(by the U.S. Food anciprug Administration and approved by the BCBSM/BCN Phannacy and :Therapeutics Committee. The list represents the clinical judgment of 'Michigan physicians, pharmacists and other experts in the diagnosis and :treatment of disease and promotion of health. Medications are selected :based on clinical effectiveness, safety and 
	1 

	1 :~1eh;~;~J;~~~~;~8,~~~J~~~~~~f a~~~'.~d-~-~9.:_The list may be ~o-un_d_ j 
	1

	For Internal Purposes Only Benefits Selected -CLSLGF : 0MHSAF,100MSF,10255F,30RPF,6350MF,AS5F,ASDF,CO20F,DME5F,DSRCWF,EDMP,ER100F,GLPCCF,MOP2OF,ONV0F,OPTHEF,P&O5F,PDLRF,RXVAR,SMT90F,SN730F,UR30 
	F,WRCWRF 
	Page 5 of 5 000025345822 11/26/202510c32:42AM 
	bcbsm.com 

	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 BMG 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 seivices that require approval before they are provided is available onllne at . Select Approving covered services. 
	bcbsm.com/importantinfo

	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%-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 alow 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. 
	Page 1 of 11 000025346174 
	Eligibility Information 
	LJ_M_e_m_b_e_rs___________________________,:1 Eligibility Criteria 
	I 
	Dependents • Subscriber's legal spouse ! 
	, • Dependent children: related to you by birth, marriage, legal I adoption or legal guardianship; eligible for coverage until the end of I the year in which they tum_ age_26________ -------~---J 
	Sponsored dependents , • 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 meets all eligibility requirements. The-subscriber is responsible for 
	-----------------------------~-payingthe cost of this coveragec•cc·_____________ 
	Member's responsibility (deductibles, copays, coinsurance and dollar maximums) 
	LIB_en_e_fi_1t_s______________________J]l 1n-network II Out-of-network 
	Deductible ; $1,500 for one member, $3,000 for one member, 
	•$3,000 for the family (when two or more f $6,000 foi"the family (when two , members are covered under your ; or more members are covered ! contract) each calendar year under your contract) each 
	I
	calendar year Note: Deductible may be waived for I 'covered services performed in an in-Note: Out-of-network deductible ! network physician's office and for 'I amounts also count toward the in-
	I

	i covered mental health and substance network deductible. : use disorder services that are equivalent) 'to an office visit and performed in an in-I 
	network physician's office. -F-la_t_-d_o_l_la_r_c_o_p_a_y_s---------------------,1• -$40 copa·y for ~ffi~e VisitS "and offi~ ell-.-,$~2~5~0-c_o_p_a_y"'to_r_e_m_e-rg_e_~_c_y_ 
	l consultations room visits , • $40 copay for chiropractic and osteopathic manipulative therapy 
	• $250 copay for emergency room visits $40 ~p_ay fo_!: '!_[9~~t::,a~_ vjsi~ 
	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 
	1 

	health care and,substance use Note: Coinsurance amounts apply once the deductible has been met. disorder treatment [. 20% of approved amount for most 
	other covered services (coinsurance waived for covered services perfonned in an in-network physician's_office_)__ ·
	other covered services (coinsurance waived for covered services perfonned in an in-network physician's_office_)__ ·
	-

	mental health care and 

	substance use disorder 
	treatment 
	• 40% of approved amount for most other covered services 
	Annual coinsurance maximums -applies to coinsurance amounts for all ; $2,500 for one member, , $5,000 for one member, 
	1 $10,000 for the family (when two 
	covered services -but does not apply to deductibles, flat-dollar copays, 1 $5,000 for the family (when two or more 

	private duty nursing care coinsurance amounts and prescription drug cost-; members are covered under your r or more members are covered 
	calendar year 
	1 

	I 
	I Note: Out-of-network ' coinsurance amounts-also count toward the in-network I coinsurance maximum. 
	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;Walgms Smart90;XVA ASC 
	Blue Cross Blue Shleld 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 alow 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
	J Benefits -------•• ---]1n-:-netw~;--_----JJout--0f-network ~ 
	Annual out-of-pocket maximums -applies to deductibles, flat-dollar $6,350 for one member, ; $12,700 fdr one member, copays and coinsurance amounts for all covered services -including cost-• $12,700 for the family (when two or mar~ $25,400 for the family (when two sharing amounts for prescription drugs, if applicable members are covered under your i or more ·members are covered 
	contract) each calendar year ! under yo~r contract) each,calendar year 
	!

	•1'· 
	Note: Out-of-network cost­sharing amounts also count toward the in-network out-of­. I pocket maximum. 
	--------------------------------·-----
	-

	Lifetime dollar maximum None 
	Preventive care services cl_B_e_n_efi_,t_s______________________...Jl ln.•network 
	Health maintenance exam-includes chest x-ray, EKG, cholesterol 100% (no deductible or 
	Out--0f-network ----··---------......J Not covered 
	l

	screening and other select lab procedures 
	Gynecological exam 
	Pap smear screening -laboratory and pathology services 
	Voluntary sterilization of female reproductive organs '100% (no deductible or copay/coinsurance) 
	--j ..... -----------
	-

	Prescription contraceptive devices -includes insertion and removal of an 100% (no deductible or intrauterine device by a licensed physician _ --·CO_P~Y/<:°i~_su_rance2 
	Contraceptive injections 100% {no deductible or ---,~~~y!__~nsuranc_e)_____ _ 
	Well-baby and Well-child visits 
	Adult and childhood preventive services and immunizations as recommended by the USPSTF, ACIP, HRSA or other sources as recognized by BCBSM that are in compliance with the provisions of the Patient Protection and Affordable Care Act 
	Fecal occult blood screening 
	'copay/coinsurance), one per member : per calendar year 
	Note: Additional well-women visits may I'be allowed based on medical necessity. 
	' 

	------------------+-----------
	-

	' 100% {no deductible or Not covered 
	•copay/coinsurance), two per member per , calendar year f 
	Note: Additional well-women visits may I ____ ;b~~~~e~ b~s~~-.on _medical necessity. '-------------
	-

	100% (no deductible or copay/coinsurance), one per member'. _ per calendar year _ 
	100% (no deductible or copay/coinsurance) 
	• 8 visits, birth through 12 months • 6 visits, 13 months through 23 months • 6 visits, 24. months through 35 months 
	• 2 visits, 36 months through 47 months Visits beyond 47 months are limited 
	1 Not covered 1 
	I 60% after out-of-network l deductible 
	j 100% after out-of-network ' deductible 
	f 60% after out-of-network ! deductible
	-1,---------
	-

	; Not Covered 
	l 
	' 
	to one per member per calendar year/ under the health maintenance exam 
	-g~~f~ ---,-s-,. ------J_____________ 
	100% (no deductible or i Not covered copay/coinsurance) 
	100% (no deductible or , Not covered copay/coinsurance), one per member per calendar year 
	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;PO-ES90-2x ASC;PD­POL..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 l!censee 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 Qlow 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 be
	[sane -------
	-

	Benefits 
	______________f~-n~~o~ !~t-of:n_e~__o_rk____~ 
	Flexible sigmoidoscopy exam 
	Prostate specific antigen (PSA) screening 
	Routine mammogram and related reading 
	Colonoscopy -routine or medically necessary 
	100% (no deductible or copay/coinsurance), one per member per calendar year 
	100% (no deductible or copay/coinsurance), one per member per calendar year 
	100% (no deductible or copay/coinsurance), one per member per calendar year 
	Not covered 

	100% {no d~ductible or copay/coinsurance), one per member 
	100% {no d~ductible or copay/coinsurance), one per member 
	, Not covered 


	per calendar year _______ ------~·+----------100% (no deductible or j· 60% after out-of-:network copay/coinsurance) [ deductible 
	-

	I 
	Note: Subsequent medically necessary j Note: Out-of-network readings mammograms performed during the : and interpretations are payable same calendar year are subject to your ) only when the screening deductible and coinsurance. I mammogram itself is performed 
	by an in-network provider. 
	__ ____ _j 

	One per member per calendar year 
	100% (no deductible or i60% after out-of-network copay/coinsuranc~) for the first billed :I deductible colonoscopy 
	i 
	Note: Subsequent colonoscopies perfortned during the same calendar 
	' 

	I ye~r are subject to your deductible and coinsurance. 
	One per member per calendar year 
	Physician office services 
	._I_B_e_n~efi_,t_s_____________________ll (~--network _ __ II Out-of-network Office visits -must be medically necessary $40 copay per office visit i60% after out-of-network 
	I deductible 
	I 
	Note: This includes mental health and substance use disorder seivices 
	equivalent to medical office visits. 
	-'----------------------__,_______ -Online visits -by physician or BCBSM selected vendor must be medically 100% (no deductible or 
	-'----------------------__,_______ -Online visits -by physician or BCBSM selected vendor must be medically 100% (no deductible or 
	-

	l 60% after out-of-network 

	necessary 
	necessary 
	copay/coinsurance) I deductible 

	Note: Online visits by a non-BCBSM selected vendor are not covered. Not 
	all seivices 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. 
	Outpatient and home medical care visits -must be medically necessary 80% after in-network deductible 
	60% after out-of-network deductible 
	I

	Table
	Office consultations -must be medically necessary 
	Office consultations -must be medically necessary 
	$40 copay per office consultation 
	I 60% after out-of-network !deductible 

	Urgent care visits -must be medically necessary 
	Urgent care visits -must be medically necessary 
	$40 copay per urgent care visit 
	-: 60% after out-of-network 

	TR
	1 deductible 

	Emergency medical care 
	Emergency medical care 

	j Benefits 
	j Benefits 
	JIIn-network --·---·---
	-

	JI Out-of-network 

	Hospital emergency room 
	Hospital emergency room 
	$250 copay per visit (copay waived if 
	i $250 copay per visit (copay 

	TR
	admitted or for an accidental injury) 
	waived if admitted or for an 

	TR
	-
	• aCcidental injury) 


	Ambulance seivices -must be medically necessary 
	Ambulance seivices -must be medically necessary 
	80% 8fter in-network deductible ; 80% after in-network deductible 

	ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.SKA;CB-ECM-ON $SK A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLV$0A5C;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;Walgms Smart90;XVA ASC 
	Blue Cross Blue Shleld 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-0f-network provider in a geographic area of Michigan deemed a alow 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 4 of 11 000025346174 
	Diagnostic services Benefits )! In-network II Out-of-network 
	I

	_______ ___. -. 
	J 
	Laboratory and pathology'seivices 80% after in-network deductible i deductible Diagnostic tests and x-rays 80% after in-network deductible I 60% after out-of-network t deduCtible Therapeutic radiology 80% after in-network deductible 60% after out-of-network ; deductible 
	; 60% after out-Of-rietwork 
	1

	Maternity services provided by a physician or certified nurse midwife Benefits 
	I

	Note: For facility services See "Hospital Caren 
	._______________ 
	._______________ 
	._______________ 
	j In-network 
	!Lou~~f-n":_W_o_rk_________, 

	Prenatal care visits 
	Prenatal care visits 
	100% (no deductible or 
	\ 60% after out-of-network 

	TR
	_____~~!:a_yic_olns~r~-~~e) __ 
	_ 
	_ __,, 
	; deductible 

	Postnatal care visit 
	Postnatal care visit 
	100% (no deductible or copay/coinsurance) 
	( 60% after out-of-network ! deductible 

	Delivery and nursery care 
	Delivery and nursery care 
	80% after in-network deductible 
	l 60% after out-of-network 

	TR
	; deductible 


	.... 
	-----'-------'----------

	Hospital care Benefits !I in-network II Out-of-network 
	I

	Semiprivate room, inpatient physician care, general nursing care, hospital 80% after in-netwoik deductible I 60% after out-of-network services and supplies 
	1deductible Unlimited days 
	Note: Nonemergency services must be rendered in a participating hospital.
	------------
	-~--------
	-

	Inpatient consultations 80% after in-network deductible i 60% after out-of-network ' deductible 
	80% after in-network deductible ---!60% after out-of-network : deductible 
	Chemotherapy 

	------·~------------'--------
	-

	Alternatives to hospital care 
	!LB_e_n_e_fi_,t_s_____________________,JI ln-networ~ _ J~ut-of-network 
	Skilled nursing care -must be in a participating skilled nursing facility 80% after in-network deductible '. 80% after in.,.network deductible 
	Limited to a maximum of 120 days per member per calendar year 
	100% (no deductible or i 100% (no deductible or copay/coinsurancei ; copay/coinsurance) 
	Hospice care 

	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: 
	Home health care: 
	80% after in-network deductible : 80% after in-network-deductible 

	• 
	• 
	• 
	must be medically necessary 

	• 
	• 
	must be provided by a participating home health care ag5-~cy ------------------------------
	-



	$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.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 Smart90;XVA ASC 
	ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM.ON 
	-

	Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Sh!eld Association. Services from a provider for which there ls no Michigan PPO network and seivices 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. lf 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. Page5of11 000025346174 
	Lj_s_e_n_e_fi_ls_____________________~:: In-network 
	Lj_s_e_n_e_fi_ls_____________________~:: In-network 
	Lj_s_e_n_e_fi_ls_____________________~:: In-network 
	J[Out-of-network 
	. ______l 

	Infusion therapy: 
	Infusion therapy: 
	80% after in-network deductible 
	' 80% after in-network deductible 

	must be medically necessary 
	must be medically necessary 

	must be given by a participating Home Infusion Therapy (HIT) 
	must be given by a participating Home Infusion Therapy (HIT) 

	provider or in a participating freestanding Ambulatory Infusion Center 
	provider or in a participating freestanding Ambulatory Infusion Center 

	(AIC) 
	(AIC) 

	may use drugs that require prior authorization -consult with your doctor 
	may use drugs that require prior authorization -consult with your doctor 

	Surgical services 
	Surgical services 

	LI_s_e_n_e_fi_ts______________________ri In-network Surgery-includes related surgical services and medically necessary • 80% after in.:.network deductible 
	LI_s_e_n_e_fi_ts______________________ri In-network Surgery-includes related surgical services and medically necessary • 80% after in.:.network deductible 
	)I Out-of-network ,-----60% after out-of-network 
	-

	-
	j 

	facility seivices by a participating ambulatory surgery facility 
	facility seivices by a participating ambulatory surgery facility 
	, deductible 


	Presurgical consultations 100% (no deductible or icopay/coinsurance)----------------------Voluntary sterilization of male reproductive organs ' 80% after in-network deductible 
	Presurgical consultations 100% (no deductible or icopay/coinsurance)----------------------Voluntary sterilization of male reproductive organs ' 80% after in-network deductible 
	Presurgical consultations 100% (no deductible or icopay/coinsurance)----------------------Voluntary sterilization of male reproductive organs ' 80% after in-network deductible 
	-

	1 60% after out-of-network !deductible i: 60% after out-of-network deductible 

	Note: For voluntary sterilization of female reproductive organs, see "Preventive care seNices." 
	Note: For voluntary sterilization of female reproductive organs, see "Preventive care seNices." 


	Elective Abortion Services 
	'Not covered ' Not covered 
	Human organ transplants 
	I 'I 
	J

	LiB_e_n_e_fi_ts____________________il In-network II Out-of-network 
	,c__________ 
	Specified human organ transplants -must be in a designated facility and i 100% (no deductible or coordinated through the BCBSM Human Organ Transplant Program (1-copay/coinsurance) , copay/coinsurance)-in 800-242-3504) [ designated facilities only 
	'100% (no deductible.or 
	1 

	Bone marrow transplants -must be coordinated through the BCBSM 80% after in-network deductible ; 60% after out-0f-netv.1ork Human Organ Transplant Program (1-800-242-3504) deductible 
	Specified oncology clinical trials 80% after in-network deductible : deductible Note: BCBSM covers clinical trials in compliance with PPACA. 
	60% after out-of-network 

	Kidney, cornea and skin transplants 80% after in-network deductible deductible 
	60% after out-of-network 

	Behavioral Health Services (Mental Health and Substance Use Disorder) 
	Note: Some mental health and substance use disorder services are considered by BCBSM to be equivalent to an office visit or medical online visit. When a mental health or substance use disorder service is considered by BCBSM to be equivalent to an office visit or medical online visit, we will process the claim under your Physician Office Services. 
	LI_B_e_n_e_fi_ts_____________________......J[J In-network 1! Out-of-network
	1:.,......___________ _J Inpatient mental health care and inpatient substance use disorder , 80% after in-network deductible ' 60% after out-of-network treatment 
	: deductible Unlimited days 
	: deductible Unlimited days 
	Note: Facility services are covered in participating facilities only. 

	Residential psychiatric treatment facility: 
	Residential psychiatric treatment facility: 
	Residential psychiatric treatment facility: 
	80% after in-network deductible 
	: 60% after out-of-network 

	covered mental health services must be performed in a residential 
	covered mental health services must be performed in a residential 
	• deductible 

	psychiatric treatment facility 
	psychiatric treatment facility 

	treatment requires prior authorization 
	treatment requires prior authorization 

	subject to medical criteria 
	subject to medical criteria 


	6350 A;CB-OV $40 ASC;CBC 20%-IN ASC;CBC 40%-0N ASC;CBD $3K-ON ASC;CBD 1.SK-IN ASC;CBOPMON 127K 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 
	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-OPMJN 

	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 bll!ed for the difference 
	IBenefits -;fi~-network ---7jout-of-network J
	_____, 
	. II'-•-----·
	-

	Outpatient mental health care: Facility and clinic 
	Outpatient mental health care: Facility and clinic 
	Outpatient mental health care: Facility and clinic 
	~0% after in-network deductible 
	[ 80% after in-network deductible 

	Note: Facility services are covered in participating facilities only. Online visits -for services equivalent to a medical online visit 
	Note: Facility services are covered in participating facilities only. Online visits -for services equivalent to a medical online visit 
	$40 copay per online visit 
	'160% after out-of-network deductible 


	---=N"o"t•=-==-O=n"'line:•~vi:,:s,,its=.=bY,_.=accn.coccn:..-=B=Cc=BccS"M"-"s=e=l•=ce:t•cod:..v"e"n"d"o"-r=a=-r•~n=ot=-c=-o=-v=ec.re=-d=-.'-+------___ --·!-------------Physician's office 80% after in-network deductible • 60% after out-of-network l deductible 
	-

	Note: For services equivalent to a medical office visit. See ~Physician Office Services". 
	.• -·------
	----------------------~------
	-

	Outpatient substance use disorder treatment -in approved facilities only 80% after in-network deductible 60% after out-of-network 
	1

	• 
	• 
	• 
	deductible (in-network cost
	-


	• 
	• 
	sharing will apply if there is no ! PPO network) 


	Autism spectrum disorders, diagnoses and treatment 
	IBenefits Applied behavior analysis (ABA) treatment -subject to prior authorization 
	IBenefits Applied behavior analysis (ABA) treatment -subject to prior authorization 
	IBenefits Applied behavior analysis (ABA) treatment -subject to prior authorization 
	JI in-network_ '$40 copay per office visit 

	Note: Prior to seeking ABA treatment, the member must be evaluated by an interdisciplinary team including, but not limited to, a physician, 
	Note: Prior to seeking ABA treatment, the member must be evaluated by an interdisciplinary team including, but not limited to, a physician, 


	Out-of-network 
	I

	60% after out-of-network deductible 
	Note: Services rendered by an approved licensed behavior 
	behavioral health specialist, and a speech and language specialist for the ' analyst (LBA) will apply the in­services to be authorized. This interdisciplinary evaluation can be ! network cost-sharing. performed at an approved autism evaluation center (AAEC). I
	...:______:_.:__________:__;_______··-···-----·----··----. -··
	-

	Outpatient physical therapy, speech therapy and occupational therapy for 80% after In-network deductible autism spectrum disorder ___________ j deductible 
	! 60% after out-of-network 

	Physical, speech and occupational therapy with an autism diagnosis is unlimited 
	Other covered services, including nutritional counseling and mental health 80% after in-network deductible services, for autism spectrum disorder 
	) 60% after out-of-network 

	deductible 
	Other covered services 
	._IB_en_e_fi_11_s_____________________,jl 1n-network 
	Outpatient Diabetes Management Program (ODMP) 80% after in-network deductible for diabetes medical supplies deductible 100% (no deductible or 
	Note: Screening services required under the provisions of PPACA are copay/coinsurance) for diabetes self­covered at 100% of approved amount with no in-network cost-sharing management training 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 $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%-tN ASC;CBC 40%-0N ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35f$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 •Iow access area• by BCBSM for that particular provider spec!alty 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 b
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	60% after out-of-network 
	L[senel_e_n_e_f_its____________________jll In~network 
	1_out--0f-network 

	Outpatient physical, speech and occupational therapy-provided for rehabilitation 
	Outpatient physical, speech and occupational therapy-provided for rehabilitation 
	Outpatient physical, speech and occupational therapy-provided for rehabilitation 
	•80% after in-network deductible 1 
	1 ! 60% after out-of-network [ deductible 

	TR
	! Note: Services at 

	TR
	! nohparticipating outpatient 

	TR
	j· physical therapy facilities are n_ot 


	: covered. Limited to a combined 60-visit maximum per member per calendar year 
	Durable medical equipment 80% after in-network deductible / 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. 
	i 80% after in-network deductible -• --; BO% after in-network deductible 
	_P_ro_s_t_he_t_ic_a_n_d_o_rt_ho_ti_·c_a_;p_;p_l_ia_n_c_es________________

	Private duty nursing care ~ 10% after ln--network deductible !50% after out-of-network j deductible 
	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..QN 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 Sh!e[d 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 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 bll!ed for the difference b
	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 group Is self-funded. If there is a discrepancy between this Benefits!at-a-Glance and any applicable plan document, the plan 
	document will control. 
	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 oost-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. Speclalty 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 are specialty drugs, then click Specialty Drug Program Rx Benefit Member Guide. The guide is updated monthly. 
	at bcbsm.com/pharmacy. Click What 

	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 oopay 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/phannacy. 

	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 
	Benefits 
	Benefits 
	I In-network pharmacy _ _ 
	Out-of-network pharmacy 

	Generic or select prescribed over-the-counter drugs 
	Generic or select prescribed over-the-counter drugs 
	You pay $7 copay 
	1 You pay $7 copay plus an additional 25% of , BCBSM approved amount for the drug 

	Preferred brand-name drugs 
	Preferred brand-name drugs 
	You pay $35 copay 
	! You pay $35 COpay plus an additional 25% of j BCBSM approved amount for the drug 

	Nonpreferred brand-name drugs 
	Nonpreferred brand-name drugs 
	:vou pay $70 copay 
	1 You pay $70·copay plus an additional 25% of I 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 
	~IB_en_e_f_it_s______________~j[In-network ~harmacy ,~/Out-of-network pharmacy FDA-approved drugs 100% of approved amount less plan 75% of approved amount leSs plan 'copay/~insurance , copay/coinstirance 
	Prescribed over-the-counter drugs -when covered by 100% of approved amount less plan : 75% of approved amount less plan copay/coinsurance ' copay/coinsurance 
	BCBSM 

	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;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. 
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	18~-n_e_li_ts----------------,Fn-networkpharmacy ---~[out-of-network pharmacy 
	State-controlled drugs .100% of approved amount less plan 75% of approved amount less plan , copay/coinsurance copay/coins~~ance 
	Figure
	FDA-approved generic and select brand-name prescription preventive drugs, supplements and vitamins as required by PPACA 
	FDA-approved generic and select brand-name prescription preventive drugs, supplements and vitamins as required by PPACA 
	FDA-approved generic and select brand-name prescription preventive drugs, supplements and vitamins as required by PPACA 
	.100% of approved amount 
	1 75% of approved-amount ' J 

	Other FDA-approved brand-name prescription preventive ; 100% of approved amount less plan drugs, supplements and vitamins as required by PPACA rcopay/coi~sura~ce 
	Other FDA-approved brand-name prescription preventive ; 100% of approved amount less plan drugs, supplements and vitamins as required by PPACA rcopay/coi~sura~ce 
	75% of approved amount less plan ; copay/coinsurance_ 


	Adult and childhood select preventive immunizations as ; 100% of approved amount • 75% of approved amount recommended by the USPSTF, ACIP, HRSA or other sources as recognized by BCBSM that are in compliance with the provisions of the Patient Protection and Affordable Care Act 
	FDA-approved generic and select brand-name '100% of approved amount 75% of approved amount prescription contraceptive medication (non-self­administered drugs are not covered) 
	1 

	Other FDA-approved brand-name prescription I 100% of approved amount less plan i 75% of approved amount less plan contraceptive medication (non-self-administered drugs are !copay/coinsurance i copay/coinsurancenot covered) 
	Disposable needles and syringes -when dispensed with insulin or other covered injectable legend drugs 
	Note: Needles and syringes have no copay/coinsurance. 
	Select diabetic supplies and devices (test strips, lancets and glucometers} 
	For a list of diabetic supplies available under the phannacy benefit refer to your BCBSM drug list at . 
	BCBSM.com/pharmacy

	i100% of approved amount less plan 
	i100% of approved amount less plan 
	i100% of approved amount less plan 
	75% of approved amount less plan 

	, copay/coinsurance for the insulin or 
	, copay/coinsurance for the insulin or 
	copay/coinsurance for the insulin or other covered 

	, other covered injectable legend drug 
	, other covered injectable legend drug 
	. injectable legend drug 

	[___ _ 
	[___ _ 


	100% of approved amount less plan , 75% of approved amount less plan copay/coinsurance ' copay/coinsurance 
	1

	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 
	Preferred Drug List IA regularly updated list with medications approved by the U.S. Food and Drug Administration and reviewed by our ; 1Pharmacy and Therapeutics Committee. The Preferred Drug List includes medications that have been selected for j ) 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 forms, and administered in the same way as equivalent brand-name drugs. They also require the lowest copay/coinsurance, making them the most cost-effective option for the treatment.
	Preferred brand-name drug tier -This tier includes non-specialty preferred brand-name drugs. These drugs 1 are more expensive then generic and members pay more for them. Nonpreferred brand~ame drug tier-This tier includes non-specialty brand-name drugs for which there's 
	! • 
	i • 

	either a generic alternative or a more cost-effective preferred brand-name drug available. Members pay more ---------------~fo"r~t"h'°e"'sec.cncco~npreferred brand-name drugs. _________________________ 
	ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB~CM-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%-JN ASC;CBC 40%-0N ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBDPMON 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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	Features of your prescription drug plan 
	Mandatory prior authorization • A step-therapy approach that encourages physicians to prescribe generic, generic alternative or over-the-counter medications before prescribing a more expensive brand-name drug. It applies only to prescriptions being filled for the first time of a targeted medication. 
	Before filling your initial prescription tOr select, high-cost, brand-name drugs, the pharnlacy will contact your Iph;is!cian to suggest a generic alternative. A list of select brand-name drugs targeted for the preferred therapy fprogram is available at bcbsm.comlphannacy, 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 medlcation(s), you may be liable for the entire cost of the brand~name 'drug unless you first try the preferred medication(s) or your physician obtains prior authorization from BCBSM. These provisions affect all targeted brand-name drugs, whether they are dispensed by a retail pharmacy or 
	!

	______________,:~rough a mail ord~r_P!~v~~er'.____________________________________ -·------" 
	_O_u_a_n_tity~li_m_l_ts________!~-~tay consistent with _F?.~-~!1?.:ov_:_~ l~belin_!!_f~~~g.~~-~ome_ ~e~~<:_atio~~-~~~~~~e-~u-~ntity_~~i:'· ___i Prior authorization/step therapy 'A process that requires a physician to obtain approval from BCBSM before select prescription drugs (drugs 
	•identified by BCBSM as requiring prior authorization) will be covered. Step Therapy, an initial step in the nPrior Authorization" 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 authorization. Details about which drugs require prior authorization or step therapy are available on line site at 
	I
	I

	_, . , 
	_____________
	bcbsm.com/pharmacy

	Maximum allowable cost drugs I When you receive a generic maximum allowable cost (MAC) drug from an i~-network pharmacy, you pay your -cost i ; 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 ______________,; yo_1:1~ ~~t_s~~~e _ti':_: ~leas~ r~f:r !a_ our~e!>s~e~ ~:.b_~s~~-or1-l/?ha_~acy. _ __ _ _ __ ______ __ _ ____ ---1 Saver90 Program 
	; Saver90 requires members who use maintenance medications to obtain a 90-day supply from a Walgreens retail ori OptumRx mail order phannacy. If members do NOT obtain those medications from a Walgreens retail or OptumRx 
	i

	1
	, mail order pharmacy after their second refill, the meniber 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 PLANVR JAN;CB ASC;CB-AMB ASC;CB·ECM•IN$2.5KA;CB-ECM-ON $SK A;CB-ECMP-ASC;CB<T $250 ASC;CB-MTC $40 ASC;CB-OLV$0ASC;CB-OPMIN 6350 A;CB-OV $40 ASC;CBC 20%..fN ASC;CBC 40%..0N ASC;CBD $3K-ON ASC;CBD 1.5K•IN ASC;CBOPMON 12.7K A;CR$7/$35J$70ASC;PD-ES90•2xASC;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. 
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	Health Alliance Plan (Post November 1, 2013 Retirees) 
	Figure
	M-~ /.me Haar., a'ldLil~Lwa.;ceCaro3.'r/ 
	Health Alliance Plan of Michigan 
	Alliance Health and Life Insurance Company (Alliance) Self-Funded Health Maintenance Organization (HMO) Plan Summary of Benefits 
	AS000096 I XR002356 I XW000712 Summary Self.-Funded HMO 
	AS000096 I XR002356 I XW000712 
	IIlsEllll]@;mJ~ 
	~ 
	~ 
	~ 
	----------------------------------------~---
	-

	Benefit Period 
	Benefit Period 
	Benefit Period 
	Calendar Year 

	Annual Deductible 
	Annual Deductible 
	$0 Individual; $0 Family 
	N/A 

	Coinsurance 
	Coinsurance 
	0% 
	N/A 

	Annual Coinsurance Maximum 
	Annual Coinsurance Maximum 
	N/A 
	N/A 

	TR
	These values do not accumulate: Premiums, 

	Annual Out-of-Pocket Maximum 
	Annual Out-of-Pocket Maximum 
	$6,600 Individual; $13,200 Family 
	N/A 
	balance-b!Hed charges, and health care this plan doesn't cover. All other cost sharing accumulates 

	TR
	unless otherNlse specified. 

	P.reventive Services 
	P.reventive Services 

	Office Visit/ Physlcal Exam I Well Baby Exam 
	Office Visit/ Physlcal Exam I Well Baby Exam 
	Covered 
	N/A 

	Related Laboratory and Radiology Services 
	Related Laboratory and Radiology Services 
	Covered 
	N/A 

	Pap Smear, Mammogram, Tubal Ligation 
	Pap Smear, Mammogram, Tubal Ligation 
	Covered 
	N/A 

	lmmunlzaUons 
	lmmunlzaUons 
	Covered 
	N/A 

	Outpatient &1P.hyslcian Services 
	Outpatient &1P.hyslcian Services 

	Primary Care Office Visit 
	Primary Care Office Visit 
	$20 Copay 
	N/A 

	tTelehealth Visit 
	tTelehealth Visit 
	$20 Copay 
	N/A 
	Through our contracted tetehealth services provider. 

	Specialist Office Visit 
	Specialist Office Visit 
	$30 Copay 
	N/A 

	Routine Audiology Exam 
	Routine Audiology Exam 
	Covered 
	N/A 
	One exam per Benefit Period. For non-routine visits see Specialist Office Visit 

	Routine Eye Exam 
	Routine Eye Exam 
	Covered 
	N/A 
	One exam per Benefit Period. For non-routine visits see Specialist Office Visit. 

	Chiropractic Services 
	Chiropractic Services 
	Not Covered 
	N/A 

	l'\llergy Treatment 
	l'\llergy Treatment 
	Covered 
	N/A 

	Allergy Injections 
	Allergy Injections 
	Covered 
	N/A 

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

	Dialysis 
	Dialysis 
	Covered 
	NIA 

	Outpatient Medical Drugs 
	Outpatient Medical Drugs 
	Covered 
	N/A 

	Out~atient Surgical Services 
	Out~atient Surgical Services 

	Outpatient Surgery 
	Outpatient Surgery 
	Covered 
	N/A 

	[Ambulatory Surgical Center 
	[Ambulatory Surgical Center 
	Covered 
	N/A 

	Professional Surgical and Related Services 
	Professional Surgical and Related Services 
	Covered 
	NIA 

	Emergency/Urgent Care Urgent Care 
	Emergency/Urgent Care Urgent Care 
	$30 Copay 
	II-

	Emergency Room Care Emergency Medical Transportation 
	Emergency Room Care Emergency Medical Transportation 
	I I 
	$150 Copay Covered 
	ICopay wlll be waived if admitted IEmergency transport only. 

	ln~atient Hos~ltal Services 
	ln~atient Hos~ltal Services 

	Facility Fee 
	Facility Fee 
	Covered 
	N/A 

	Physician Services, Surgery, Therapy, 
	Physician Services, Surgery, Therapy, 

	Laboratory, Radiology, Hospital Services and Supplies 
	Laboratory, Radiology, Hospital Services and Supplies 
	Covered 
	N/A 

	Bariatric Surgery and Related Services 
	Bariatric Surgery and Related Services 
	$1,000 Copay 
	N/A 
	One procedure per lifetime 
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	--_
	1M?-tenlity,Se&1~~s: ·-. ., .,, 3 ,;; . :::1:.~~~' 
	. 

	·""'"'' Prenatal Office Visits 
	Covered 
	NIA 
	Covered under Preventive Services Posblatal Office Visits 
	$30 Copay 
	NIA 
	Labor Delivery and Newborn Care 
	Labor Delivery and Newborn Care 
	See Inpatient Hospital Services 

	NIA 
	.
	,.
	M1fotal:He81th-&'sUliStance Use 0ISOrdei' . -.·-.. . ,; ·:. :· t<.,' ,;.,; • S:-· ·z,·thi)
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	. Inpatient Services 
	See Inpatient Hospltal Services 
	NIA 
	Outpatient Services 
	Outpatient Services 
	$20 Copay 

	NIA 
	•. . 
	~,;t:: ·,t,';ci•,:.~,, ,,·_c"'• <-.-1',~""':"A .
	.. . ,. ' \i})~~;J~--~'.:;;;_ Does not include Rehabilitation Services. 
	.... 

	9!ti~r;.§~fYi.~:SJ;>Jt• . -_,;;, 
	Home Health Care 
	Home Health Care 
	Covered 

	NIA 
	Unlimited. Hospice Care 
	Covered 
	NIA 
	Up to 210 days per lifetime. 
	Covered for authorized to 730 days. Skilled Nursing Care 
	services.Up 

	Covered 
	NIA 
	Maximum benefit after 60 days of nonconfinement. Durable Medical Equipment; Prosthetics & 
	rene\.VS 

	Covered 
	NIA 
	Covered for approved equipment only.
	Orthotics Rehabilitation Services: Physical, 
	May be rendered at home. Up to 60 combined
	May be rendered at home. Up to 60 combined
	Covered 

	NIA
	Occupational, and Speech Therapy 
	visits per benefit period. Limited to services associated with the treatment
	Habililation Services; Physical, 
	Habililation Services; Physical, 
	Covered 

	NIA 
	of Autism Spectrum Disorders through age 18.
	Occupational, and Speech Therapy 
	Occupational, and Speech Therapy 
	Covered for authorized services only. 

	Limited to services associated with the treatment Appl!ed Behavloral Analysis 
	$20 Copay 
	NIA 
	of Autism Spectrum Disorders through age 18. Covered for authorized services only. Voluntary Sterilizations 
	See Outpatient Surgical Services 
	NIA 
	Limited to vasectomy. 
	Services for diagnosis, counseling, and treatment lnfertillty Services 
	Covered 
	NIA 
	of bodily disorders causing infertility. Covered for authorized services only. Assisted Reproductive Technologles 
	Covered 
	NIA 
	One attempt per lifetime. emporomandibular JOint Disorder 
	Covered 
	NIA 
	Coverage for non-Invasive treatments only. 
	. -c
	_·-~
	-

	Pha·rn:iacy:(Affill8te'(J'.P,t{:.:frin3Cy 'Pf~-~i-~-~~!> _O~ IY)~-'.•••_;;.:-_:,.: ti[[;:;_-_-;~s~) , -~,s,.,..... " .. .. 
	Preferred Generic Drugs 
	$15 Copay 30 day supply, $30 Copay 90 day supply 
	A 90-day supply of non-maintenance drugs must Non-Preferred Generic Drugs 
	be filled at our designated mail order pharmacy. Other exclusions & limitations may apply. 
	$15 Copay 30 day supply, $30 Copay 90 day supply 
	Preferred Brand Drugs 
	$30 Copay 30 day supply, $60 Copay 90 day supply 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 
	or 90 days. In this case, if a copay or max is shown for specialty drugs, you will pay two times Non-Preferred Specialty Drugs 
	$50 Copay 30 day supply at specialty pharmacy only 
	that amount for up to 60 days, three times that amount for up to 90 days. 
	$50 Copay 30 day supply at specialty pharmacy only 
	Template Rev 01/2020 -In case of conflict between this summary and your Self-Funded HMO Benefit Guide, the terms and conditions of the Self-Funded HMO Benefit Guide will govern. -Elective hospital admissions require that Alliance be notified prior to the admission. Alliance must be notified within 48 hours after an emergency hospital admission. Failure to notify Alliance could result in a reduction or denial of benefits. -Some services require prior authorization. Failure to obtain prior authorization befor
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	Appendix D Active Employees Dental Benefits 
	Delta Dental 
	Q 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,* 
	network participation,* 

	Control Plan Delta Dental of Michigan 
	Control Plan Delta Dental of Michigan 
	-


	Benefit Year -January 1 through December 31 
	Benefit Year -January 1 through December 31 

	Covered Services 
	Covered Services 
	-


	TR
	roe1ta-Oentiil··PP6'!M '. 
	Delta Dental 
	Nonparticipating

	TR
	I 
	-O~litiSt __ 
	Premier• Dentist 
	Dentist 


	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 Endodontic 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. 
	► 
	► 
	► 
	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-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 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. 
	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 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-201-0elta-PPOSUM-0725-MI 
	KR#90391047 
	Dencap 
	Figure
	313-972-1400
	Macomb County (M) 
	888-98-TEETH 
	de 
	SCHEDULE OF BENEFITS AND FIXED CO-PAYS 
	neap.com 

	ANNUAL,MAXIMUMS"(foieachmeinlier) -$4;500 -·· OFFICEVISIT CO-PAY Primary Care $3,500 9430 Office Visit (for observation) $10 Speciath• Care 
	$1,000 1,;9;;;9;;.99;;..._O;;.ff;;;i;;;ce;;..;.V;;;is"'itl_.1,.;;.em..u:;;la:;.r"'h;:.ou=rsa.sl'--------------"$-'-10'" code description co-pay code description co-pay DIAGNOSTIC (Class I· Preventive) RESTORATIVE (Class II -Basic) 012D Periodic Oral Evaluation $0 2140 Amalgam Filling -one surface $22 .0140 Limited".9.raf ~valllatiorl-Pr(?blem 'focu~ed $0 2150 Am_"algani Filling -two surfa_ces $33 0150 Comprehensive Oral Evaluation $0 2160 Ama_lgam Fil~ng_-~ree surfaces $44 0431 Prediagn~s~ic_TE!s_t _ • $0 2
	• PREVENTIVE (Class 1-Preventive) 2391 CompositE: Filling -one surface, posterior $49 1206 Topical Application of Fluoride -varnish $0 2392 CompoSite Filling -two swfaces, po:3_terior $58 120s Topi~I Ap-plicatl0n of Flu0rtd0-eX~luding varnish $0 2393 Composit~ Fillin~ -three surfaces, post~rior $69 1330 Oral Hygiene Instructions $0 2394 Composite Fil!ing -four surfaces, posterior $79 
	RADIOGRAPHS (Class I• Preventive) PROSTHETIC REPAIR (Class II-Basic) 0210 lntraoral -complete series $0 2910 Re-cement Partia.1 <;overage Restoration $25 0220 Periapical -first radiographic image $0 2915 Re-cement Indirectly Fabricated or Prefab Post and Core $25 0230 Periapical -each additional radiogra_phic im~ge $0 2920 Re-cement or Re-bond croYJ11 $25 0240 lntraoral'.,. oc~lusal radiographic imag~ $0 5410 Adjus~merJ to Compl~te Dentu!e -upper $32 
	0270 Bitewing -single radiographic image $0 5411 Adjustment to Complete Denture -lower $32 0272 Bit~wi!lgs "'two _radiographic images $0 5421 Adjustm~ni Jo Partial Denture -upper $32 0273 Bitewings -three radiographic images $0 5422 Adjustment to Partial Denture -lower $32 0274 -fo':J~ radibgrap~iC images $0 5511 Repair fo Broken Co~plete Denture Base -lower $50 0330 Panoramic Radiographic Image $0 5512 Repair to Broken Complete Denture Base -upper $49 
	Bitewiri.gs 

	ADJUNCTIVE SERVICES (Class 11-Basic) 5520 Replace Misshyg/Broken Teeth-d~nture, periooth $35 0470 Diagnostic Casts (each) $18 5611 Repair Resin Partial Denture Base -lower $48 1351 Se_alant -per tooth $0 5612 Repair Resin P~rtia! Denture Base -upper $49 1353 Repair to Sealant -per tooth $0 5621 Repair Cast Parti?I Framework-lower $90 
	1510 Fixed Space,_Maintainer-unilateral per quadrant $0 5622 Repair Cast Partial Framework-uprer $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 -p~rtial, per tooth $32 1520 Removable Space Maintainer-unilateral per quadrant $0 5650 Add Toot~ to Existing Partial Denture $53 1526 Removable sPace Maintainer-bilateral, upper $0 5660 Add Cl~sp to Existing Partial Denture -per
	quadrant 5750 Reline Complete Upper Denture -lab $136 2940 Protective Restoration (sedative filling) $22 5751 Reline Complete. Lower Denture -lab $136 9110 Palliative (~mergency) treatment -minor, procedure $21 5760 Reline Partial Upper Denture -lab $135 
	9215 Local Anesthesia $0 5761 Reline LOwer Denture -lab $135 9230 Inhalation of Nitrous Oxide $21 6930 Re-cement or Re-bond Fixed Partial Denture $27 9239 IV Moderate (Conscious) Sedation/Analgesia -50% ENDODONTICS (Class 111-Major) first 15 minute increment 3110 
	Pa.rti.il 

	Pulp Cap -direct $22 9243 IV M9derate (Conscious) Sedation/Analgesia -50% 3120 Pulp Cap -indirect $22 each subsequent 15 minute increment 3220 
	Therapeutic Pulpotomy $110 9310 Consultation (second opinion) ·' $45 3310 Root Canal Therapy-anterior tooth $325 9910 Application of DesensiUzing Medicament $22 3320 Root Canal Therapy -premolar tooth $350 9930 Treatment of Complications, Post-Surgical -unusual $16 3330 Root Canal Therapy-molar tooth $400 
	9944 Hard Occlusal Guard (night guard)-full arch $137 3346 Retreat of Previous Root Canal Therapy -anterior tooth $400 9945 Soft Occlusal Guard (night guard) -full arch $137 3347 Retreat of Previous Root Canal Therapy -premolar tooth $500 9946 Hard Occlusal Guard (niQht guard) -partial arch $137 3348 Retreat of Previous Root Canal Therapy -molar tooth $550 9951 Occlusal Adjustment limited $53 3410 Apicoe6tomy Surgery . anterior tooth $169 
	. 

	SPECIALTY,CARE 
	3421 Apicoectomy Surgery-premolar tooth, first root $16S -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 -
	LAB WORK AND PRECIOUS-METALS Maximum for covered services; you are responsible for the remaining 
	DENCAP pays 50% of our specialist's fees up to the Specialty Care Annual 
	Additional charges may apply for lab work and precious metals balance. 
	for procedures involving crowns, bridges, prosthodontics, space maintainers, appHances and any repairs to such items. 
	P#788 ] 1064 J1069 I1070 CDT thnr 2028 EFFECTIVE 1/0112026 
	Y2025.08 

	313-972-1400
	Macomb County (M) 
	888-98-TEETH 
	SCHEDULE OF BENEFITS AND FIXED CO-PAYS 
	SCHEDULE OF BENEFITS AND FIXED CO-PAYS 
	de neap.com 

	Link
	Figure
	• 
	• 
	• 
	12 to 24 months standard orthodontic treatment; lnterceptive Ortho is not covered 



	code description co-pay code description co-pay 
	PROSTHODONTICS (Class 111-Major) CROWNS !Class 111-Ma~orl 5110 Complete Upper Denture $500 2390 Crown-resin-based '?O_mposite, ~17!eri?r $134 5120 ~01'!1Pl0t0 ~~w~·r I;!en~re $500 2542 Ontay -m!3ta11i~, two sµr:faces $407 5130 Immediate Upper Denture $550 2543 Onlay -metallic, three surfaces $405 5140 Immediate Lower Denture $550 2544 9n1BY.·: m~ial!ic, _f~ur surfaces ~417
	.. . 
	-

	5211 U~p~r ~arti~l (?enture -resin base $550 2642 Onlay-porcelain/ceramic, two sulfaces $417 5212 Lower Parti~I penture -r~sin base $550 2643 OnlaY-porC0!~in/c~ramiC, three sl.i~a~~·s $400 5213 Upper Partial Denture -cast metal framework YJ\th resin $600 2644 Onlay-porcelain/ceramic, four surfaces $414 base, i~cl~ding_ clasps, rests, and teeth _ 2662 O!llay -r~_::,ln-b~:5ed ~omp0sit9, ~o:~U!J8ces $397 5214 Lower Partial Denture-C?,St metal frarhework with resin $600 2663 On!ay -resin-based composite, three 
	6212 Pantie -cast noble metal $358 2930 Crown -prefabricated stainless steel, primary tooth $79 6240 Pon~c -:porc_~l~in fused to high noble metal $431 2931 Crown -Prefa~ricated stainless st~e1: P!?~anent tooth $79 6241 Pantie -porcelain fused to predominantly base metal $312 2932 Crown -pref~bricated resin $84 6242 Pantie -porcelain fused to llobie metal $326 2933 Crown -_prefabricated stain!e~s st~el with window $80 6245 Pantie -porcelain/ceramic $478 2950 Core Buildup -including any pins $79 6740 Retainer

	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 Retairier Qrown-3/4 cast high noble metal $410 7210 Surgical Removal of an Erupted T?oth $56 6781 Retainer Crown-3/4 cast predominantly base metal $252 7220 Removal of Impacted T oath -soft tissue $63 6782 Retairler Crown-3/4 cast noble metal $305 7230 Removal of Impacted Toot~ -partially bony $71 6783 Retainer Crown-3/4 porcelain/ceramic
	PERIODONTICS !Class 111-Major! 7285 liicisiollal Biopsy of Oral Tissue -har~ • $340 0180 Comprehensive Periodontal Evaluation $27 7286 lncisional Biopsy of Oral Tissue -soft $185 4210 Gingive~toniy/Gingivoplasty-4+ teeth/spaces per quad $132 7287 Exf~liative CylologiC:_al .f>ample Col!eCtion $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+ teeth/spaces per quad $221 1-3 t~eth/sp8ces per quad 4241 Gingival Flap P!"Ocedure -1-3 teeth/spaces per quad $174 7320 Alveoloplasty not in Conjunction with Extractions -$95 4249 Clinical Crown Lengthening -hard tissue $368 4+ teeth/spaces 4260 Osseous Surgery-4+ teeth/spaces per quad $268 7321 Alveoloplasty not in Conjunction with Extractions -$74 4261 Osseous Surgery-1-3 teeth/spaces per quad $2
	Figure
	'ORTHODONTICS (Class IV' Orthodonti.;s) Approved referral from DENCAP to an in-network Orthodontist is required Continuous coverage is required for the duration of the treatment 
	Up to Age 19, $1800 benefit / Over age 19, $1200 benefil (Lifetime benefit) 
	Benefits are subject to change. Limitations and Exclusions found at: dencap.comlgeneraf-policies 
	?#78811064 I1069 J1070 COT thru 2026 EFFECTIVE 1/01/2026 
	v2025.08 

	GENERAL LIMITATIONS & EXCLUSIONS 
	-•➔-___,.__ ·-----·--------~ --. ------··----..... , ----· ----' -. -· -,' ..
	-
	--
	--

	D]Aqllicfsnt;: EXAM·s --
	-

	-
	-
	Periodic, limited or Comprehensive Oral Evaluation Comprehensive Periodontal Evaluation 
	TWO EXAMS EVERY 12 MONTHS Assessment of a Patient 
	Consultation/Second Opinion 
	-·-;:--.. .,, 
	---·· -

	.. --;[)IAGNCl§TU;:_:X;RAYjl--
	-

	---------------------' ,, .
	-

	Full Mouth Radlographs 
	ONCE EVERY 5 YEARS Panoramic Radiograph 
	Perlapical Radlographs NO MORETHAN 12 IMAGES PER 12MONTHS 
	Bltewing Radlographs NO MORETHAN 4 IMAGES, ONCE EVERV6 MONTHS 
	... -
	-

	.. -. -.
	-· -
	-

	pilfVENTIViC-
	' 

	---------·--.. TWO EVERV12 MONTHS Prophylaxis (Cleanlng)-Adult Two additlona\ cleanings may be allowed every 12months for patients that are pregnant, diabetic, or otherwise medically compromised, at the recommendation of alicensed dentalprofesslonaL 
	-

	Prophylaxis (Cleanlng)-Chlld THREE EVERY 12 MONTHS Debrldement ONCE EVERY 2 YEARS lWO EVERY 12 MONTHS
	Topical AppUcation of Flourlde Varnish/Non-Varnish 
	Undertheal!'e of 3, flotir!de Is covered 4every12months ONCE PER2YEARS, PER QUADRANT-COVERED UP TO AGE 14 
	Space Maintainers Sealant ---' ---,·• ... ---·-·--Amalgam Fillings 
	Space Maintainers Sealant ---' ---,·• ... ---·-·--Amalgam Fillings 
	Space Maintainers Sealant ---' ---,·• ... ---·-·--Amalgam Fillings 
	-
	-

	ONCE PER LIFETIME, PER QUADRANT -OVER THE AGE 14 fPrimaivTeeth Onlvl ONCE EVERY3 YEARS, PER TOOTH; AGES S-15 ONCE PER LIFETIME, PER TOOTH; AGES 16-19 Firstand second unrestored molars only --··--· ' ---· '.ifEsto}iA'fiONS: MINOR ---' -ONE FILLING PER SURFACE, PER TOOTH EVERY2 YEARS 
	-

	----~. 
	-


	Composite Fillings ---··-,:"-;; ·. ' Onlays, Porcelain and Non-Porcelain Crowns 
	Composite Fillings ---··-,:"-;; ·. ' Onlays, Porcelain and Non-Porcelain Crowns 
	-
	-

	ONE FILLING PER SURFACE, PER TOOTH EVERY2 YEARS --···' ------. ··--·-·--•",REST,ORATlc;JNS: CROWNS .. ONCE EVERY 5 YEARS, PER TOOTH 
	-
	-
	-
	-
	-
	-
	-

	------,_,' -·-· 

	Stainless Steel Crown -··••---. ' --Recement Restoration 
	Stainless Steel Crown -··••---. ' --Recement Restoration 
	-

	ONCE EVERY 5 YEARS, PER TOOTH; COVERED UPTO AGE 21 ' -·-------· _; J;~~:WN.~~PAIR--_ONCE EVERY 6 MONTHS, PER TOOTH 
	-
	-


	Protective Restoration Pulp Cap 
	Protective Restoration Pulp Cap 
	ONCE PER LIFETIME, PER TOOTH; COVERED UPTO AGE21 

	Core Buildup Post and Core in addition to Crown 
	Core Buildup Post and Core in addition to Crown 
	ONCE EVERY 5 YEARS, PER TOOTH 

	Pin Retention ----Pulpotomy Root Canals 
	Pin Retention ----Pulpotomy Root Canals 
	-

	ONCE EVERY 2 YEARS, PER TOOTH __.... ,,,. . ---. -END.ODONTICS. ' ONCE PER LIFETIME, PER TOOTH· COVERED UPTO AGE 21 ONCE PER LIFETIME, PER TOOTH 
	-

	"""" 


	Molar root canal theraovls not acovered benefitforth!rd molars 11,16, 17,321. ONCE PER LIFETIME, PER TOOTH
	Retreatment of Root Canal 
	Retreabnentofmolars is notacovered benefit for third molars/ 1,16, 17, 32). 
	Aplcoectomy ONCE PER LIFETIME, PER TOOTH; COVERED UP TO AGE21 . ·-----·----------...,.. --·---. ---
	-
	-

	' ,_ '. PERIODONTICS 
	···•'-• ::.. ~--><---• --.... 
	' ONCE EVERYlWO YEARS, PER QUADRANT Peridontal Scaling and Root Planing Covered when probing depths are greater than or equal to 4mm. The expected prognosis ofthe teeth must be more than oneuear. Clinical Crown Lengthening ONCE PER LIFETIME, PER TOOTH 
	Glnglvectomy/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 
	Fo\low!nl! Scallnl! and Root Planlniior olheroeriodontal treatment 
	---" ' 
	__ , 

	_~Roi;rHo_go~rics 
	i.'.'c " 
	-----·· ,. 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 
	,_ 
	' 
	-
	-


	' '' --.--·---_,,,.,, .. ' --
	-
	-

	-,., "~~ ,, 
	--
	' 
	-

	AQJU~JMENTSJO DENTURES/PARTIALS.: 
	AQJU~JMENTSJO DENTURES/PARTIALS.: 
	' 
	-


	---. '~----. " -' -' ' ' ONCE EVERY3 YEARS
	Adjust or repair Complete Upper/Lower Denture or Partial 
	Adi11stment is not Oa"able on same date of service as aReline. ONCE EVERY3 YEARS
	Reline complete Upper/Lower Denture or Partial 
	Adtustment!s notna able on same date of service as aReline. e or Partial ONCE EVERY MONTHS, PER TOOTH Repair or replace broken clasp ONCE EVERY 12 MONTHS ONCE EVERY TWO YEARS
	Replace miSslng/broken teeth or Add Tooth ta Dentur
	12 

	al 
	Rebase complete upper/lower denture or parti

	ReUne Js not na11able on same date ofserv!ceas an ad'ustment. 
	Recement or Re-bond fixed partial denture ONCE EVERY 12 MONTHS ',, '' ' ' " ------, ·------' -"
	• ,:OliAL~ViiQERY • 
	"' --~ ·--•·---" ' ' ''' ' ···-··
	-

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

	Removal of Lateral Exostosls-Upper/Lower ONCE PER LIFETIME Oroantula Fistula Closure 
	Primary Closure of Sinus Perforation ONCE PER LIFETIME, PER QUADRANT Alveoloplasty with extractions 
	Alveoloplasty without extractions ONCE PER FIVE YEARS, PER QUADRANT 
	Tooth Relmplantatlon ONCE PER LIFETIME, PER TOOTH-COVERED UPTO AGE22 
	_,,_ -"'· ..... . ··-•-___,.,.
	--

	' -,-",""' '
	-

	' 'PEDODciNrics """ 
	~'. 
	-
	-


	' ' -.. ----·"· ..., -" --' ---------' ' 
	' 
	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 a"'"'ointment. 
	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 

	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. --· .-,--'' 
	-
	-
	-·-
	-


	" 
	' ., 
	G~tl_ERA~ E,l(~~IJ§IQNS (t-!on•,Covered ile~ellts) ' --:.,' i ': 
	" " 
	-
	' 
	-----·-
	-
	' 
	" 
	-
	' 
	' 
	" 

	--+ ---
	-

	rvices noand Fixed Co-Pays" is not acovered benefit Dental treatment for cosmetic purposes, or treatment rendered for the explicit purpose of improving appearance, such as Implants, transplants or grafts. TreatmentforTemporal Mandibular Joint (TMJ) Disorder lab fees billed in conjunction with covered dental treatment Is not a covered benefit. Dental treatment performed in a hospital and/or any related hospital fees are not acovered benefit. Dental insurance claims submitted due to an auto accident should be
	Dental Se
	t listed on the "Schedule of Benefits 

	+ , ___,, .. _ ..__ -·-~ 
	,,____
	' -. ' M>"> 
	-, ----.-' ~ ·-·
	--
	-

	•-• ----bilfH<JDONTIC EXCLUSIONS ••• 
	-

	., ' 
	Retreatment of prior orthodontic services, unless provided under this po\lcy ls not acovered benefit. Orthodontic treatment that would not render satisfactory results and/or the overall prognosis Is poor Is not covered. Orthodontic treatment during a period of lnellglblllty ls not covered Repair or replacement of a lost or broken orthodontic appliance Is not a covered benefit. lnterceptive Orthodontic treatment is not acovered benefit. Surgical procedures lndJcental to orthodontic treatment is not covered. 
	• ••s,•--. 
	,'")r'" ----' ·r•-··· ' . ---------• 
	-
	-

	WAITING-PERi<JDS 
	Refer to the plan Schedule of Benefits and Co-Payments for applicable benefit waiting periods. 
	/ 
	Appendix E Active Employees Vision Benefits 
	/ 
	/ 
	/ 
	/ 
	BCBSM Vision BE!nefits 
	/ 
	/ 
	/
	., 
	Figure
	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, ifyour group is underwritten. If your group is self-funded, please see any other plan documents your group uses. lf there is a discrepancy between 
	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.S00.S77-7195 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) 
	Lj_B_e_ne_fi_,t_s______________________il II_S_P _network doctor jiNon-VSP provider 
	Eye exam 
	Eye exam 
	Eye exam 
	None 
	• None 

	-------------
	-------------
	-


	Prescription glasses (lenses and/or frames) 
	Prescription glasses (lenses and/or frames) 
	None 
	None (member responsible f~r 

	TR
	difference between approved 

	TR
	. amount and provider's charge) 

	Medically necessary contact lenses 
	Medically necessary contact lenses 
	None 
	None (member responsible for 

	Contact lens suitability examination (fitting and evaluation) 
	Contact lens suitability examination (fitting and evaluation) 
	Up to $60 copay 
	; difference between approved : amount and provider's charge) 

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

	medically necessary. 
	medically necessary. 


	Eye exam Benefits ----~iiVSP _network docto~-j!Non-VSP provider _J 
	!

	Complete eye exam by an ophthalmologist or optometrist. The exam 100% of approved amount 
	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 c_onsecutive months 
	Lenses and frames 
	Benefits ljy_sP netw~rk doctor II Non-VSP provider 
	I

	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 
	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 nonprofrt corporation and Independent licensee of the Blue Cross and Blue Shield Association. 
	Page1 of2 
	000016537875 
	1..IB_en_e_fi_,t_s_____________________ll VSP net_work docl?r JLNon-VSP provider 
	Standard frames $100 allowance that is applied toward ; Reimbursement up to.$65 less frames (member responsible for any cost $10 copay (member responsible exceeding the allowance) less _____ for any difference) Note: All VSP network doctor locations are required to stock at least 100 
	1 

	One frame in any period of 12 consecutive months 
	different frames within the frame allowance. 
	Contact Lenses 
	Contact Lenses 
	Contact Lenses 

	1..IB_en_e_fi_,t_s_____________________jj VSP network ~octor 
	1..IB_en_e_fi_,t_s_____________________jj VSP network ~octor 
	j~n-VSP provider 
	___J 

	Medically necessary contact lenses (requires prior authorization approval 
	Medically necessary contact lenses (requires prior authorization approval 
	1100% of approved amount 
	i Reimbursement up to $210 

	from VSP and must meet criteria of medically necessary) 
	from VSP and must meet criteria of medically necessary) 
	I (member responsible for any 

	------
	------
	-
	-
	-

	-----
	-

	, difference)--~ 


	Contact lenses up to the allowance in any period of 12 consecutive months 
	Contact lens suitability examination (fitting and evaluation) 
	Elective contact tenses that improve vision (prescribed, but do not meet criteria of medically necessary) 
	$120 allowance that is applied toward , $105 allowance that is applied 1 toward contact lens exam (fitting ·.and the contact lenses (member I and materials) and the contact : responsible for any cost exceeding the !lenses (member responsible for allowance) Iany·cost exceeding the 
	: contact lens exam (fitting and materials) 
	I

	--· ----·-------·--______'.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 Shleld of Michigan is a nonprofit corporation and Independent llcensee of the Blue Cross and Blue Shleld Association. 
	Page 2 of2 
	000016537875 
	/ 
	HAP 
	Please refer to the HAP Medical Benefits Summary 
	/ 
	/ 
	/ 
	LETTER OF AGREEMENT between COUNTY OF MACOMB and ROAD TECHNICIANS ASSOCIATION {ROADTECH) RE: GREEN DAYS 
	Request for Paid Time Off (PTO) must be submitted to the Service Center supervisor at least forty-eight (48) hours in advance. 
	Employees will be limited to four (4) "green days" per year, which allows employees to use Paid Time Off (PTO) without a forty-eight (48) hours advance notice. 
	/ 
	FOR THE UNION: FOR THE EMPLOYER: 
	Ronald Kurkowski, President Human Resources and Labor Relations / / 
	Mich el Schade, Treasurer 
	:1:::x.-. -&k 
	Darren Hill, Steward 
	Dated: -~4'--..,_,l~,,_-'.2.k--=~--
	-

	Michael Schade, Treasurer 
	UNDERSTANDING 
	MEMORANDUM.OF 

	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 Road Technicians Association 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: 
	~ 
	Figure
	Ronald Kurkowski, President KarlynSenii; Director Human Resources and Labor Relations 
	T::>-~ 
	Darren Hill, Steward 
	sharing amounts ; contract) each calendar year ' under your contract) each 
	Figure






