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AGREEMENT
This Agreement entered into on the first day of February 28, 2026, between the County of Macomb,
hereinafter collectively referred to as the Employer, and The Police Officer Association of Michigan
(P.O.A.M.), hereinafter referred to as the Union, on behalf of employees set forth in Article 1, Recognition.

PURPOSE AND INTENT

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

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

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

ARTICIE 1
RECOGNITION

Pursuant to and in accordance with all applicable provisions of Act 379 of the Public Acts of 1965, as
amended, the Employer does hereby recognize the Union as the sole and exclusive representative for the
purpose of collective bargaining with respect to wages, hours and other terms and conditions of
employment for the term of this Agreement for the classifications of Cook I, Transporter, Substitute Youth
Specialist and Youth Specialist, excluding all other employees of the Juvenile Justice Center. It is agreed and
understood that the County of Macomb does not, by entering into this Agreement, purport to assume
control or exercise jurisdiction in those areas where statutory and constitutional powers have been
exclusively vested in County or State elected and/or appointed officials.

ARTICLE 2
NON-DISCRIMINATION
The provisions of the Agreement shall apply to all employees regardless of religion, race, color, national
origin, age, height, familial status, marital status, sex, sexual orientation, gender identity, union affiliation
or political affiliation.

ARTICLE 3

SAVINGS CLAUSE

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

ARTICLE 4

REPRESENTATION AND FEES AND DUES

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



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

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

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

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

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

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

ARTICLE 5
REPRESENTATION

The Union shall notify the Employer in writing of the name(s) of the Officers and Stewards
representing the bargaining unit as soon as possible before the effective date of the change.

The Union will have a Unit Chairperson, Vice Chairperson, Secretary/Treasurer and one (1) Steward
on each of the three (3) shifts.

Stewards shall be permitted a maximum of one (1) hour per day, on site and during their working
hours, without loss of time or pay, for the purpose of investigating and presenting grievances to
the Employer. A greater period of time, or if a Steward needs to be off-site for the purposes of
this Article, may be permitted with prior authorization from the Department Head.

The Stewards shall be permitted to accumulate the one (1) hour per day, from section C. above,
up to five (5) hours of union release time per week to attend union related trainings/seminars, as
permitted with a seven day minimum advance notice to and approval from the Department Head.

The Unit Chairperson shall be permitted a maximum of two (2) hours per day during working hours
at a time as agreed upon by the Employer and Union, without loss of time or pay, for the purpose
of conducting labor relations related union business to include, but not limited to, investigating
grievances referred to the Unit Chairperson. A greater period of time may be permitted with prior
authorization from the Department Head.



F. The Unit Chairperson shall be permitted to accumulate the two (2) hours per day, from section E.
above, up to ten (10) hours of union release time per week to attend union related
trainings/seminars, as permitted with a seven day minimum advance notice to and approval from
the Department Head.

G. The Vice Chairperson shall be permitted up to one (1) hour per week to attend union meetings
that occur during his/her working hours without loss of time or pay, as permitted with a seven day
minimum advance notice to and approval from the Department Head. A greater period of time
may be permitted with prior authorization from the Department Head. Further, the Secretary /
Treasurer shall be released two (2) hours per month to conduct union business.,

H. In the event of an absence of the Unit Chairperson lasting more than five (5) calendar days, the Vice
Chairperson shall be permitted the same Union release time that is normally afforded to the Unit
Chairperson when he/she is not absent. The Unit Chairperson shall notify the Director, Human
Resources and Labor Relations and the Department Head in writing that the Vice Chairperson is to
assume the duties of the Unit Chairperson during his/her absence.

I. Bargaining Committee;

1. The Bargaining Committee shall consist of no more than three (3) members plus the
POAM Business Agent.

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

ARTICLE 6
STRIKES AND LOCKOUTS PROHIBITED

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

The Employer agrees that it shall not lock out its employees.
ARTICLE 7
MANAGEMENT RIGHTS

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

B. The Employer, in addition to the rights set forth in Section A above, shall have the right to hire,
promote, demote, assign, transfer, suspend, discipline, discharge, layoff, recall; to establish
schedules of work for employees; to establish work rules and rules of conduct, and to fix and
determine penaities for the violation of such rules; to maintain discipline and efficiency among the



employees, provided that such rights shall not be exercised by the Employer in violation of any of
the express terms and provisions of this Agreement.

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

ARTICLE 8
EMERGENCY MANAGER

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

ARTICLE 9
SPECIAL CONFERENCES

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

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

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

ARTICLE 10
WAGE RATES FOR NEW CIL ASSIFICATIONS

When a new classification is established by the Macomb County Office of the County Executive that is to

be placed in the bargaining unit, the Employer shall place the new classification in the Wage Schedule that

is found in Appendix A of this Agreement. If the Union does not agree with the Wage Schedule that was
assigned by the Employer, the Union may submit the assignment of the Wage Schedule to the Grievance

Procedure at the Third Step.

ARTICLE 11

PROBATIONARY PERIOD

A. Probationary Period For New Employees: All employees newly hired into this bargaining unit shall be
required to successfully complete a probationary period. The length of said probationary period for
a full-time employee, shall be the first six (6) months of employment from the date of hire. A part-
time employee, shall be considered a probationary employee for the first nine (9) months of
employment from the date of hire. During the probationary period of a new employee, s/he may be
terminated at any time without the right of appeal or a statement of cause.



B. Probationary Period For Pramotions, Demotions, Redlassifications, Lateral Transfers, Bump or Recall:
Employees promoted, demoted, laterally transferred, bumped, recalled, or reclassified in this
bargaining unit shall serve a probationary period of four (4) months from the date of change in
classification. Employees promoted, demoted, bumped, recalled, reclassified or laterally transferred
shall have the opportunity to return to their prior classification within one (1) month from the date of
change in classification. During the probationary: period of an employee who has had a change in
classification, the employee may be returned to his/her former classification at any time without the
right of appeal or statement of cause. Such decision shall be within the sole discretion of the

Employer.
ARTICLE 12
EMPLOYEE DEFINED
A, Regular Full-Time Employee: A “Regular Full-Time Employee” is an individual employed in a full-

time budgeted position and regularly scheduled to work more than thirty two (32) hours per week
for six (6) consecutive months. Regular full-time employees are entitled to benefits as specifically
outlined in this Labor Agreement.

B. Regular Part-Time Employee: A “Regular Part-Time Employee” is an individual employed in a part-
time budgeted position and regularly scheduled to work thirty two (32) hours or less per week for
six (6) consecutive months. Regular part-time employees may be entitled to only those specific
benefits as outlined in this Labor Agreement.

ARTICLE 13
BREAK SCHEDULE

Eight (8) hour employees receive two 20 minute breaks, paid. One 20 minute break should be in the first
half of the shift and the second in the second half of the day. The break area shall be at the discretion of
the employer as long as that area is Isolated from the resident population.
If a break is not offered due to a management decision or man power shortage, the employee shall receive
compensatory time for the missed break. If an employee declines to take their break when offered, no
compensatory time shall be given to the employee,

ARTICLE 14

JOB POSTINGS

A. Promotion: A "promotion” is defined as the movement of an employee to a regular job opening in a
classification assigned to a higher pay grade and for which the employee is qualified.

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

C. The Employer will provide an electronic copy of all postings sent via email. Postings will be made for

5 working days. Posting periods may be shortened or eliminated by agreement of the Parties.

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

E. Any employee interested in a position must apply through the Human Resources and Labor Relations
established application process within the posting period. The employee must meet the minimum



qualifications before the closing date of the posting, unless otherwise spedified by Human Resources
and Labor Relations or an applicable collective bargaining agreement.

If necessary, a temporary appointment may be made by the Department head, but without prejudice

to employees seeking the job. The Department head may, in the exercise of their discretion, consider
the seniority of the employees available for temporary appointment.

ARTICIE 15

ANNUAL POSTINGS OF SHIFT AND SCHEDULE OPENINGS

The Employer will post an annual informational notice regarding available shifts and schedules. Such
posting will be for full-time openings and will be posted for ten (10) working days. Employees will have
the right to notify the Employer in writing of their interest in the annual posted openings. The opening will
be given to the most senior employee in the classification.

Temporary reassignments might be necessary at the Director’s discretion for operational needs.

ARTICLE 16

DISCIPLINE AND DISCHARGE

A, Disciplina:

1.

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

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

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

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

Records in Personnel Files:

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

b. 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 petition the Employer to remove the
discipline from the personnel file. The employer will consider the petition within
thirty (30) days and will not unreasonably deny any petition. 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,

C. 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.

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

It is the responsibility of the Employee 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.

B. Suspension And Discharge:

1.

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

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

ARTICLE 17

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.

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 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.

STEP 2: WRITTEN - DEPARTMENT HEAD: If the grievance is not settled at the verbal step,
a written grievance may be filed by the Steward, Union President or Vice Chair 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 viclation took place, the specific section(s)
of the Agreement alleged to have been violated, the signature of the grievant, the signature
of one of the following: the Union President, Vice Chair or Steward and the date the grievance
is reduced to writing. Inadvertent omission of minor information will not prejudice the
processing of the grievance.



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

STEP 3: DIRECTOR, HUMAN RESOURCES AND I ABOR RELATIONS: 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, Vice President and Steward. A grievance number shall be mutually assigned by
the Parties when the grievance is submitted to the Human Resources and Labor Relations
Department.

The Union President, or designee, must make a request in writing to conduct a Step 3
grievance meeting and the Parties shall conduct a Step 3 meeting within fifteen (15) days of
the receipt of the Union President’s written request. The Union President, or designee, shall
meet with the Director, Human Resources and Labor Relations, or designee, monthly 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,
Vice Chair, or designee, the grievant, the Steward and a POAM Representative. In addition,
a witness(es) may be in attendance if deemed necessary by both Parties.

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

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

STEP 4: ARBITRATION;

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

- G SELECTION OF THE ARBITRATOR:

1.

Within thirty (30) days of the receipt of the written Notice of Intent to Arbitrate, the County
and the Association shall attempt to mutually select an Arbitrator. In the event that the
parties cannot agree upon an arbitrator, the Union will have an additional ten (10) days to
request the Michigan Employment Relations Commission (MERC) provide a list of impartial
arbitrators in accordance with its applicable rules and regulations. Any grievance not
scheduled in accordance with this procedure is considered settied 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 shall mean three (3)
months or longer).



3.

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

AUTHORITY OF THE ARBITRATOR:

1

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

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. The arbitrator shall be without power to
modify or vary in any way the terms of this Agreement.

The arbitrator shall have no power to establish or modify job classifications, to establish wage
rates, or to change any existing wage rate, work schedule, or assignment, except for
grievances arising out of Article 10, Wage Rates For New Classifications.

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

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

In matters concerning discipline imposed, the arbitrator 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 equally by the parties.

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 nct be reinstated.

2.

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

Time Of Appeals: Any grievance not appealed within the time specified in the particular step
of the Grievance Procedure, 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. 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. 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. 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 18
WAGE AND INCREMENT SCHEDULE
Bargaining Unit Wage and Increment Schedules are attached in Appendix A of this Agreement.

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

ARTICLE 19

SHIFT PREMIUM

Shift premium shall be paid only to employees in the classification of Youth Specialist. Shift premium shall be
paid according to the following provisions and terms:

A.

Work performed between 11:00 p.m. and 7:00 a.m. will receive a premium pay at a rate of three
percent (3%) of their base hourly wage.

Work performed between 3:00 p.m. and 11:00 p.m. will receive premium pay at a rate of six percent
(6%) of their base hourly wage.

ARTICIE 20

OVERTIME/CALL-IN

Call-In: An employee called In for work at times other than his/her normal scheduled shift, shall
receive @ minimum of four (4) hours pay at time and one-half (1 1/2) and such employee shall
perform a minimum of four (4) hours work within his/her classification.
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Any authorized paid leave, except Sick Time, shall be considered as work time for purposes of this
Article. Provided, however, nothing in this provision shall affect the overtime pay of any employee
who actually works more than eight (8) consecutive hours.

B. Overtime Pay: Overtime work scheduled and authorized by the Department Head shall be paid at
the rate of time and one-half (1 1/2) for all work in excess of eight (8) hours per day or 40 hours

per week.

1. Regular employees shall be called for overtime work in the event that no substitute
employee is available, at the straight time rate, to replace the employee regularly
scheduled for that shift.

2. Inability to contact an employee will result in continued eligibility and will not be logged as
credit.

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

D. Overtime Notification and Assignment Procedure:

1. Definition and Procedure:

a.

Scheduled: a need to fill a vacancy on an overtime basis which is known to the
employer more than three (3) hours before the time at which the vacancy is
created. Youth Specialists may place his/her name on the voluntary overtime list,
Employees on the overtime list will be contacted, via telephone, for available
overtime opportunities. Any schedule shift canceled less than twelve (12) hours
before it starts will result in a minimum of four (4) hours of work for that employee.

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

The employer may take whatever steps are ultimately necessary to cover such
overtime. Generally, the overtime will first be offered to employees working the
previous shift.

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

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

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

E. General Conditions:

1. Employees will not work more than sixteen (16) consecutive hours.

2. In case of an emergency an employee may be required to work beyond his/her regular

shift.

3. The Empioyer will attempt to notify the employee but is not required to make repeated
efforts to contact an employee for specific avertime.
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4. An employee must inform the Employer when an employee is unable to work overtime in
the same manner he/she would inform the Employer when unable to work a regularly
scheduled shift. Disciplinary action may result when an employee fails to work assigned
overtime,

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

ARTICLE 21

PAID TIME OFF (PTO)

Participants in the Deferred Retirement Option Plan receive Paid Time Off (PTO) in the manner
described in Article 30, Deferred Retirement Option Plan.

The purpose of PTO is to provide employees with flexible pald 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 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 days may be accumulated to a maximum of 30 work days.
PTO is available for use upon accrual.

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

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

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

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

ARTICLE 22

HOLIDAY BENEFITS

Employees shall be entitled to holiday pay for the following designated holidays:

January 1%t (New Year's Day) Martin Luther King, Jr. Day

Presidents Day One-half V2 day Good Friday

Memorial Day Independence Day

Labor Day Columbus Day

November 11t (Veterans’ Day) Thanksgiving Day

The day AFTER Thanksgiving December 24% (Christmas Eve)

December 25% (Christmas Day) December 31% (New Year's Eve)

June 19% (Juneteenth) General Election Day in the EVEN Numbered Years

Holiday Benefits

1.

Full-time employees, who qualify, who do not actually work on a scheduled Holiday shall
be compensated by receiving eight (8) hours of straight time pay, in the payroll period that
the Holiday occurs.

All full-time and regular part-time employees who actually work on an identified Holiday
will be paid, in addition to the Holiday Pay described in B.1. above, one and one-half (1%2)
times their regular rate for the first eight (8) hours actually worked on the scheduled date
of the Holiday, in the pay period the Holiday is actually worked.

All hours worked on a holiday, in excess of eight (8) hours will be paid at two and one-half
(212) times their regular rate.

Regular full-time employees, may, at the employee’s discretion elect compensatory time
(C.T.) at time and a half in lieu of 1 ¥~ x payment, for all hours worked on a Holiday.
Compensatory time received 'in lieu of payment may be elected in four (4), eight (8) or
twelve (12) hour increments. There shall be no accrual of compensatory time in excess of
forty (40) hours. Employees shall be permitted to utilize compensatory time only with the
prior approval of their immediate supervisor. There shall be a twelve (12) month usage
period after such accrual of compensatory time, The use of compensatory time must be
approved by the Department Head and will not disrupt the operations of the Department.
Employees may request, after the expiration of the usage pericd, to be paid for unused
compensatory time and the County shall, within thirty (30) days of such request, pay the
employee for unused compensatory time.
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5. An employee shall receive holiday pay provided that they work the scheduled day before
and the scheduled day after the holiday and the holiday, if scheduled, or is excused with
pay for the entire day from work. Failure to receive pay and approval by not calling in or
properly notifying the Employer regarding an absence on the scheduled day before and/or
the scheduled day after a holiday and/or the holiday, if scheduled, shall result in the denial.
of holiday pay. Excuse shall be by medical certificate and/or Department Head approval.
In order for an employee to avoid loss of pay, said employee, shall provide a medical
certificate within five (5) working days. This provision shall not apply to employees on an
approved leave of absence.

ARTICLE 23
SICK TIME

Participants in the Deferred Retirement Option Plan are not subject to Article 23, Sick Time, but will
receive Sick Time in the manner described in Article 30, Deferred Retirement Option Plan.

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, Farned 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% of
each year for use,

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

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

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

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

4, Necessitated by a contagious disease or condition.

5. In accordance with Article 24, 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.

An employee absent for one of the reasons described in this article are expected to:

14



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

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 2018, ESTA, as amended.

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

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

Sick Time Payoff

1.

Full time employees who are members of the Defined Benefit Plan:

a.

Retirement: Upon separation of employment due to retirement from Macomb
County, or participation in the DROP, an employee will be paid 50% of a maximum
of 125 unused sick days. Any accumulated sick time above the 125 sick days, will
be considered excess sick time.

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 rate of pay and will be made to the deceased employee’s estate/trust.

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).

Full time employees who are members of 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 PERCENTAGE PAYOFF AMOUNT
TIME SERVICE
AFTER 5 YEARS 25% up to a maximum of 125 work days
AFTER 10 YEARS 50% up to a maximum of 125 work days

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

Part time employees are not eligible for payoff of any accrued and unused earned sick time
upon separation of employment.
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ARTICLE 24
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 will apply:

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

B. Full time employees may elect to take up to 3 bereavement leave days chargeable to Sick Time or
Paid Time Off due to the death of an Employee’s friend or family member, other than those listed in
section A of this article.

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

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

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

ARTICLE 25
JURY DUTY

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

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

The employee shall be paid 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.
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ARTICLE 26

WORKER'S COMPENSATION

Employees assigned to the Juvenile Justice Center shall receive hazardous duty disability compensation.
Disability compensation for these employees shall be provided under the following conditions:

A

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

1.

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

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

Compensation received by an employee who has incurred bodily injury which is compensable
under the Worker's Compensation provisions of this Agreement, and which injury is incurred
as a result of a direct physical altercation by a juvenile who is a Ward or potential Ward of
the Court, or by the parent or guardian of same, and which injury arises out of and in the
course of actual performance of duty, and which bodily injury totally incapacitates such
employee from performing any available County employment. Included in this provision will
be an employee who has come to the aid of the above mentioned employee who is invelved
in the physical altercation.

Any employee suffering an injury within the meaning and definition of this paragraph shall
file a report in writing, relating to such injury with his/her Department Head on the day such
injury occurs or, if physically unable to do so because of the nature of such injury, then a
physician's report in writing relating to such injury shall be filed with such Department Head
within one (1) week from the date of injury. The report shall be made upon the form
furnished by the County of Macomb.

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

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

The Employer shall have the right to fill the position vacated by the employee receiving
Worker's Compensation, through temporary appointment or hire, for the entire pericd in
which the position is temporarily vacant, notwithstanding Article 12, Employee Defined. A
current employee filling the position on a temporary basis shall not accrue dassification
seniority. The position shall become a regular vacancy at the time the active employment
relationship is terminated with the employee receiving Worker's Compensation.

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

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

If the disability exists at the end of the fifty-two (52) week period, the compensation
received by such employee under the Worker's Compensation Act shall be
supplemented by payment from his/her accumulated Sick Time Reserve (and the
employee's Paid Time Off if the employee so chooses) of that amount of money
necessary to equal his/her regular salary and the employee's Sick Time Reserve (and
Paid Time Off if the employee had so chosen) shall be charged only in the same
proportion as his/her Sick Time Reserve (and Paid Time Off if the employee had so
chosen) payment is to his/her regular wage or salary for the day, week, half-month,
or other period. This supplement shall continue for fifty-two (52) weeks or until the
employee’'s Sick Time Reserve (and Paid Time Off if the employee had so chosen)
has been depleted, whichever occurs first.

Upon the expiration of the one hundred four (104) weeks, an employee unable to
return to duty shall be terminated by the Employer. The Employer will have no
further obligation to the former employee, unless the employee qualifies for and
receives retirement benefits as provided in Article 29, Retirement System and the
Macomb County Employees' Retirement Ordinance.

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

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

ARTICLE 27

LEAVE OF ABSENCE

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

A.

1.
2.
3.
Provisions:

1.

Personal Leave
Medical Leave for Employee and/or Family

Military

Personal Leave:

a.

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

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

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

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

An approved Personal leave shall not exceed 6 months.

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

pay.

While on an unpaid Perscnal 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 28, Insurance Benefits,

The Department Head/designee and the Director, Human Résources 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 32, Seniority and termination of
employment.

Medical Leaye for Employee and/or Family:

a.

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

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

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

An employee absent from work for more than 5 consecutive working days shall be
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
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compensatory time.

Medical Leaves are approved for a period of no more than six (6) months. An
extension or an additional leave may be granted for a period up to six (6) months.
Employees who have taken a six (6) month medical leave under this article cannot
request an additional leave other than the aforementioned extension unless they are
FMLA eligible.

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 essentlal functions of the job with or without reasonable
accommodation. At the Employer's sole discretion, a medical examination may be
conducted at the Employer's expense.

Failure to report for duty upon expiration of a Medical Leave shall be subject to loss
of seniority as outlined in Article 32, Seniority and termination of employment.

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,

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

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

for the following benefits as result of their Military Leave of Absence: differential pay,
medical, prescription drug, dental and vision benefits, life insurance, Retirement
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A

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 28
INSURANCE BENEFITS
Life Insurance:
1. Full-time Employees (including DROP Participants):
a. The life insurance benefit provided by the Employer shall be $50,000.
The Employer will provide a payroll deduction option for employees wishing to
purchase additional $25,000 increments of life insurance to a maximum of $325,000.
Rates and conditions shall be those established by the insurance carrier.
Based on the above language, an employee exercising their ability to purchase the
maximum life insurance benefit of $325,000 would then have a total life insurance
benefit of $375,000.
2. Retirees: The Employer will provide a life insurance benefit, in the amount of two thousand

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

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
an 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
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both employee and all eligible dependents. Such employee shall not be eligible for the
insurance waiver.

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

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

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

Retirees: Full-time employees hired before January 1, 2006, the Employer'will provide a fully
paid medical and prescription drug plan to the employee and the employee’s eligible spouse,
as defined in D.1.a. after eight (8) years of actual service with the Employer, for the employee
who leaves employment because of retirement and is eligible for and receives benefits under
the Macomb County Employees’ Retirement Crdinance.

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

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

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

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

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

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

Retired employees and/or their eligible spouse as defined in D.1l.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. Atthat time the Employer's
obligation shall be only to provide medical and prescription drug coverage that will coordinate
or supplement with Medicare. Failure to participate in the aforementioned Medicare Program
shall be cause for termination of Employer paid coverage of applicable hospital-medical
benefits, as outlined herein for employees who retire and/or their eligible spouse as defined
inD.1.a.
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6. Employees who retire under the provisions of the Macomb County Employees' Retirement
Ordinance and eligible spouse as defined in D.1.a., shall, if eligible apply for and participate
in ANY National Health Insurance program offered by the U.S. Government. Failure to
participate, if eligible, shall be cause for termination of Employer paid haspital-medical
benefits as outlined:

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

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

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

Dental Plan:

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

Liability Insurance: The County shall provide for each regular employee (including DROP Participants)
Bodily Injury and Property Damage Liability Insurance while acting within the scope of 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 include, but not limited to,
supplemental life insurance, pet insurance, critical care insurance, short term disability and legal
services, The Employer will provide a payroll deduction for employees (including DROP participants)
wishing to purchase these voluntary benefits.

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

vision plans, life insurance, Voluntary Benefit Program and long term disability during employment
and/or upon retirement.
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ARTICLE 29

RETIREMENT SYSTEM

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

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

1.

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

For employees hired on or after January 1, 2002 the employee’s contribution to the
retirement system is 2.5% of the employee’s compensation.

County Pension Maximum: For any employee hired on or before December 31, 2001, or
who is vested as of May 1, 2009, the County pension will not exceed 65% of Final Average
Compensaticn.

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

Pension Multiplier: For any employee hired on or before December 31, 2001, or who is
vested as of May 1, 2009, the pension multiplier is 2.4% for the first 26 years of credited
service and 1% for each year of credited service thereafter.

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

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

For employees hired on or after January 1, 2002, the formula for computing Final Average
Compensation, used for calculating pension benefits for eligible bargaining unit members,
will be based on the average of an employee’s 130 highest consecutive pay periods of
compensation out of the last 260 pay periods.

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

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

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

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

Eligibility:

a.

For employees hired on or before December 31, 2001, or who is vested as of May

1, 2009, who meets the following criteria may retire upon the employee’s written

application filed with the Retirement Board:

1. Attained age 60 years and has 8 or more years of credited service; or

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

For employees hired on or after January 1, 2002, any member who meets the

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

Retirement Board:

1. Attained age 60 years and has 8 or more years of credited service; or

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

For employees hired into the County on or after January 1, 2012, any member who

meets the following criteria may retire upon the employee’s written application filed

with the Retirement Board:

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

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

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

In the event a former member is re-employed by the County as a full-time employee
within 4 years from thelr 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,
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10.

11.

the pension will be calculated per the terms of the employee’s rehire
date,

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

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

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

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

Option D: A retirant will have the option of selecting survivor's benefits in conjunction with
the retirement option described in the Macomb County Employees’ Retirement Ordinance
commonly known as "Option D — Level Income Option”. Said survivor's benefits will
correspond to those benefits known as Option A — 100% Survivor Allowance, Option B —
50% Survivor Allowance and Option C — Allowance for 10 Years Certain and Life Thereafter,
as described in the Ordinance.

Pop Up Option: A retirant may elect this option in combination with 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 beneficlary. 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 entitied
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 to the portion of the
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12,

13.

14,

15.

pension attributable to the forfeited credited service.

There will be no pension paid to an eligible vested former member until an application for
retirement is submitted and approved. In the event an eligible vested member dies prior to
applying for their pension, their beneficiary or estate/trust will not be entitled to a pension.
The vested member’s 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, Beneficiaty Nominated: Any bargaining unit member

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

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

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

Non-Duty Death Retirement Allowance, Automatic Provisions: Any vested bargaining unit

member who continues County 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
6Q years, (2) elected Option A in the Macomb County Employees’ Retirement Ordinance.

Deferred Retirement Option Plan (DROP): The Memorandum of Understanding executed
in 2007 regarding the Deferred Retirement Option Plan (DROP) is incorporated by reference

herein as Article 30, Deferred Retirement Option Plan (DROP). 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 and who meets the Employer contribution vesting requirements as
outlined in Section C.5 and after the completion of 5 years of service.

Will not be eligible for or participate in the Macomb County Employees’ Retirement System

for any other benefit, including DROP, other than for the fixed payment as outlined in Section
C.1.
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3. Wil participate in a Defined Contribution Retirement Plan. Employees will contribute 3% of
the employee’s base pay and the Employer will contribute 7% of the employee’s base pay.
Upon the completion of 5 years of actual service with the Employer, employees will be eligible
to elect to increase their contribution by 1% of the employee's base pay. Per IRS regulations,
the additional 1% contribution is a post-tax contribution. If such election is made by the
employee, the Employer shall increase its contribution from 7% to 9% of the employee’s
base pay.

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. 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%
ARTICLE 30

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 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 ctherwise
payable to the DROP account. Interest on the DROP account will continue to accrue during such
a forfeiture.

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

DROP Account: The employee’s DROP Account will be the regular monthly pension with interest to
which the employee would have been entitled if they had actually retired on the DROP date. The
payment will be credited monthly to the employee’s individual DROP account. At the time an
employee elects to participate in the DROP, their optional form of retirement allowance as set forth
in the Macomb County Employee Retirement Ordinance will be irrevocable. All individual DROP
accounts will be maintained for the benefit of each employee participating in the DROP and will be
managed by the Retirement System in the same manner as the primary retirement fund. DROP
interest for each employee who participates in the DROP will be at a fixed rate of 3.5% per annum,
calcutated 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 petiod and will be credited to
their DROP account (i.e. an employee who separates from employment in June will receive 6/12ths
of the annual interest),

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

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

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

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
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mentioned distribution methods (above). If there is no such beneficiary, the account balance will
be paid in a lump sum to the estate/trust of the employee. Benefits payable from the Macomb
County Employees Retirement System will be determined as though the employee participating in
the DROP had separated from service on the day prior to the employee’s date of death.

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

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

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

PTO, Sick Time and Longevity in Final Average Calculation: The collective bargaining agreement

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

Longevity, PTO and Sick Time: After the effective date of an employee’s participation in the DROP,
the empioyee’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 below.

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.

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

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

d.

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

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

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

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

DROP participants may request PTO conversion to cash payment of up to 40 hours
per conversion, maximum of 80 hours per year. Employees requesting 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 in March and the second pay
in September in a regular paycheck with normal deductions.

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

PTO not utilized by an employee by December 31% of a calendar year will be forfeited.

There will be no compensation for any PTO remaining in the DROP participant’s PTO
bank upon separation from employment.
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DROP participants who utilize PTO in an amount in excess of a proportionate share
prior to voluntarily or involuntarily discontinuing employment will be obligated to
compensate Macomb County for all PTO time used in excess of such proportionate
share. This provision will not apply to a DROP participant whose involuntary
discontinuance of employment is caused by duty related death or disability.

Sick Time for DROP Participants

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 31t
of a calendar year will be forfeited.

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

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

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

Itis 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:

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

i 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.

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

iv. Necessitated by a contagious disease or condition.

V. In accordance with Article 24, 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, Michigan’s Earned Sick Time Act (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:
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i. Inform their immediate supervisor of foreseeable absences 7 days in
advance.

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

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

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

ARTICLE 31

LONGEVITY

Participants in the Deferred Retirement Option Plan are not subject to Article 31, Longevity, but shall
receive Longevity in the manner described in Article 30, 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 A.1 of this Article, as follows:

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

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

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

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

ARTICLE 32
SENIORITY

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

Except as provided for under Article 27, Section B.1.(f) and B.2.(k), Leave of Absence, date of entry
into County full-time departmental employment will provide a seniority date.

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

An employee shall forfeit seniority rights for the following reasons:
1. 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.

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
hisfher employment has been terminated. In proper cases, an exception may be made by
the Employer.

4, He/she retires.

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

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

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

A seniority list for employees covered by this Agreement will be provided to the Unit Chairperson
once each year during the month of July,
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A.

Bargaining Unit members shall not accumulate bargaining unit seniority while assigned, transferred
or promoted outside the bargaining unit.

Superseniority:

1.

Notwithstanding their position on the seniority list, Stewards shall, in the event of a layoff,
not be transferred from their current elected shift and be continued at work as long as
there is work being performed which they have the ability to perform and shall be recalled
to work after the fayoff as soon as there is work being performed which they have the
ability to perform. Ability to perform shall be determined by the Employer based upon the
employees qualifications.

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

Departmental Seniority is defined as follows:

1

Departmental seniority for employees in the Juvenile Justice Center shall commence after an
employee successfully completes hisfher probationary period in the Department. Upon
successful completion of the probationary period, the employee's seniority will be retroactive
to date of full-time departmental employment. This departmental seniority will continue so
long as the employee remains within the same department. Employees promoted or
transferred to a different classification within the department will retain their departmental
seniority date, after completion of a trial or probationary period.

Full-time Departmental seniority date of hire will prevail for purposes of selection of Paid
Time Off, shift selection, bumping rights, layoff and recall rights within the department,
except where provided otherwise in this Agreement.

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

ARTICLE 33

LAYOFF AND RECALL

Layoff Procedure:

1

2.

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

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

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

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

a. He/she shall have seniority as required and as defined in Article 32, Seniority, of this
Agreement.

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

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

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

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

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

Employees selected pursuant to paragraph 5 who will then have seniority in the new
classification in accordance with the provisions of "seniority defined" as outlined in Article 32,
Seniority, of this Agreement. Such employees shall serve a ninety (90) day trial period, during
which time the Employer may terminate the employee. Such termination by the Employer
will not affect the former lay-off for seniority status of the employee.

B. Recall Procedure:

1.

When the working force is increased after a layoff, employees will be recalled according to
seniority as defined in Article 32, Seniority. Notice of recall shall be sent to the employee at
his/her last known address, as listed in his/her personnel file, located in the Human Resources
and Labor Relations Department, and sent by Certified Mail. If the affected employee fails
to report for work within ten (10) days from the date of mailing of notice of recall, his/her
employment shall be considered terminated. Extension will be granted solely by the
Employer, in its discretion, in proper cases.

36



2. Recall rights for laid off employees will be limited to the length of Union seniority, but in no
event shall exceed a period of two (2) years following date of such layoff. Upon the expiration
of the appropriate period, the Employer shall be under no further obligation to recall the laid
off employee and such employee shall forfeit his/her seniority.

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

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

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

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

ARTICLE 34

MILEAGE REIMBURSEMENT

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

Mileage reimbursement must be authorized in advance by the Department Head or designee and in
accordance with County and Department Paolicy.
ARTICLE 35
UNION BULLETIN BOARDS

A. The Employer will provide a bulletin board in the employee break room, which may be used by the
Union for posting notices of the following topics:

1. Notices of Union Meetings.
2, Natices of Union Elections and results of said Elections
3. Notices of recreational, educational and social events.
B. The bulletin board shall not be used by the Union for disseminating propaganda and among other

things, shall not be used by the Union for posting or distributing pamphlets pertaining to political
matters.
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ARTICLE 36

FLEXTBLE SPENDING ACCOUNT

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

ARTICLE 37

TERMINATION OR MODIFICATION

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

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

C. Notice of termination or modification shall be made in writing and shall be sent by Certified Mail or
other means, provided the Notice can be confirmed as sent. If said notice is made to the Union,
it shall be sent to POAM, 27056 Joy Road, Redford, MI 48239-1949; if said notice is made to the
County, it shall be sent to the Macomb County Director, Human Resources and Labor Refations, 6%
Floor, 1 South Main Street, Mount Clemens, Michigan, 48043; address changes shall be made
available to the other party, where applicable.

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

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

elected or appointed Macomb County official from fulfilling or carrying out the Statutory or Constitutional

duties of his/her office.
ARTICLE 38

UNIFORM ALLOWANCE

A. The employees will be provided the following credited amount annually to purchase uniforms with a
vendor as determined by the Employer:

Full time employees = $300.00

Part time substitute employees = $175.00
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1 Uniforms will be ordered by September 1t of each year.

2. The Director will provide options and seek input from the Union,
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IN WITNESS WHEREOF, the Employer and its Cffice of the County Executive, by its Director, Human
Resources and Labor Relations, and representatives of POAM, on behalf of its represented employees,
hereby cause this Agreement and Appendices to be executed.

FOR THE UNION: i FOR THE EMPLOYER:

Michael Geralcﬂusmess Agent Karlyn Semlow, pirector
POAM — J1C Human Resources and Labor Relations

Anthony Rumps, President
POAM - J1C

Ben Hatzas-Steward——
POAM - 11C

Dated: - g’?—b
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Appendix A — Wage and Increment Schedule

CLASSIFICATION

PAY GRADE

YOUTH SPECTALIST

E

YOUTH SPECIALIST SUBSTITUTE

PT-E




Appendix A — Wage and Increment Schedule

" 2026 PAY GRADES _(94"0/; increase from 2025) L

Stepl

Step 8

Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 _ Step 9 Step 10
A | $34,15552 | $35146.03 | $36,165.26 | $37,214.07 | $38,293.26 | $39,403.77 | $40,546.48 | $41,722.32 | $42,932.27 | $44.177.31
B | $37,571.07 | $38,660.63 | $39,781.80 | $40,935.46 | $42,122.59 | $43,344.15 | $44,601.13 | $45,894.57 | $47,225.51 | $48,595.04
C | $41,328.19 | $42,526.69 | $43,759.97 | $45,029.00 | $46,334.85 | $47,678.55 | $49,061.24 | $50,484.01 | $51,948.05 | $53,454.55
D | $45461.00 | $46,779.37 | $48,135.95 | $49,531.91 | $50,968.34 | $52,446.42 | $53,967.36 | $55532.41 | $57,142.85 | $58,800.00
E | $50,007.10 | $51,457.30 | $52,949.56 | $54,485.10 | $56,065.17 | $57,691.06 | $59,364.10 | $61,085.66 | $62,857.14 | $64,680.01
F | $55007.80 | $56,603.03 | $58244.52 | $59,933.61 | $61,671.69 | $63,460.17 | $65,300.50 | $67,104.22 | $69,142.85 | $71,147.99
G| $60,508.58 | $62,263.34 | $64,068.97 | $65,926.97 | $67,838.85 | $69,806.18 | $71,830.55 | $73,913.65 | $76,057.13 | $78,262.81
H| $66,559.45 | $68,480.67 | $70,475.88 | $72,519.67 | $74,622.74 | $76,786.80 | $79,013.60 | $81,305.02 | $83,662.86 | $86,089.08
I | $73,215.40 | $75,338.63 | $77,523.45 | $79,771.63 | $82,085.01 | $84,465.48 | $86,914.97 | $89,43551 | $92,029.14 | $94,697.99
7| $80,536.93 | $82,872.50 | $85,275.80 | $87,748.79 | $90,293.52 | $92,912.03 | $95606.48 | $98,379.06 | $101,232.05 | $104,167.78
K| $88590.62 | $91,159.74 | $93,803.39 | $96,523.68 | $99,322.87 | $102,203.23 | $105,167.12 | $108,216.96 | $111,355.25 | $114,584.57
L | $97,449.67 | $100,275.73 | $103,183.72 | $106,176.04 | $109,255.15 | $112,423.54 | $115,683.84 | $119,038.67 | $122,490.78 | $126,043.03
M | $107,194.65 | $110,303.29 | $113,502.10 | $116,793.65 | $120,180.67 | $123,665.91 | $127,252.22 | $130,942.52 | $134,739.86 | $138,647.32
N | $117,914.11 | $121,333.64 | $124,852.30 | $128,473.01 | $132,198.73 | $136,032.50 | $139,977.44 | $144,036.79 | $148,213.85 | $152,512.06
0 | $129,705.52 | $133,466.99 | $137,337.53 | $141,320.32 | $145418.60 | $149,635.74 | $153,975.17 | $158,440.47 | $163,035.24 | $167,763.26
_ PART TIME (2080) 2026 PAY 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
E | . $24.04188 |  $24.739081  $25.45652.|  426.19476 |  4$76.95441 | $27.736:09 | $2854043 | $29.368.10.) $30.21978 |  $31.09616.




Appendix A — Wage and Increment Schedule

2027 PAY GRADES (3% Increase from 2026)_

Step 9

~ Step 10

Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 ,
A $35,180.19 $36,200.41 $37,250.22 $38,330.49 | $39,442.06 | $40,585.88 | $41,762.87 | $42,973.99 $44,220.24 $45,502.63
B $38/608:20 | $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'
c $42,568.04 | $43,802.49 | $45,072.77 $46,379.87 $47,724.90 |  $49,108.91 $50,533.08 $51,998.53 $53,506.49 $55,058.19
D| $46,824.83 1 $48182.75| $49,580.03 | $51,017.87| $52497.39| $54,019.81 | $55586.38 | §57,198.38 | ¢58/857.14 | ' '$60,564.00-
E $51,507.31 $53,001.02 |  $54,538.05 $56,119.65 $57,747.13 | $59,421.79 | $61,145.02 | $62,918.23 $64,742.85 $66,620.41
F| $56/658.03°| -$58,301.12] $59,991.86°| $61,731.62| $63521.84] $65,363.98 |~ $67,259.52 | $69,210.05 | = $71,217.44| - $73/282.43
G $62,323.84 | $64,131.24 | $65,991.04 $67,904.78 $69,874.02 |  $71,900.37 | $73,985.47 | $76,131.06 $78,338.84 |  $80,610.69
H| $68556.23| $70,544.36| $72;590.16 | $74,695.26 | $76,861.42| $79,090.40 $81,384.01 | %83,74417| $86,172.75 | $88;671.75
1 $75,411.86 $77,598.79 |  $79,849.15 $82,164.78 $84,547.56 | $86,999.44 | $89,522.42 | $92,118.58 $94,790.01 $97,538.93
3| 98295304 | $8535868 | $87,83A.07. $90,38L.25 | §93,002.33 | $95,699.39 | $98,474.67 | $101,33043| §$104,26901 | $107,292.81
K| $91,248.34| $93,894.53 $96,617.49 $99,419.39 | $102,302.56 | $105,269.33 | $108,322.13 | $111,463.47 | $114,695.91 | $118,022.11
L | $100,373.16 | $103,284.007 $106,279:23 | $109,361.32 | $112,532:80:] $115,796:25| $119,154.36.| $122,609.83 | $126,165:50 | '$129;824.32.
M| $110410.49 | $113,612.39 | $116,907.16 | $120,297.46 | $123,786.09 | $127,375.80 | $131,069.79 | $134,870.80 | $138,782.06 | $142,806.74
N | $120,451.53| $124,973.65] $128,597.87 | $132,327.20 | $136,164.69] $140,113.48| $144,176.76 | $148,357,89 | $152,660.27 | $157,087.42
0| $133,596.69 | $137,471.00 | $141,457.66 | $145,559.93 | $149,781.16 | $154,124.81 | $158,594.43 | $163,193.68 | $167,926.30 | $172,796.16

. PART TIME (2080) 2027 PAY GRADES (3% increase from 2026 ,

Step 1 Step 2 Step 3 Step 4 Step b Step 6 Step 7 Step 8 Step 9 Step 10
E| 40476314 | 42548125 42622022 | - 426.98060 .  $27.76304 |. $78.56817 1  $29.39664 | 43024914  $31.12637 |  §32.02904




Appendix A — Wage and Increment Schedule

2028 PAY GRADES (3% increase from 2027)

Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9 Step 10
A $36,235.60 $37,286.42 $38,367.73 $39,480.40 |  $40,625.32 | $41,803.46 | $43,015.76 $44,263.21 $45,546.85 $46,867.71
B | -$39/859.15] $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
c $43,845.08 $45,116.56 $46,424.95 $47,771.27 |  $49,156.65 $50,582.18 |  $52,049.07 $53,558.49 $55,111.68 $56,709.94
D $48,229.57 |  $49,628.23 |  $51,067.43 $52,548.41 | $54,072.31| $55,640.40 $57,253.97 | $58,914.33 | $60;622.85 | $62,380:92
E $53,052.53 | $54,591.05 | $56,174.19 $57,803.24 | $59,479.54 | ¢$61,204.44 | $62,979.37 $64,805.78 |  $66,685.14 $68,619.02
F $58,357.77 |  $60,050.15 | $61,791.62 | $63,583.57 | $65,427.50 | $67,324.90 | 469,277.31 | $74286.35| $73;353.65 | $75;480:90 !
G $64,193.56 | $66,055.18 | $67,970.77 | $69,941.92 | $71,970.24 $74,057.38 | $76,205.03 [ $78,414.99 |  $80,689.01 $83,029.01
H| $70,612.92| $72,660.69| $74,767:86 | $76,936.12| $79,167.26 | = $81,463.11 $83,825.53 | $86,256.50 | $88,757.93| $91,331.90"
I $77,674.22 |  $79,926.75 | $82,244.62 $84,629.72 $87,083.99 [ $89,609.42 | $92,208.09 | $94,882.14 | $97,633.71 | $100,465.10
J $85,441.63 | $87,919:44 | $90;469.09 | 493,092.69'| $95,792.40 } $98,570.37 | $101,428:.91 | $104,370.34| $107,397:08. $110,511.59"
K $93,985.79 $96,711.37 |  $99,516.01 | $102,401.97 | $105,371.64 | $108,427.411 $111,571.79 | $114,807.37 | $118,136.79 | $121,562.77
L | $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-
M| $113,722.80 | $117,020.76 | $120,414.37 | $123,906.38 | $127,499.67 | $131,197.17 | $135,001.88 | $138,916.92 | $142,945.52 | $147,090.94
N | $125,095.08 | 4128,722.86 | $132,455.81 | $136,297.02| $140,249.63| $144;316,88 | $148,502:06 | $152,808.63 | $157,240/08 | $161,800.04
O $137,604.59 | $141,595.13 | $145,701.39 | $149,926.73 | $154,274.59 | $158,748.55 | $163,352.26 | $168,089.49 | $172,964.09 | $177,980.04

PART TIME (2080) 2028 PAY GRADES (3% increase from 2027
Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Step 7 Step 8 Step 9 Step 10
42550603 |  426.245/69 | . $27.00683 |  §27.79002 | 42850593 |  $29:42522 | _ 430027854 | $31.15661 |  432.06016 |  $32.98991
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Blue Care Network




BCN HMO Active Employees

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



CLSSLG
Macomb Co Employees - Hard Cap-Active/COBRA

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

E-!DJ HMO Active Employee:

Coverage for: All Plan Types Plan Type: TPA

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

Thls is onl:gr a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bcbsm.com or call 800-662-6667 .
For general definitions of common terms, such as.allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossary. You can view the Glossary at hitps.//www.healthcare.gov/sbe-glossary or call 800-662-6667 to request a copy.

Important Questions

.Why This Matters:

What is the overall deductible?

Answers: Member / Family

$0

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

Are there services covered
before you meet your deductible?

No

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

for this plan?

Are tpgre Oth.erm'bﬁ for No You don't have to meet deductibles for specific services.
specific services?

. s - The out-of-pocket limit is the most you could pay in a year for covered services. If you have
What is the out-of-pocket limit $6,350/$12,700 other family members in this plan, they have to meet their own out-of-pocket limits until the

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

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

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

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

Will you pay less if you use a
network provider?

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

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

Do you need a referral to see a
specialist?

Yes

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




BCN HMO Active Employees

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

What You Will Pay

Common . . Limitations, Exceptions, & Other Important
. Out-of-Network
Medical Event Services You Way Need Network Provider Provider Information
(You will paythe least) (You will pay the most) | ﬁ
Primary care visit to treat an injury or illness 1$20 copay/visit Not covered $20 copay for online visits.
Requires referral. No charge for allergy
injections, allergy office visit and testing /30
Specialist visit $30 copayivisit Not covered combined visits for spinal manipulations
If you visit a health care performed by a chiropractor or osteopathic
provider’s office or clinic physician
You may have to pay for services that aren't
, . o preventive. Ask your provider if the services
Preventive care/screening/immunization No charge Not covered you need are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, blood work) No charge Not covered May r equire preauthorization / No charge for
If you have a test lab services
Imaging (CT/PET scans, MRIs) No charge Not covered Requires preauthorization
Tier 1 - Mostly Generics $10 copay/30 days Not covered Preauthorization & step-therapy apply to select
If you need drugs to treat{r. o _ drugs.
your illness or condiition 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 sar 3 - Non- covered in full
coerace Is avalable at Tier 3 - Non-Preferred Brand $50 copay/30 days Not covered 90 day mail order and retail copays are 2 the
www.bcbsm.com/customdr standard retail copays.
ualist i i
nam Specialty drugs Zgﬁd copays listed above Not covered Limited to a 30 day supply
May require preauthorization/50% coinsurance
If vou have outpatient  |Facility fee (e.g., ambulatory surgery center) |No charge Not covered for TMJ, orthognathic surgery, reduction
y P
surgery mammoplasty, male mastectomy
Physician/surgeon fees No charge Not covered See "Qutpatient surgery facility fee"




‘Common
Medical Event

BCN HMO Active Employees

Services You May Neéd

What You Will Pay

~ Network Provider
(You will pay the least)

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

| Limitations, Exgeptions, & Other Important

Information

If you need help
recovering or have other
special health needs

Emergency room care $100 copay/visit $100 copay/visit Copay waived if admitted
If you need immediate : . Non-emergent transport is covered when
medical attention Emergency medical transportation No charge No charge preauthorized
Urgent care $30 copay/visit $30 copay/visit None
Preauthorization is required. 50% coinsurance
If you have a hospital  |Facility fee (e.g., hospital room) No charge Not covered for TMJ, orthognathic surgery, reduction
stay mammoplasty, male mastectomy
Physician/surgeon fee No charge Not covered See "Hospital Stay surgery facility fee"
If you need mental Outpatient services No Charge Not.covered \Preauthorization is required
health, behavioral health,
or substance use Inpatient services No Charge Not covered Preauthorization is required
disorder services
- 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
Home health care $30 copay/visit Not covered sffeurﬁs preauthorization. Custodial care Rot
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.

ABA - $20 copay per visit,

PT/OT/ST for autism spectrum disorder has

Habilitation services E’?r? Oc%gsa_ry per visit for Not covered unlimited visits. Requires preauthorization.

Skilled nursing care No charge Not covered Requires preauthorization/Limited to 730 days
Requires preauthorization and must be

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

|
Out-of-Network Limitations, Exceptions, & Other Important

Common |Services You May Need Network Provider

'MedicaIEvent' | (You wil pay the leash) Provider Information
pay {You will pay the most) '
. , |Inpatient care requires preauthorization.
_ Hogpice services No charge Not covered Housekeeping and custodial care not covered.
. Children’s eye exam Not covered Not covered Contact benefit administrator for coverage.
IFyourchildneeds oy oS glasses ~ |Not covered ~ |Not covered Contact benefit administrator f '
dental or éye care |Children’s glasses ot covere ot covere |Contact benefit administrator for coverage.
Children’s dental check-up Not covered Not covered Contact benefit administrator for coverage.




BCN HMO Active Employees

Excluded Services & Other Covered Services:

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

» Acupuncture (if prescribed for rehabilitation o Long-term care ¢ Routine eye care (Adult)

purposes) « Non-emergency care when fraveling outside the e  Routine foot care

» Cosmetic surgery us. e Weight loss programs

» Dental Care (Adult) e Private-duty nursing
o FElective Abortion

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

e Bariatric surgery + Infertility freatment

o Chiropractic care » Hearing Aid

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

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

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



BCN HMO Active Employees

Your Rights to Continue Coverage:

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

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information about
your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal or a
grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact : Blue Care Network, Appeals and Grievance Unit, MC C248,
P.0. Box 284,Southfield, M1 48086 or fax. 1-866-522-7345, For state of Michigan assistance contact the Department of Insurance and Financial Services, Office of General
Counsel-Appeals Section, 530 W. Allegan Street, 7t Floor, P. O. Box 30220, Lansing, MI 48908-7720, http./iwww.michigan.govidifs; call 1-877-999-6442 or fax: 517-284-
8838.

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

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

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

Does this Plan Meet the Minimum Value Standard? Yes

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

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




About these Coverage Examples:

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

Peg is Having a Baby

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

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

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

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

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

Managing Joe’s Type 2 Diabetes

(a year of routing in-hetwork care of
a well-controlled condition)

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

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia's Simple Fracture

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

M The plan’s 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 medicaf
supplies)

Diagnostic tests (x-ray)

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

| Total Example Cost | $12,7001 | Total Example Cost L $7.400]
In this example, Peg would pay: In this example, Joe would pay:
Cost Sharing Cost Sharing
Deductibles $0 Deductibles 30
Copayments $70 Copayments $800
Coinsurance 30 Coinsurance 30
What isn't covered o - What isn’t covered
Limits or exclusions $60 Limits or exclusions $60
| The total Peg would pay is 1§30 [ The total Joe would pay is - $860 |

[ Total Example Cost _ | $1,900]
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $200
Coinsurance $0
~ Whatisn't covered o
Limits or exclusions $0
| The total Mia would payis —$200 |
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ADDENDUM — LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

Wa.speak yourlanguage
If you, or sarmeenéyou're helping, needs assistance, you
have the right to get help and information in your
language at no.cost. To talkto an interpreter, call the
Custoniér‘Service number on the back:-of your card, or
B77-469-2583, TFY: 711if youareénot alrezdy a member.
Si ustéd, .6 alguien.a quien usted estd ayudandg, necesita
asistencia; tiena. derecho a.obtenerayuda.e irformacion
en-su idioma sin.costo alguno. Para hablar con:un
intérprete, llame-al nirmerd telefénico de Servicio.al
cliente, que'aparece en la parte trasera de su tarjeta, o
877-469-25B3, TTY: 711 51 usted todavia no.esun
miembra:
u:n.“{.l.uli nu'w&;.;a_bl.m J:‘ us:n..a_,lguiu.ls [
m&u!apdmhﬁ)lﬂiubduldnx@lén d,._u.“
_’l d'éﬁu‘)é.i-‘;c-_lp_,dfam :'uua“ny;_,.a.l “;Ju‘_,__‘h_u;_ﬂ
(Jmalls 18550 165 113 .877-469-2583 TTY:711 S

mBRE RESEERMONS. FEGE, SHEETN
RRLENFEFANBNNA. EER—UARR.
RRECHEEHNZEFRAERE  DRSEFEEER
. HERTREE 877-469-2583, TTY: 711,
-c(f\-ué: B PR .___‘uk\n-;:uqu e ,.'Lﬁ 2 ita g ahord e
rehaad scpo reRiiG « Shalois ARand cmnm.{ aa\.u':(
ds ..__éin"rﬁ:i\.& 1&\:» s ml r{h:nwmn\ rﬁnﬂﬂ G n:uu.r.‘:n
a:..a.uh&: =4 .‘.-_ t{ur(:, v{iu’:n u&dh
n!tu!l A e 877-469-2583 TTY'71 1
NEu quy Vi, hay. ngudri ma'quy vi dang giip d&, ¢an trg
giap, quy vi s& cd quyén durg'c gilip va o thém thdng tin
bngngan nglr.clia minh mién phi, D& néi chuyén véi it
théng dich vién, xIn gol.s6°Dich vu Khich hiang & mit sau
thé cia.quy vi, hojc 877-469-2583, TTY: 711 ndu-quy vi
chura phai 2 mét thanhvién. '

.ré.';b:lm

Nése ju, ose-dikush qé po ndihmoni, ka nevojé par
.aslstencd, keni t& drejté té:mefmi ndihmé dhe informacion
falas n&'gjuhén.tua]. PEF té foludr me nj& pérkthyes,
telefononi numrin.e'Shérbimit t& Kllentit n& anén e pasme
té kartés tua); ose 877-469-2583, TTY: 711 nése-nuk jeni
ende nj& anétar.

ob8t F 5H-E = Aok S0 Y= MR 1”0l
E5CH, Aot =8 B2 S 6ie Qo2 HiE

sot gl 92 4 9l WelTt AL SEMS
[H3H5H2 B A ahel SHE BI0] gl D2 AJHIA

s 2 JetatHLt, 0101 31”01 o H
877-469.2583, TTY: 7112 HESI& Al 2.

T AT, T AT PG 5T TR, T
ABATT FRETH ST TR | (FIA] I (ISR T
FRIFo; AIE - TIGH CTREH (O] AR MRS E(E
A PHAAT §77-469:2583, TTY: 711 UfW RSTIET S
WP o7 T |

Jedli Ty lub, osoba, ktdrej pomagasz, potrzebujecie pomacy,
masz prawo do uzyskanla bezptatnej informacji i pomocy

we wiasnym jezyku. Aby porozmawiac z tumaczem,
zadzwoit pod numer dziatu sbstugi klienta, wskazanym-na

.odwrocie Twojejkarty lub pod numer 877:469-2583,

TTY: 711, jezeli jeszcze-nie.masz cztonkostwa.

Falls:Sfe oder jemand; dem Sie helfen, Unterstitzung
bendtigt, haben Sie das Recht, kostenlose Hilfe und
Infermationen In threr Sprache zZu.erhalten, Um mit.efnem
Dolmetscher zu-sprechen, rufen Sfe bitte die Nummer des
Kundendienstes auf der Rilckseite hrer Karte an oder
877-469-2584, TTY: 711, wenn Sie noch kein Mitglied sind.

Se tuoqualcuno-che stai-alutando avete bisogno di
assistenza, hai'll difitto.di ottenere aluto @ informazioni
nellatualingua gratuitamente. Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numerc
Indicato.sul retra della tua scheda o chiamail
877-469-2583, TTY: 711 se non-sel ancora membro.

CHEAME EFREBEROSGOBYOHFTEREEBE
LEMBZACTHRANTEWELEL, CHREOEE
THH—b
cEET, SR YELA, BREGESHEE
BRBEHLON— FOEGICRBE DX ZT—4
—EROBERE (A v i—THWAIE

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

Ecnm an 507H TEOY, KOTOPOMY BEI HOMOTdeTe, HyEHI
TIONMOIE, TO B HifeeTe Ipaso Ha-GecriaaTHoe DOJTyHEHHE
TIOMOTIH i HERQOPMAINE H3 BAITEM SIEEE. Has pasroBOpPaE
¢ IepeBOIHKOM NOIBCEETE Ho HOMepY TemedoRa oTaena
OOCIyAHBINHA KAACHIOB, YEA3IHOMY Ba 05paTHON
CTOPOHE BANTeR KAPTEL HITH IO HOMEPY
877-469-2583, TTY: 711, ec y BaC HETWICHCTSA.

ERFY. @REAFLEYTAIEAC

Ukoliko Vrama: ili nekome kome Vi pomaiete treba:pomod;
imate pravo'da besplatrio dobijete pomoc informacijena
$vom jeziku, Da’ biste razgovardlisa prevodlocem, pozovite
bro] korisniZke sluZbe sa zadnje:: strane kartice ili
877-469-2583, TTY: 711.ako vec niste clan.

Kung Tkaw, o.ang iyong tinutulungan,-ay nangangailangan
ng tulong, may karapatarvka na-makakuha ng tulong at
imporimasyen sa’Tyong wika ng watang gastos. Upang.
makausap ang isang tagasalin, tumawag sa numero ng
Customer. Ser\nce sa.likod ngiyong tarheta,

] 877-459—2583 TTY: 711 kung-ikaw ay hinidi pa isang
miyembro.

Important disclosure

Blue Cross BIia Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate-on the basis of:-race,.color, national origin,
age, disability, or sex. Blue'Cross Blue Shield of Michigan
énd.Blué‘Care‘Neﬁt'wor‘k;p"ijodi'de'free auxiliary aids.and
services to people with:disabilities to communlcate
effectively with us, such as:qualified sign language
interpreters and information in other- formats. If you need
these services, call the Customer Service number-an.the
back of your-card, or-877-469-2583, TT¥: 711 if you are'not-
already a member. If you believe that Blue Cross:Blue
Shield of Michigan-or Blue Care Netwerk-has failed to
provide services.or discriminated in another way on the
basis'of race, color, national origin, age, disability, or.sex,
you ¢an file a grievance.in: person, by mail, fax, or amail
with: Office of Civil Rights Coordinator,

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

email: CiviiRights@bcbsm.com. If you need help filing a
grievanes, thia Office of Civil-Rights Coordinator is:available
tu help you.

You can alsofile a civil rights cumplamt mth the'u.s.
Department of Health & Human Services Offlce far Civil
Rights electronically through the Office faor Civil Rights
Complaint Portal avatlable at
hittps:/focrportel.hhs,doviacr/fortal/lobby f5f, or by mail,
phone, or email at: U.5. Department of Health & Human
Services, 200 Independence Ave, S.\W,, Washmgton, D.C.
20201, phone: 800 358—1015 TTDY 800-537-7697 ematf'
OCRComglamt@hhs gov, Cornplamt formsare, avallable at
lhtt www. hhs,qovioer/office/file/index.hit
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Blue Cross Blue Shield

Community Blue PPO ASC




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

coverage not administered by 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

Community Blue®¥ PPO ASC

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

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

 ferms see the Glossary. You can view the Glossary at hitps:/fwww.healthc

’ Out-of-Network

:Irhbortant Questions

-

What is the overall deductible?

Answers
" In-Network

$1,500 Individual/
$3,000 Family

$3,000 Individual/
$6,000 Family

are.gov/sbe-glossary or call the number on the back of your BCBSM D card to requestacopy.

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
you meet your deductible?

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

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

Are there other deductibies 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)

$6,350 Individualf
$12,700 Family

$12,700 Individual/
$25,400 Family

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

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

Premiums, balance-billing charges, any

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

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

Will you pay less if you use a
network provider?

Yes. See www.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 providers 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
Ispecialist?

No.

You can see the specialist you choose without a referral.

Group Number 007000448-0033

SBC000022122968 20f9




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

”Co‘mmon Medical Event

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

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

{Primary care visit fo treat

What You Will Pay

$40 copay/office visit;

Out-of-Network Provider
~(You will pay the mQS-)

Limitations, Exceptions, & Other Important
Information .

o
|an injury or illness deductible does not apply 0% colnsurance None

Specialist visit gggscﬁg?;gﬁ;t ; deductible 40% coinsurance None

Preventive care/ You may have to pay for services that aren't
screening/ No Charge; deductible does Not covered preventive. Ask your provider if the services
”—g]mmunization not apply needed are preventive. Then check what your plan

will pay for.

Diagnostic test {x-ray,

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

deductible does not apply)

apply

Preferred brand-name
drugs

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

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

blood work) 20% coinsurance 40% coinsurance None
If you have a test -
:\TF?E.;)”Q (CT/PET scans, 20% coinsurance 40% coinsurance May require prior authorization
$7copay/prescription for retail
Generic or select 30-Dap;( Zu%ply $$ 4 Lnd-([;li‘tai(t)vr‘::{ zg—%?—i% tﬂ;sasgrove d
prescribed over-the- copay/prescription for retail or amount: deductible does not
counter drugs mail order 90-day supply S—

Prior authorization, step therapy and quantity limits

Nonpreferred brand-name
drugs

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

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

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

If you have outpatient
surgery

|Facility fee (e.q.,

ambulatory surgery

center)

20% coinsurance

40% coinsurance

None
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Physician/surgeon fees

20% coinsurance

40% coinsurance

None

If you need immediate
medical attention

Emerqency rogm care

$250 copay/visit; deductible

does not apply

$250 copay/visit; deducfible does

Copay waived if admitted or for an accidental

not apply

injury.

Emergency medical

transportation

20% coinsurance

20% coinsurance

Mileage limits apply

{Urgent care

$40 copay/visit; deductible
does not apply

40% coinsurance

None

{Facility fee (e.g., hospital

20% coinsurance

40% coinsurance

Prior authorization is required

If you have a hospital stay :room)
Physician/surgeon fee  |20% coinsurance 40% coinsurance None
If you need behavioral : . . . 20% Qw 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 seting
health and substance use substance use disorder P
disorder) |Inpatient services 20% coinsurance 40% coinsurance Prior authorization is required.
Prenatal: No Charge; Maternity care may include tests and services
o ' . described elsewhere in the SBC (i.e. ultrasound)
. 0
|Office visits % ggeéhn; BZPPIV Eg::;?;l_tlgoa%e and depending on the type of services cost share
: de ductiblé does not ahply ' E— may apply. Cost sharing does not apply for

If you are pregnant

preventive services.

Childbirth/delivery
professional services

20% coinsurance

40% coinsurance

None

| Childbirth/delivery facility

services

20% coinsurance

40% coinsurance

None

If you rieéd help recovering
or have other special health
needs.

Home health care

20% coinsurance

20% coinsurance

Physiciah certification réduired.

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 In-Network Provider
(You will paythe least)

Habilitation services

What You Will Pay

$40 copay/office visit;
deductible does not apply for
Applied Behavior Analysis;
20% coinsurance for Physical,
Speech and Occupational
Therapy

Qut-of-Network Provider

(You will pay the most)

40% coinsurance for Applied
Behavior Analysis; 40%

coinsurance for Physical, Speech

and Occupational

Limitations, Exceplions, & Other Important
Information

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

Skilled nursing care

20% coinsurance

20% coinsurance

Prior authorization is required. Limited to 120 days

per member per calendar year

Durable medical

20% coinsurance

20% coinsurance

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

If your child neéds dental or
eye care

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

equipment required.

. , No Charge; deductible does  |No Charge; deductible does not - o . e
Hospice services not apply apply —_— Physician certification required. Visit limits apply.
Children’s eye exam Not covered Not covered None
Children’s glasses Not covered Not covered None
Children’s dental check- |\t covered INot 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 freatment » Routine foot care
» Cosmetic surgery e Long term care o Weight loss programs
» Dental care (Adult) o Routine eye care (Adult)

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

o Bariatric surgery e (Coverage provided outside the United Stafes. » Non-emergency care when traveling outside the U.S

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

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

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a deniai 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 Biue 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 Instrance Consumer Assistance Program (HICAP) Department of
Insurance and Financial Services, P. O. Box 30220, Lansing, Ml 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 Markefplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes

If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
(IMPORTANT: Blue Cross Blue Shield of Michigan is assuming that your coverage provides for all Essential Health Benefit (EHB) categories as defined by the State of

Michigan. The minimum value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage
of specific EHB categories, for example prescription drugs, through another carrier.)

Language Access Services: See Addendum

To see examples of how this plan might cover cosis 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-natat care
and a hospital delivery)

B The plan’s overall deductible

$1,500
W Specialist copayment $40
W Hospital (facility) coinsurance 20%
M Other coinsurance 20%

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

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

Managing Joe's Type 2 Diabetes

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

M The plan’s overall deductible $1,500
W Specialist copayment $40
W 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)

| Total Example Cost | $12,700 | | Total Example Cost | $5600]
In this example, Peg would pay: In this example, Joe would pay:
Cost Sharing Cost Sharing
Deductibles $1,500 Deductibles $3800
Copayments $0 _Copayments $200
Coinsurance $1,700 Coinsurance $0
What isn’t covered What isn't covered
Limits or exclusions $60 Limits or exclusions $20
| The total Peg would pay is $3,260 | | The total Joe would pay is $1,120 |

Mia’s Simple Fracture

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

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

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

Diagnostic tests (x-ray)

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

| Total Example Cost ] | $2,800]
In this example, Mia would pay:
Cost Sharing
Deductibles $1,500
Copayments $80
Coinsurance $70
What isn't covered
Limits or exclusions $0
| 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. Bof9



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 infoermation In your
language at no cost, To talk to an interpreter, call the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 if you are not already a member.

Si usted, o alguien a quien usted estd ayudando, necesita
asistencia, tiene-derecho a obtener ayuda e informacién
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al nimero telefénico de Servicio al
cliente, que aparece en la parte trasera de su tarjets, o
877-469-2583, TTY: 711 si usted todavia no esun
miembro.
oad el Gaeluddatageacls jal i i vl g 1)
A 1y o Wby A 5 geall e ol y3e Luddl e §geaalt
IR JET C I BTG JENCT
il 1€ 5 55119 (B877-469-2583 TTY:711 S
WRE, FIEEEFERRIMHES. HERE, SHIER
SRLUENBIEBIINDNE, Zan—aERA,
HNEEN-ERENEFRERIE | MRETEGR
. THRTEE 877-469-2583, TTY: 711,
s B o oM popm +  Shgiqedhy w288 A a0 G re SR L rt
refulaaha reRiid o ahalagy Rand L sl A
Lo Sin ordlsan im0 a i refonisod) oty oAa L analils
¥~ ondahoy of 25 13 ofrds vdiiop L Goall
i wotul o e 877-469-2583 TTY:741
Né&u quy vi, hay ngu&i ma quy vi dang giap 4§, ¢an trg
glup, quy v| sé cd quyén dugc gilip va c6 thém théng tin
bang ngén ngl ca minh mién phl. D& ndi chuyén vél mat
théng dich vién, xin goi s§ Dich vu Khach hang & mjt sau
thé cla quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chura phai 12 mat thanh vién,
Nése ju, ose dikush qé po ndihmoni, ka nevojé pér

asistence, keni té drejté t& mermi ndihmé dhe informacion.

falas n& gjuh&n tuaj. Pér té folur me njé pérkthyes,
telefononl numrin e Shé&rbimit té Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende nj& anétar.

Qiet Y5t E= Ak S0 QU= AlE0] IR0

B gsiCiH, Fishe S8 E28 Aol o2 i
RO o0 ¥ 4 ol RARJ ASLICH BRMG
CHElate ™ Fotel St Se)] 9= DM K-~
B3 2 AM3HEIHLE 0[Ol 3IK0| Ol S
8774692583, TTY: 7118 HEI§Ial Al 2.

A ST, T TS FIEA A9 TR, RES

S T, ST AP S FRAPey STy 8 By
TRIT AL TPAE TER | P AT (TR T
TY A0S, ST BT (&= (7371 A15F TaHel FaE
%] $ 4 877-469-2583, TTY: 711 If%i RGHES I
ST A T 4T |

Jedli Ty lub osoba, ktérej pomagasz, potrzebujecie pormocy,
masz prawo do uzyskania bezptatne] Informacji | pomocy
we whasnym jezyku. Aby porozmawiac z ttumaczem,
zadzwori pod numer dziatu obstugi klienta, wskazanym na
odwrocie Twojej karty lub.pod numer 877-469-2583,

TTY: 711, jezeli jeszcze nie-masz czionkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstitzung
bendtigt, haben Sie das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache zu erhalten. Um mit einem
Do!metscher zu sprechen, rufen Sie bitte die Nummer des
Kundendlenstes auf der Riickseite Ihrer Karte an oder
877-465-2583, TTY: 711, wenn Sie noch kein Mitglied sind.

Se tu o qualcuno che stal alutando avete bisogno di
assistenza, hai il diritto di ottenere aiuto e informazioni
nella tua lingua gratuitamente. Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numero
Indicato sul.retro della tua scheda o chiamail
877-469-2583, TTY: 711 se non sei ancora membra,

CEME, FEEBTBHROSOEY OFTXEEHE
EEhAATORMAZELELES, CREODER
THIHR— bEZRIY. fEAFLEYTAZ &M
TEET. HEEMMYEEA, BRESESL 3G
SRBEFLHOH—-FOBRFEIIRREREHARAET—Y
—ERADBEEES (A 2/ —THELER

8774692583, TIY: 1) £ THBIE (&L,

Ecom BaM HITH THDY, KOTOPOMY BEI IOMOraeTe, HyAHa
TIOMOIIE, TO BRI HMeeTe IPaeo Ha GeCIUaThoe MOy CHHS
IIOMOITH H Kmbopmm Ha BameM AIBIKE, JIIU[ pa3rosopa
C NEPEBOTIHKOM IIOIBOHHETE 110 HOMEDY ':ened)ona OTAella

O0CIYARRARNE KIHCHTON, YEA3AHHOMY Ha 0OpaTHOR
CTOpORe Bamlell KapTEL, HIH 00 HOMEDY
877-469-2583, TTY: 711, ecorH y Bac HeT WIeHCTBA,

Ukoliko vama ill nekome kome Vi pomaiete treba. pomog,
imate pravo da besplatno dobijete pomac i informacije na

svom jeziku. Da biste razgovarali sa prevediocem, poiovite

broj korisnicke sluZbe 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 lyong wika ng walang gastos. Upang
makausap ang Isang tagasalin, tumawag sa numero ng
Customer Service sa likod ng.iyong tarheta,

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

Important disclosure

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

600 E. Lafayette Blvd., MC 1302, Detroit, 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/portal/lobby.jsf, or by mail,
phone, or ematt at: U.S. Department of Health & Human
Services, 200 independence Ave, S.W., Washington, D.C,
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
OCRComplaint@hhs.gov. Complaint forms are available at

http:/fwww.hhs. qoviocr/office/fife/index.html.
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Blue Cross Blue Shield

Simply Blue PPO HSA ASC with Rx

(High Deductible Health Plan)




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



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

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

A The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services, NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bcbsm.com or call the number on the back
of your BCBSM ID card. For general definitions of common terms; such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
' terms see the Glossary You can view the Glossary at https:/www. healthcare. qovfsbc-qlossarv or. call the number on the back of your BCBSM ID card to requestacopy.

Answers
Important Questions Why this Matters:

In-Network Qut-of-Network

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

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

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

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

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

}-\re there other deductibles for  |No.
specific services?

What is the out-of-pocket limit for _

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

Premiums, balance-billing charges, any

What is _no.t included in the out-of- pharmacy penalty and health care this Even though you pay these expenses, they don't count toward the out-of-packet limit.
pocket limit? :
iplan doesn't cover.

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

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

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

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

Do you need a referral to see a No

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

Group Number 007000448-0066 SBC000022122958 20f9



! A All copavment and coinsurance costs shown in this chart are after your deductible has been met, 1f a deductible applies.

Services You May

What You Will Pay

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

Limitations, Exceptions, & Other Important

iCommOn Medical Event

- In-Network Provider
{You will pay the least)

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

supply)

Preferred brand-
name drugs

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

$40 copay/prescription for retail 30-

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

Need Information
Primary care visit to
treat an injury or No Charge 20% coinsurance None
fliness
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 preventive. Ask your provider if the services
%ﬁeuﬁ;_;—g:ion No Charge Not covered needed are preventive. Then check what your plan
‘ will pay for.
Diggnosfic test (x-ay, |y, Charge 20% coinsurance None
blood work)
If you have a test maging (CTPET
sT:g;n%\A(Rls) No Charge 20% coinsurance May require prior authorization
Generic or select $10 copaylprescription for ret.a|I.30- In-Network copay plus an
. Day supply $20 copay/prescription " o
prescribed over-the- . ; additional 20% coinsurance of
o for retail or mail order 90-day
If you need drugs to treat |counter drugs the approved amount)

Prior authorization, step therapy and quantity limits

Nonpreferred brand-
name drugs

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

$80 copay/prescription for retail 30-

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

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

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

What You Will Pay

In-Network Provider

Limitations, Exceptions, & Other Important

Out-of-Network Provider f .
{You will pay the least) (You will pay the most) Information
Eg::rqency 100m No Charge No Charge None
if you need immediate - .
medical attention E;tzrq%gor:edlcal No Charge No Charge Mileage limits apply
Urgent care No Charge 20% coinsurance None
: Eggg}glffgo(;')g” No Charge 20% coinsurance Prior authorization is required
If you have a hospital stay Physioian
feeysmtan SUrgeon  Ing 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
Egigarilt. :’ 0 IC harge; deductible Prenatal: 20% coinsurance described elsewhere in the SBC {i.e. ultrasound)
Office visits PRIy L el and depending on the type of services cost share

If you are pregnant

Postnatal: No Charge; deductible
does not apply

Postnatal: 20% coinsurance

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

Childbirth/delivery

If you need help recovering
or have other special health
needs

professional services No Charge 20% coinsurance None

f(;zlilltijtglgggiig\;ew No Charge 20% goinsurance None

Home healthcare  No Charge No Charge Preauthorization is required

Rehabilitation Physical, Speech and Occupational Therapy is
No Charge 20% coinsurance limited to & combined maximum of 30 visits per

services

member, per calendar year.

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
QOccupational 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

Prior authorization is required. Limited to 80 days

No Charge

per member per calendar year
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What You Will Pay

' " i —— e ————— |imitations, Exceptions, Important
Common M?dlcal Event ﬁzlévdlces You May | In-Network Provider Out-of-Network ProwderA’ imitations xﬁﬁfolr?:::tig‘nomer mportan

{(You will pay the least) (You will pay the most)
Durable medical ‘ | Excludes bath, exercise and deluxe equipment
TS No Charge No Charge and comfort and convenience items. Prescription
equipment ‘ .
- required.
|Hospice services No Charge No Charge Preauthorization is required visit limits apply
If your child_ néeds dehté[ or{Children’s eye exam [Not covered Not coveréd ' None
eye care _. - o,
For mofe information on Children’s glasses th covered - Not covered None
pediatric vision or dental, _
contact your plan Children’s dental _
adminisirator check-up Not covered Not covered None
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Excluded Services & Other Covered Services:

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

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

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

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

See http://provider.bebs.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 1-868-444-3272 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.cciio.cms.gov or by
calling the number on the back of your BCBSM ID card. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health [hsurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-25986,

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

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

Does this plan provide Minimum Essential Coverage? Yes

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

Does this plan meet Minimum Value Standards? Yes

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

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

Language Access Services: See Addendum

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

This is not a cost estimator. 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 informationto compare the portion of costs you might pay under different

e .

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

Peg is Having a Baby
{9 months of in-network pre-natal care
and a hospital delivery)

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

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

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

Managing Joe’s Type 2 Diabetes

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

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

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

Diagnostic tests (blood work}

Prescription drugs

Durable medical equipment (glucose mefer)

| Total Example Cost | $12,700 | | 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 80 Copayments $0
Coinsurance $0 Coinsurance $0
What isn’f 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}

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

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

Diagnostic tests {x-ray)

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

| Total Example Cost ' | $2,800 |
In this example, Mia would pay:
Cost Sharing
Deductibles _ $2,000
Copayments $0
Coinsurance $0
What isn't covered
Limits or exclusions $0
| The total Mia would pay is $2,000

If you are also covered by an account-type pian such as an integrated health fiexible 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. B8of9



-ADDENDUM — LANGUAGE ACCESS
seches_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..

5i usted, o alguien a quien usted estd ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacién
"en-su idioma sin costo alguno. Para hablar con un
intérprete, llame al nimero telefénico de Servicio al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
Nl Saetid dokayasela il pads siedl e 1y
ARG oy dtialydy )y gazall e glaally Soc bl o ¢ pandt
LR ;,,.‘_,.n e DUA [ DECSS-JUFS DR RN Pl JLATG |
iy 1€ fina 81115} (87 7-469-2583 TTY:711 5.0
R, REEEERMMHIR, BERE. THERH
AREHSEFIRHHNAR. ERN—-UBRA.
WBRECSHENTINEFRERE - 1R EETERA
. BEREEE 877469-2583, TTY: 711,
vt Hiich ._‘nh.. popc ¢ o dhoiaadiy ~ha _.iﬁ W o .___63\»-"{
reRoulyado Riic .___nhul:uu rhandg . o ol —okuwy
.\:,..,___a-\n ‘rﬂm\‘ﬁ\m s ek r(S:nm:nl rﬁau% iy c\:\.n.ul:
t-_‘_mmhaarf ..u.\a.rﬁ,r(atﬁ;m nsdh
&R wodad i | o BT7-469-2583 TTY: 711
Néu quy vi, hay ngudi ma quy vi dang gilip d&, ¢an trg
gitp, quy vi s& cé quyen dwrgc gilip va cb thém théng tin
bing ngdn ng ctia minh mién phi. D& ndi chuyén vol mgt
‘théng dich vién, xin goi s6 Dich vu Khach hang & mit sau
thé cla quy vi, hodc 877-469-2583, TTV: 711 néu quy vi
chua phal 12 mdt thanh vién.
Nése ju, ose dikush g& po ndihmoni, ka nevejé pér

asistencé, keni té drejté t& mermii ndihmé dhe informacion:

falas né& gjuh&n tuaj, Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit té& Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jen!
ende njé anétar.

ool 248t E= A3 EX A= AHROI [0
2ot A= =83 28 7ste] do2 Hi=
Fo g0 2E 4 s LD ASLICEL BEMY
Ciztetei o A akel 3tE S ol = 02 Hbl
Ha2 AM3lsiAL, olol S0l ok B
§77-469-2583, TTY: 7112 HE&lAA 2.

TfE; AR, T AR T -5 PIET, ST
AT T, ST TS S AR TR 8 o3
TAIF ST AT T FIA] AT (TSI Ty
T IS, T FIGH (TR (OTT TS FRST 75
T FF 41 §77-469-2583, TTY: 711 1 Sy ok
STy A1 5 W@ |

Jesli Ty lub osoba, ktérej pomagasz, potrzebujecte pomocy,
masz prawo do uzyskania bezplatnej infarmacji.l pomocy
we wiasnym Jezyku. Aby porozmawiac z tumaczem,
zadzwori pod numer dziatu obstugi klienta, wskazanym na
odwrocle Twojej karty lub pod numer 877-469-2583,

TTY: 711, jezeli jeszcze nie masz czlonkostwa.

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

Se tu-o qualcuno che stal aiutando avete bisogno di
assistenza, hal il diritto di ottenere aiuto e informaziont
nella tua [ingua gratuitamente. Per parlare con uh
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.

CHEAE, EEIBEHOSGOEYOATXEBERE
EEhASFCIHMMNZTVNELESLS, CHREZDBKE
THHR— b EZHY. FHREAFLEYT IO LS
TEFET., HEFhhYEEA, BREBESHDIE
AEERSON—FOERIIRREALAR ST Y
—EFAOBEBES (A 1i—ThivEIT

8774692583, TTY: 7)) FTHBEE(HEE

Ecmit BaM W TEITY, KOTOPOMY BBI IIOMOIaeTe, HyAHa
OOMOINb, TO BEI INEeTe IIPaBO HA GecnaTHOe TIQITYICHHC
noMOITH M HHGOPMAITHH HA BaileM S351Ke. J{na pasrosopa
C IICPCROTHHEOM I0IBOHHTIE IO HOMEDY TCJI:Q)OH:! oTALaa

06CTyANBaNAY KIHEHTOB, YEa3aHHoMy Ha ofpatiofl
CTOpOHE Batteff KAPTEL HIH MO HOMEPY
877-469-2583, TTY: 711, ecm ¥ BaC HeT *UICECTEA.

Ukoliko Vama ili nekome keme Vi pomaZete treba pomoc,
imate pravo da besplatno dobijete pomo< i informacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
broj korisniZke slufbe sa zadnje strane kartice ili
§77-469-2583, TTY: 711 ako ved niste &lan.

Kung ikaw, ¢ ang Iyeng 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 5a numero ng
Customner Service sa Hkod ng.iyong tarheta,

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

Important disclosure

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

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

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

You can also file a civil rights complaint with-the U.S.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal avaiiable at
https:/focrportal.hhs.gov/ocr/portalffobby.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: 800-537-7637, email:
OCRComplaint@hhs.gov;. Complaint forms are available at
http://www.hhs.goviocr/office/fitef/index.htmi.
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Classification
Prosecuting Attorney
Chief Assistant Prosecuting Attorney
Senior Assistant Prosecuting Attorney
Assistant Prosecuting Attorney
Court Clerk ll]
Court Clerk Ili - PT
Victim Rights Coordinator
Adminjstrative Services Supervisor
Victim Rights Investigator
Investigator

Total Staff

Staff #
1
1
10

5 (3filled)
10

I EA A

Minimum Pay Maximum Pay

$156,988.00
$107,149.00 $141,002.00
$99,006.00 $130,363.00
$81,425.00 $107,149.00
$40,194.00 $64,352.00
$20,097.00 $32,176.00
$48,903.00 $64,352.00
$48,903.00 $64,352.00
$57,208.00 $75,282.00
$57,208.00 $75,282.00

1950 Hours

Time in Classification
30vyears
20 years
10vyears
1year
10vyears

23 years
12vyears
3years

13 years



Classification
Prosecuting Attorney
Chief Assistant Prosecuting Attorney
Senior Assistant Prosecuting Attorney
Assistant Prosecuting Attorney
Court Clerk Il1
Court Clerk Il - PT
Victim Rights Coordinator
Administrative Services Supervisor
Victim Rights Investigator
Investigator

Total Staff

Staff #
1
1
10

5 (3 filled)
10

o B B W

Minimum Pay Maximum Pay

$107,149.00
$99,006.00
$81,425.00
$40,194.00
$20,097.00
$48,903.00
$48,903.00
$57,208.00
$57,208.00

18950 Hours

$156,988.00
$141,002.00
$130,363.00
$107,149.00
$64,352.00
$32,176.00
$64,352.00
$64,352.00
$75,282.00
$75,282.00

Time in Classification
30vyears
20vyears
10vyears
1lyear
10 years

23 years
12 years
3years

13 years



Health Alliance Plan




tl.ﬂ. Alliance Health
wha &/ and Life Gyl

asm

IPAttnbutes

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

Calendar Year

Self-Funded HMO
AS000098 / XR002358 / XW000713

Rout.ine eI] IWS.itSI

Benefit Period
Annual Deductible $0 Individual; $0 Family NiA
Coinsurance 0% N/A
Annual Coinsurance Maximum N/A NIA
These valpes do not accumulate: Premiun'_ls.
Annual Out-of-Pocket Maximum $6,600 Individual; $13,200 Family NiA balance-billed charges, and health care this plan

unless otherwise sp

[doesn't cover. All other cost sharing accumulates

LOutpatient & Bhysician services]

" $25 Copay

Cavered NIA

Related Laboratory and Radiology Services Covered N/A
Pap Smear, Mammogram, Tubal Ligation Covered N/A

{ Immunizations Covered NIA

NA

Primary Care Office Visit

HAP Telehealth $25 Copay N/A Through our designated telehealth pariner.
Specialist Office Visit $40 Copay NJ/A

Routine Audiology Exam Covered N/A sOen :gsg;‘aﬁ:{ g?f?czﬁw;tn.o{j‘ For non-routine visits
Routine Eye Exam Covered NIA S;f Ses:‘c[:?aﬁ:tr &?c%ﬂw;t[_wd' For non-rautine visits
Chiropractic Services Not Covered N/A

Allergy Treatment Covered N/A

Allergy Injections Covered MYIA

Laboratory & Pathology Cavered N/A ISome services requirs preauthorization.

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

Radiology (X-ray) Caoverad NIA Some senvices require preauthorization.

Radiation Therapy & Chemotherapy Covered NIA

Dialysis Covered NIA

Quipatient Medical Drugs ]
Qiitpatient Surgical Services R

Cavered

Covered

[EmergencyfUraent Gare i
Urgent Care

‘ Qutpatient Surgery
Ambulatory Surgical Center Covared
Professional Surgical and Re]ated Serwces

' 550 Copay

Emergancy Room Care

$200 Copay

Copay will be walved if admitted

Emergency Medical Transportation
Inpatient Hospital Services
Facility Fee

Cavered

Covered

NiA

Emergency fransport only.

Physician Services, Surgery, Therapy,
Labaratory, Radiolegy, Hospltal Services and
Supplies

Covered

N/A

Bariatric Surgery and Related Services

$1,060 Copay

N/A

One procedura per Iifeﬂme

Covered under Preventjve Services. For non-routine

Routine Prenatal Office Visits Covered NIA \isits, see Specialist Office Visit

. N [Covered under Preventive Senvices. For non-routine
Routine Postnatal Office Visits Covered NIA Visits, see Specialist Office VIsit.
Labar Delivery and Newbom Care See Inpatient Hospital Services N/A
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[ MentalHealth & Substance Use Disorder
Inpatient Senvices

Outpatient Services
Other, Service y
Home Health Care

Does ot include Rabimaﬂon Services, Unlimited,

Pharmacy;{Affillated pharmacy providers only)+

Covered

B s d

Hosplce Care NIA Up to 210 days per lifetime
Covered for authorized services, Up to 730 days.
Skilled Nursing Care Covered N/A Maximum benefit renews after 60 days of
nonconfinement.
Duratgla Medical Equipment; Prasthetics & Covered NIA Covered for appraved equipment only.
{Orthotics
$0 Copay per Hearing Aid for Value
Technology Hearing Alds
$689 Copay per Hearing Ald for Basic
$989 &ezhnozgﬁ;iinn&f f?:i Prime Through a NationsHearing Provider only. Limited to
Hearing Aid Hardware T gch’:zghgy Hear?ng Alds NiA 2 Heasing Aids per Benefit Pericd. Copays do not
$1,538 Copay per Hearing Ald for Advanced count toward the Qut-of-Pocket Limit.
Technology Hearing Alds
$2,039 Copay per Hearlng Ald for Premium
Technology Hearing Alds
Covered once each 12 month period thru HAP's
; Contracted Providers. $80 benefit maximum for
Vision Hardware Covered NiA Framesfl.ens ar Contact Lens. Details can bs found
in your policy or plan documents,
Rehabilitation Services: Physical, Covered N/A May be rendered at home. Up to 60 combined visits
Ocevpational, and Speech Therapy per benefit period.
Limited to services associated with the treatment of
Habilitation Services: Physical, Occupational, Covered NIA Autism Spectrum Disorders. See Rehabilitation
and Speech Therapy Services for non-autism Habilitation cost sharing and
limits. Covered for authorized services only,
1imited fo services associated with the treatment of
Applied Behavioral Analysis $25 Copay N/A Autism Spectrum Disorders, Covered for authorized
services only.
Voluntary Sterilizations See QOutpatient Surgical Services N/A Limited to vasectomy
Services for diagnosis, counseling, and treatment of
Infertility Services Covered N/A bodily disorders causing infertility. Covered for
authorized services only.
Assisted Repreductive Technologles Covered NIA One attempt per lifetime
Temporomandibular Joint Disorder N/A Coverage for non-invasive treatments cnly.

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

|A 80-day supply of non-maintenance drugs must be
jfilled &t our designated mail order phammacy, Other

exclusions & limitations may apply. Certain specialty

rugs may be approved for 60 or 20 days. In this
case, if a copay or max js shown for specialty drugs,

ou will pay two times that amount for up to 60 days,
three times 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 Copay 80 day supply
[Tier 5 $60 Copay 30 day supply at specialty pharmacy only
Tier 6 $60 Copay 30 day supply at specialty pharmacy only

- In case of conflict between this summary and your Self-Funded HMO Benefit Guide, 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 nofified 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 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.

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

(Post November 1, 2013 Retirees)




Benefits-at-a-Glance
Classic

00100532 MACOMB COUNTY EMPLOYEES GROUP
SF01/SF12

Effective Date: 01/01/2026

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

arranged by member's primary care physician or health plan.

Preauthorization for Select Services- Services listed in this BAAG are covered when provided in accordance with Certificate requirements and, when required, are

preauthorized or approved by BCN except in an emergency.

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

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

|Benef|ts

Member's respon3|bil|ty (deductlbles copays, comsurance and dollar mammums)

il

e

Deductible - Coinsurance and select fixed dollar copays apply (as
defined by your plan documents), once the deducfible has been met.
Note: The Deductible will apply to certain services as defined below.

'None ‘ ’ i

Fixed Dollar Copays

$0 for allergy injections

$20 for PCP office visits

$30 copay for réferral physictan visits
$30 for urgent care Visits

$100 for emergency room visits

Coinsurance

\50% for select serv:ces as noted below. _ o

Coinsurance Maximum

Cut of Pocket Maximum - Includes deductible, copays, and coinsurance $6 350 per memben’$12 700 perfamny per calendar year

amounts for all covered services.

Beneﬂts |

Health Maintenance Exam ‘Covért_e_d__‘l_[)_(_)f{o___ - S o Af

Annual Gynecological Exam o Covered 100% . S w “ 771;; j ji
Covered100f_’__ _ L ,_J

_Pap Smear Screening - laboratory services only

Well-Baby and Well-Child Visits

Covered 100% T

Page 1 of 5 bebsm.com
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Preventive ser\nces (continued)

Benefts . o/
Immunizations o Covered 100% _ -
Prostate Specific Antigen (PSA) Screening - laboratory services only ~ Covered ‘[00%_ o o L o ?
Routine Colonoscopy Covered 100%"'_' o '__ i R _- __ __ ‘
Mammography Screening Covered 100%" S _\ e !
Voluntary Sterilization of Female Reproductive Organs Covered 100% o i ]
Breast Pumps (DME guidelines apply) Covered 100% .o
Routine Maternity Prenatal and Postnatal Care vaer_edj_[_)_ﬂf[q_ S ' o

Physician office serwces

o S T I ————
Beneflts L N S - S — #]
PCP Office Visits $20 copay i
Nofe: Applicable cost sharing applies when other services are received

in the office

Medical Online Visits - when performed by a BCN participating provider Coveted 100% - Online visits with the BCN online vendor are covered

Note: Not all services delivered virtually are considered an online visit
but may be considered telemedicine. Telemedicine services will be
subject to the applicable cost share associated with the service
provided.

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

Note: Applicable cost sharing applies when other services are received

in the office

Emergencgy medlcal care

Beneflts_ e e — H.Www.jr__ e
Hospital Emergency R;;T‘ITI'- copay waived if admitted as inpatient $100 oopay ) -

Urgent Care Center $30 copay 7 B

Retail Health Clinic $30 copay S -
Ambulance Services - medically necessary C_c')'\_.r'é__re_c_i 1 O_Qj’/f: o

Diagnostic services s s L
Béﬁ“e e i .HJ![_ T ————— ._m...w-.._u-f
Laboratory and Pathology Tests Covered 100% _ o B )
Diagnostic Tasts and X-rays——‘_—wm— uuuuuu Covered 100% S o

High Technology Radiology Imaging (MRI, MRA, CAT, PET)  Covered 100% o
'Radiation Therap.y.m'_—— ) o Covered 100%

B ]
Routine Prenatal and Posinatal Care Visits Covered 100% ]
'Delivery and Nursery Care - professional se?v?ces (see "Hospital Care" Covered 100% .
for facility charges)

Page 2 6f 5 bcbsm.com 000025345822
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Hosp|tal care

‘Beneflts

i_.,__.._.__,._.__.... o

I

General Nursing Care, Hospital Serwces and Supplies

Covered 100% __

Outpatient Surgery

Alternatlves to hospital care

Benefts ¥y
Skilled Nursing Care Covered 100% S
Limited to 730 days per Ilfetime ..... o
Hospice Care Covered 100% k o B . _
Home Health Care $30copay - 7 J

Surgica[ services

Beneflls

g

A

‘Covered 100% “ o

Surgery - includes al related surgical services and anesthesia o

Voluntary Sterilization of Male Reproductive Organs - see Preventive Covered 100% o ;
Services for Voluntary Sterilization of Female Reproductive Organs o o o R
Human Organ Transplants (subject to medical criterfa) ’éovéyed 100% - o i

Reduction Mammoplasty (subject to medical criteria)

50% coinsurance

Male Mastectomy (subject to medical criteria)

50% coinsurance

Temporomandibular Joint Syndrome (subject to medical criteria)

'50_% ooingqra_néé ]

Orthognathic Surgery (subject to medical criteria)

50% coinsurance.

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

Covered 100%

Behaworal health se

Ben'eflts

Inpatient Mental Health Care Covered100%_ e o
Residential Substance Use Disorder Covered 100% ” ) ) ] 7: “ )
QOutpatient Mental Health Care includes online and telemedicine visits  Covered 100% o ¥
Note: For diagnostic and therapeutic services, see the Diagnostic
Seivices section above for applicable cost sharing. T ) o
Outpatient Substance Use Disorder Covered 10_0'_’/9_“__: N - o K;
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Autism spectrum disorders, lagnoses and treatment

‘Benefits )

L. )
Applied behavioral analysis (ABA) treatment ‘See your outpatient mental health care cost share
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 i

—

the services 1o be authorized. This interdisciplinary evaluation can be
performed at an approved autism evaluation center (AAEC)

Outpatient physical therapy, speech therapy and occupational therapy $30_cdgey

for autism spectrum. Unlimited visits for PT/OT/ST with autism
spectrum disorder diagnosis.

Other covered services, including mental health services, for Autism
Spectrum Disorder

See your outpatient mental health, medical office visit and preventive
benefit,

Other serwces

Benefrts' B | ﬂ%]
Allergy Testing and Therapy Covered 100% T
Allergy Office Visits $30 copay -
Allergy Injections T " " Covered 100% S —
Chiropractic Spinal Manipulation - when refered " $30 copay T —

Limited to 30 wsns per calendar year

Outpatient Physical, Speech and Occupational Therapy - subject to
meaningful improvement within 60 days

Infertility Counseling and Treatment

$30 copay .
One period of treatment for any combination of therapies within 60
conseculive days permedical episode

50% coinsurance (excludee in-vitro fer’ulrzanon)

Durable Medical Equipment Covered 100% B
Diabetic Supplies Covered 100% T

Note: Certain diabetic supplies are covered through the pharmacy

benefit if you have BCN pharmacy coverage. Applicable prescription

drug cost-sharing will apply. o

Prosthetic and Orthotic Appliances Covered 100% o
Heating Ald Notcovered o

rBeneflts
Generic Ter

Preferred Brand Tier

Nonpreferred Brand Tier

.1'..__._ T Ty}

—_- S — - —_- - b

$1Ut_;ep_ey

$25 copay

$50 copay

Confraceptives

Drugs for the Treatment of Sexual Dysfunction

Mail Order Prescription Drugs

Specialty Drug Pharmacy

Women's Coniraceptrves Genenc 100%. Preferred Brand $25 copay,
Nonpreferred Brand - $50 copay

Drugsforthe Treatmentof Sexual Dysfunctlcn 50% comsurance -

Two times the applicable copay up 0@ 90 day supply Specialty drugs are
not covered through mail order pharmacies.

Specralty drugs are covered only when purchased through the BCN '
Exclusive Pharmacy Network for Speciaity Drugs

Page 4 of 5 bechsm.com
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ugs (contmued)

Ww_..;___,_e__w_]r_m%

Variable Cost Share Coupon Program Your p]an includesa prescnptlon drug discount program \ for certain
: ‘ ‘medications. When a manufacturer coupon is.used through the BCN
‘discount program, the amount paid after the discount applies toward the out
‘of pocket maximum.

{
e

Diabetic Supplies .Select diabetic supplles and eqmprnent are covered applrcable “cost sharlng
wr]l apply. Cost sharing may not apply to certain preferred glucometers as-
det‘ ned on the drug lrst

Prescription Drug Deductible 'None o

Custom Drug List The Irst of prescrrptlon drugs that have been approved by the u. S Food: and
'Drug Administration and approved by the BCBSM/BCN Pharmacy and
|Therapeutrcs Committee. The list represents the clinical judgment of
Mlchrgan 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-require.prior authorization
‘and/or step therapy by-BCN before they are covered. The drug list maybe
'modified-by BCN as.needed to remove or add a-covered drug or to modify
the requirements for authorization of a covered drug. The list may be found | !
athtips/www.bicbsm.comidruglists ;

P T T T I L |

For Infernal Purposes Only

Benefits Selected - CLSLGF :
OMHSAF,100MSF,10255F 30RPF, 6350MF, AS5F ASDF,CO20F DMESF, DSRCWE EDMP,ER100F, GLPCCF, MOP20F, ONVOF,0PTHEF, P&OSF, PDLRF,RXVAR SMT90F SN730F, UR30

FWRCWRF
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Blue Cross Blue Shield

Community Blue PPO ASC

(Post November 1, 2013 Retirees)




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

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

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

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

Pricing information for various procedures by in-network providers can be obtained by calling the custamer 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 membetr'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 ar plan sponsor is financially responsible for claims.

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5A;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;CEC 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-ES30-2x 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 corperation 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-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-natwork benefit level. if you receive care from a nonparticipating provider, even when referred, you
may be billed for the difference between our approved amount and the provider's charge.
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Ellglblllty Informatlon
I Members . éi Ellglblhty Criteria

o .Dependent children: related to you:by birth, marriage, legal

adoption or legal guardianship; eligible far coverage until the end of |
the year in which they tum age 26

Sponsored dependents . Dependents of the subscriber related by blood, marriage or legal !
adoption, over age 19 and not eligible as a dependent underthe i
provisions of the subscriber's contract, provided the dependent I
meets all eligibility requirements. The subscriber is responsible for
paylng the cost of this coverage: '

-Dependents L Subscnberslegal spcuse o i
|
i

t

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

| Benefits ” In- network “?ut-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
‘ caléndar year
Note: Deductible may be waived for
covered services.performedinanin- ¥ -Note: Qut-of-network deductible
network physician's office and for * amounts also count toward the in-
‘covered mental health and substance  network deductible.
use disorder services that are equivalent!
to an office visit and-performed in anin-
network physician's office.
Flat-dollar copays « 340 copay for office visits and office , « $250 copay for emergency
consultations + room visits
+ 340 copay for chiropractic and
osteopathic manipulative therapy
= $250 copay for emergency room
visits
.*_$40 copay far urgent care visits
Coinsurance amounts (percent copays) ¢ 30% of approved amount for privale R 5(_}% of approved amount for
duty nursing care . private duty nursing care
s 20% of approved amount for mental « 40% of approved amount for
health care and-substance use . mental heaith care and
Note: Coinsurance amounts apply once the deductible has been met. disorder treatment substance use disorder
o 20% of approved amount for most ©  treatment
other covered services (coinsurance - « 40% of approved amount for
waived for covered services . most other covered services
performed in an in-network
physician's office}
Annual coinsurance maximums - applies to coinsurance amounts forall  $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 ar more . $10,000 for the family (when two
private duty nursing care coinsurance amounts and prescription drug cost- ,members are covered under your } ar more members are covered
sharing amounts " contract) each calendar year : under yaur contract) each

' calendar year

Note: Qut-of-network
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-OLVS0ASC;CB-0PMIN
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-ESS0-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart90;XVA ASC

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



Benefits

i Out-of-network

i In:network

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

.$6,350 for one member, , $12,700 for one member,
$12,700 for the family (when two or more $25,400 for the family (when twa
members are covered under your i or more members are covered
contract) each calendar year + under your contract) each

. i calendar year
Note: Out-of-network cost-

1 sharing amounts also count

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

Lifetime dollar maximum

"None

Préveritive care services

| Benefits

H In-network ﬂOut—of—network
| - || I

_—

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

-100% (no dedustible o * Not covered
‘copay/coinsurance), cne per member
per calendar year

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

Gynecological exam

100% (no deductible or
copay/coinsurance), two per member per
calendar year

Not covered

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

Pap smear screening - laboratory and patholegy services

Voluntary sterilization of female reproductive organs

Prescription contracepfive devices - includes insertion and removal of an
intrauterine device by a licensed physician

Contraceptive injections

100% (no deductible or Not covered
copay/coinsurance), ane per member
per calendar year
100% {(no deductible or ' 60% after out-of-netwoark
copay/coinsurance) deductible
"100% (no deductible or 100% after out-of-network
1 copay/coinsurance) , deductible
100% (no deductible or 60% after out-of-network
copay/coinsurance) deductible

Well-baby and Well-child visits

100% (no deductible or

copay/cainsurance)

" 8 visits, birth through 12 months

+ § visits, 13 months through 23
months

s B visits, 24 months through 35
months

» 2 visits, 36 months through 47
months

* Visits beyond 47 months are limited: *
to one per member per calendar year'
under the health maintenance exam

Not covered

Adult and childhood preventive services and immunizations as
recommended by the USPSTF, ACIP, HRSA ar 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

bepeft
100% (no deductible or Not covered
copay/coinsurance)
100% (no deductible orm T Mot covered

copay/coinsurance), ane 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-QV $40 ASC;CBC 20%-IN ASG;CBC 40%-ON ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35/$T0ASC;PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns 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 network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area” by BCBSM for that particular provider specialty are covered at the in-network benefit level. If you receive care from a nonparticipating provider, even when referred, you
may be billed for the difference between our approved amount and the provider's charge.
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[ Benefits

[ In-network

R—

Flexible sigmoidoscopy exam

100% (no deductible or
copay/coinsurance), one per member
per calendar year

]

I[Out-df-network
| I~

' Not covered

‘

Prostate specific antigen (PSA) screening

100% ({no deductible or
copay/coinsurance), one per member
_per calendar year

) Not covered

i

Routine mammogram and refated reading

100% {nd deductible or
capay/coinsurance)

* 60% after out-of-network
- deductible

Note: Subsequent medically necessary , Note: Qut-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,

One per member per calendar year

Colonoscopy - routine or medically necessary

100% (no-deductib[e or
copay/coinsurance) for the first billed
colonoscapy

Note: Subsequent colonoscopies
performed during the same calendar

year are subject to your deductible and

coinsurance.

, B0% after _out-of~ne'twork
deductible

One per member per calendar year

Physician office services

{ Benefits ;‘ In-network ]LOut-of-network

Office visits - must be medicaily necessary $40 copay per office visit ' 60% after out-of-network
, deductible

Note: This includes mental health and substance use disorder services

equivalent to medical office visits,

Online visits - by physician or BCBSM selected vendor must be medically  100% {no-deductible or ' 60% after out-of-network

necessary copay/coinsurance)} , deductible

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

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. .

Outpatient and home medical care visits - must be medically necessary 80% after in-network deductible | B0% after out-of-network

deductible

Office consultations - must be medically necessary $40 copay per office consultation , 60% after out-of-network
i deductible

Urgent care visits - must be medically necessary $40 copay per urgent care visit ' 60% after out-of-network
" deductible

Emergency medical care
l Benefits 7

ﬂ ln-ne’tworli

Hospital emergency room

$250 coi)ay- per visit (copay waived if
admitted or for an accidental injury)

Ambulance services - must be medically necessary

]tOut-of-network
L]

5250 copay per visit (copay
. waived if admitied or for an
, accidental injury)

80% after in-network deductible

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $5K A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLVSUASC; CB-OPMIN
6350 A;CB-OV $40 ASC;CBC 20%-IN ASC;CBC 40%-ON ASC;CBD $3K-ON ASG;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35/570ASC;PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart90;XVA ASC

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

Services from a provider for which there Is no Michigan PPO network and sarvices from an out-of-network provider in a geographic area of Michigan deemed a "low access
area” by BCBSM for that particular provider spectalty are covered at the in-network benefit level. f your receive care from a nonparticipating provider, even when referred, you
may be billed for the difference between our approved amount and the provider's charge.
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Diagnostic services

[ Benefits H tn-network 'ﬁOut-of-network ]
Laboratory and pathology services 80% after in-netwark deductible E 60% aﬂér out-of-network
; deductible !
Diagnostic tests and x-rays 80% after in-network deductible 60% after out-of-network
i deductible
Therapeutic radiology 80% after in-network deductible l 60% after out-of-network
; deductible

Maternity services providedr by a physician or certified nurse midwife

[ Benefits

” In-network §0ut-of-network }

Prenatal care visits

100% (ro deductible or + 80% after out-of-network

copay/coinsurance) deductible

Postnatal care visit 100% (no deductible or " 60% after out-of-network
copay/coinsurance) - deductible

Delivery and nursery care 80% after in-network deductible . 60% after out-of-network
. deductible

Note: For facility services See "Hospital Care"

Hospital care
[ Benéﬁ-t_é_

ﬂ In-network

]}*Out-of-network !
N A

Semiprivate room, inpatient physician care, general nursing care, hospital

services and supplies

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

. e e e e

60% after out-of-netwark
deductible

Un[imile;! days

80% after in-networl; ded'ut-:tible

Inpatient consultations 80% after in-network deductible . 80% after out-of-network
deductible

Chemotherapy 80% afier in-network deductible 60% after out-of-network
deductible

Alternatives to hospital care

i Benefifs

—

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

I In-network '{LOut-of—netwo'rk

_  80% after in-network deductible
Limited to a maximum of 120 days per member per calendar year

80% after in-nét\ivo:rk dédu;:tib[e

Hospice care

100% (ch: deductible or 100% (no deductible or
copay/colnsurance) copayfcoinsurance)

Up to 28 pre-hospice counseling visits before electing hospice services;
when elected, four 20-day periods - provided through a participating
hospice pragram only; limited to dollar maximum that is reviewed and

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

Home healih care:

+ must be medically necessary
¢+ must be provided by a participating hame health care agency

) 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-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/$356/$70ASC;PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 GG-WL;5D ASC;Walgrns Smart90;XVA ASC

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

i In-network

Infusion therapy;

* must be medically necessary
* must be given by a participating Home Infusion Therapy (HIT})

pravider or in a participating freestanding Ambulatory Infusion Center

{AIC)

* _may use drugs that require prior authorization - consult with your doctor

80% after in-network deductible

§|0ut-of-network
" ' B0% after In-network deductible '

Surgical services
] Benefits

'{} In-network

Surgery - includes related surgical services and medically necessary
facility services by a participating ambulatery surgery facility

80% afier in-network deductible

Presurgical consuitations

100% (no deductible or
‘copay/coinsurance)

Voluntary sterilization of male reproductive crgans

Note: For voluntary sterilization of female reproductive organs, see
“Preventive care services."

*80% after in-network deductible

\’.Out-of-network

]

' 60% aftér oul-of-network
. deductible

, B0% afler out-of-network
. deductible

?60% after out-of-network

deductible

»

Elective Abortion Services Not covered , Mot covered
Human organ transplants

[ Benefits %l In-network il Out-of-network |
Specified human organ transplants - must be in a designated facility and  100% (no deductible or ‘ 100% (no deductible or
coordinated through the BCBSM Human Organ Transplant Program (1- copay/cainsurance) copayicoinsurance) - in

800-242-3504)

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

80% after in-netwark deductible

Specified oncology clinical trials

Note: BCBSM covers clinical frials in compliance with PPACA.

80% after in-network deductible

Kidney, cornea and skin transplants

designated facilities only

60% after ouf-of-network
deductible

" 60% afler out-of-network
+ deductible

80% after in-network deductible

60% after cut-of-network
deductible

Behavioral Health Services (Mental Health and Substance Use Disorder)

Note: Some mental health and substance use disorder services are considered by BCBSM to be equivalent to an office visit or medical online visit.
When a mental health or substance use disorder service is considered by BCBSM fo be equivalent to an office visit or medicat anfine visit, we will

process the claim under your Physician Office Services.

l Benefits

o —
‘E In-network

Inpatient mental health care and inpatient substance use disorder
treatment

Note: Faclility services are covered in participating facilities only.

.80% aﬂer“in-netv;mrk deductible

![Out-of-network

' B0% after out-of-network
_ " deductible

Un[iFniled days

Residential psychiatric treatment facility:

+ covered mental health services must be performed in a residential
psychiatric treatment facility

s {reatment requires prior authorization

« subject to medical crileria

80% after in-network deductible

« 60% after out-of-network
v 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-OLVS0ASC;CB-OPMIN
6350 A;CB-OV $40 ASC;CBC 20%-IN ASC;CBC 40%-ON ASC;CBD $3K-ON ASG;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35/$70ASC; PD-ES90-2x ASC;PD-
PDOL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walarns Smart90;XVA ASC

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

Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area” by BCBSM for that particular provider specialty are covered at the in-network benefit level. If you receive care from a nonparticipating provider, even when refered, you
may be billed tor the difference between our approved amecunt and the provider's charge.
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i 1
lEeneﬂts illn network iOut-of—network %
Qutpatient mental health care:
* Facility and clinic 80% 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 1540 copay per online visit ! 60% after out-of-netwark
« deductible
Note: Online visits by a non-BCBSM selected vendor are not covered. e e
* Physician's ofiice 80% after in-network deductible 60% after cut-of-network
deductible
Note: For services equivalent to a medical office visit, See "Physician
Office Services”. ;
Cuipatient substance use disorder treatment - in approved facilities only ~ 80% after in-netwark deductlble 60% after out-of-network

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

PPO network)
Autism spectrum disorders, diagnoses and treatment
1
| Benefits | tn-network IOUt -of-network |
Applied behavior analysis (ABA) treatment - subject to prior authorization $40 copay per ofF ice visit ' 60% after oul—of-network '
deductible
Note: Prior to seeking ABA treatment, the member must be evaluated by Note: Services rendered by an
an interdisciplinary team including, but not limited to, a physician, approved licensed behavior
behavicral health specialist, and a speech and language specialist far the analyst (LBA) will apply the in-
services to be authorized. This interdisciplinary evaluation can be network cost-sharing.
performed at an approved aulism evaluation center (AAEC).
Quipatient physical therapy, speech therapy and occupational therapy for  80% after in-network deductible " 60% after out-of-netwark
autism spectrum disorder deductible ]
Physical, speech and occupational lherapy with an autism diagnosis is
unfirnited
Other covered services, including nutritional counseling and mental health  B0% after in-network deductible " 60% after out-of-netwark
services, for autism spectrum disorder deductible

Other covered services

[ Benefits ]! In-network ILOut-of-network J
Outpatient Diabetes Management Program (ODMP) + 80% after in-network deductible for  §0% after out-of- network
diabetes medical supplies deduclible
« 100% (no deductible or
Note: Screening services required under the pravisians of PPACA are copay/coinsurance) for diabetes self-
covered at 100% of approved amount with no in-network cost-sharing management fraining

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 deducllble or " 60% after out-of-netwark

copay!comsurance) deductible
Chiropractic spinal manipulation and osteapathic 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-IN52.5KA;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;CRS$7/$35/$70ASC:PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VGP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart90;XVA ASC

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

Outpatient physical, speech and occupational therapy - provided for 180% after in-netwark deductible 1 60% after out-of-network
rehabilitation i deductible

1

- Note: Services at:
nonpammpatmg outpatient
physncal therapy facilities are nol

? covered

Limited to a combined 60-visit maximumn per member per calendar year

Durable medical equipment 0% after in-netwark deductible 1 80% after in-network deductible

Note: DME items required under the preventive benefit provisions of '

PPACA are covered at 100% of approved amount with no in-network cost-
sharing when rendered by an in-network provider. For a list of preventive ' \
DME items that PPACA requires to be covered at 100%, call BCBSM. . !

Prosthetic and orthotic appliances ;80% aﬁer m—network deductible 80% after in-network deductible
Private duty nursing care ‘70% after |n-networl< deductible « 50% after out-of-network
i y 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-0OV $40 ASC;CBC 20%-IN ASC;CBC 40%-0N ASC;CBD $3K-ON ASC;CBD 1.5K-N ASC;CBOFPMON 12.7K A;CRS7/$35/570ASC;PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart90;XVA ASC

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a "low access
area” by BCBSM for that particular provider specialty are covered at the in-network benefit level. Ifyou 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 8 of 11 000025346174



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 andfor 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 cost-sharing. When a manufacturer coupon is used, only the
amount you paid for the prescription will apply towards your annual out-of-pocket maximum.

NOTE: Adjustments may be required to accurately reflect your annual cut-of-pocket maximum to reflect your true out-of-packet 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. Specially drugs are covered
only when dispensed through the Walgreens Specialty Pharmacy or any in-network participating pharmacy.

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

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

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

Select Controlled Substance Drugs - BCBSM will limit the initial fill of select controlled substances to a 5-day suppiy. 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 bchsm.com/pharmacy.

Member's responsibility {(copays and coinsurance amounts)

Note: Your prescription drug copays and coinsurance armounts, 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

)

] _ 1
Benefits J! In-network pharmacy ; Out-of-network pharmacy ]
Generic or select 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 copay plus an additional 25% of
. BCBSM approved amount for the drug
Nonpreferred brand-name drugs You pay $70 copay You pay $70 copay p'[us‘an additisnal 25% of

* BCBSM approved amount for the drug

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

Covered services

l Benefits . . If tn-network pharmacy {fout-of-network pharmacy
FDA-approved drugs 100% of ap'proved amount less plah' T 75%of approved amount less plan
copaylcoinsurar_lgg o . copay/coinsurance
Prescribed over-the-counter drugs - when covered by 100% of approved amount less plan 75% of approved amount less plan
BCBSM 7copaylcoinsurance B copaylcq‘msurance

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-INS2.5KA;CB-ECM-ON S5K A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLV$0ASC;CB-OPMIN
6350 A;CB-OV $40 ASG;CBC 20%-IN ASC;CBC 40%-ON ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR57/$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.
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Benefits I} In-network pharmacy ';[OUt'Of-UEtWOFR pharmacy ‘

State-controlled drugs *100% of approved—amdum less bfan T 75%of approved amount less plan
copay/coinsurance .+ copayfcainsurance

FDA-approved generic and select brand-name {100% of approved amount 75% of approved amount

prescription preventive drugs, supplements and vitamins

as required by PPACA S . o

Other FDA-approved brand-name prescription preventive 100% of approvéd amount less plan 75% of apprbvéd amount less b]an

drugs, supplements and vitamins as required by PPACA fg:_qg?ylcoinsl._l_rance ) 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 recogmzed by BCBSM that are in compliance

with the provisions of the Patient Protection and i

Affordable Care Act : o S

FDA-approved generic and select brand-name +100% of approved amount 75% of approved amount

prescription contraceptive medication {non-self-

administered drugs are nat covered) _ _

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

contraceptive medication (non-self-administered drugs are ' copay/coinsurance » copayfcoinsurance

not covered) P 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 copayfcoinsurance for the insulin or other covered
other covered injectable legend drug injectable legend drug

Note: Needles and syringes have no copay/cainsurance. o B o i

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

and glucometers) fcopayloolnsurance copay/coinsurance

For a list of diabetic supplies availab

le under the

pharmacy benefit refer to your BCBSM drug list at

BCBSM.com/pharmacy.

Note: QOver-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 preseription for the select OTC drug is required from the member's physician. In scme cases, over-the-counter drugs may need
to be tried before BCBSM will approve use of other drugs.

| Features of your prescription dr_ug plan

Preferred Drug List

{A regularly updated list with medications approved by the U.S. Food and Drug Administration and reviewed by our

[Pharmacy and Therapeutics Committee. The Preferred Drug List includes medications that have been selected for ,

thelr clinical effectiveness, safety and maximized savings. The drug list maintains affordable medication access
and promotes the use of lower-cost alternatives for members.

Eo Generic drug tier - This fier includes generic drugs made with the same active ingredients, available in the

I 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.

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

o Nonpreferred brand-name drug tier - This tier includes non-specially brand-name drugs for which there's
either a generic alternative or a more cost-effective preferred brand-name drug available. Members pay more
for these nonpreferred brand-name drugs.

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $5K A;CB-ECMP-ASG;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLVSDASC;CB-OPMIN
6350 A;CB-0V $40 ASC;CBC 20%-IN ASC;CBC 40%-ON ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35/$70ASC;PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart30;XVA ASC

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Asscclation.
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Features of your prescription drug plan

Mandatory prior authorization A step-therapy approach that encourages pﬁysicﬁians 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.

|
}
! - 4
: Befare filling your initial prescription for select, high-cost, brand-name drugs, the pharmacy will contact your 1
physician to suggest a generic alternative, A list of select brand-name drugs targeted for the preferred therapy i
pragram is available at bcbsm.comipharmacy, 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 na record of you trying the preferred medication(s), you may be liable for the:entire cost of the brand-name .
drug unless you first iry the preferred medication(s) or your physician obtains prior authorization from BCBSM. |
These provisions affect all targeted brand-name drugs,.whether they are dispensed by a retail pharmacy ar l
through a mail order provider. !

]

!

§

Quantity limits To stay consistent with FDA approved labellng for drugs, some medlcatlons may have quantlty limits.
Prior authorization/step therapy A process that requires a physnclan 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 inthe "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.
This also applies to mail order drugs. Claims that do not meet Step Therapy criteria require prior autharization.
Details about which drugs require prior authorization or step therapy are available énline site at 5
bebsm, com!pharmacy

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

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

Saver90 Program Saver80 requires members who use maintenance medications to obtain a 90-day supply from a Walgreens retail or,
OptumRx mail order pharmagy. If members do NOT obtain thase medications from a Walgreens retail or OptumRx } i
mail order pharmacy after their second refill, the member will be required to pay the full approved amount, i

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

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $5K A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC; ;CB-OLVSDASC;CB-OPMIN
6350 A;CB-OV $40 ASC;CBC 20%-IN ASC;CBC 40%-ON ASC;CED $3K-ON ASC;C8D 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35/3T0ASC;PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart30;XVA ASC
Biue Cross Bfue Shield of Michigan is a nonprofit corporation and independent ficensee of the Blue Cross and Blue Shield Association.
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Health Alliance Plan

(Post November 1, 2013 Retirees)




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

Summary of Benefits

AS000096 f XR002356 / XW000712

Summary Self-Funded HMO
AS000096 / XR002356 / XW00712

QutiofINetwork

' Calear Year

Preventive Services

Cffice Visit / Physical Exam f Well Baby

Benefit Period
lAnnual Deductible 30 Individual; $0 Family N/A
Coinsurance 0% NIA
JAnnual Coinsurance Maximum N/A NIA
These values do not accumulate; Premiums,
| Annual Out-of-Pocket Maximmm $6,600 Individual; §13,200 Family N/A balance-billed charges, and health care this plan

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

Covered

$20 pay B

Exarm Covered N/A
Related Laboratory and Radiology

Services Covered MIA
Pap Smear, Mammogram, Tubal Ligation Covered N/A
Immunizations

NIA

Primary Care Cffice Visit NIA

Telehealth Visit $20 Copay NIA Thm_ugh our contracted telehealth seyvices
provider.

Specialist Cifice Visit $30 Copay NIA

Routine Audiclogy Fxam Covered NiA Qe exam per Benefit Perod. For nom-foutne

Routine Eye Exam Covered N/A agfse;a;nsgzgaﬁgfgggﬁéi?r nen-routing

Chircpractic Services Not Covered NiA

Allergy Treatment Covered N/A

Allergy Injections Covered NIA

Laboratary & Pathology Cavered NFA Some services require preauthorization,

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

Radiclogy (X-ray) Covered NiA Some services require preauthorization.

Radiation Therapy & Chemctherapy Covered NIA

Dialysis Covered N/A

Outpatient Medical Drugs Covered N/A

Qutpatient Surgical Services

Quipatient Surgery Covered N/A

Ambulatory Surgical Center Covered N/A

Professional Surgical and Related

Covered NIA

Urgent Care . . $30 Copay
Emergency Room Care $150 Copay
Ememency Medica) Transportation Covered

Copay will be waived if admitted
Emergency transport only.

[npatient Hospital Services

Facility Fee Covered N/A

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

Bariatric Surgery and Related Services $1,000 Copay N/A One procedure per lifetime

1of2



7 Coveréd

NIA

Cuvered under Preventive Senvices

See Inpatient Hospital Services

Prenatal Office Visits
Postniatal Office Visits $30 Copay /A
Laber Delivery and Newbom Care

NIA

Mental Health{& Substance lsa Disorder..!

Inpatient Services

See [npatient Hospital Services

N/A

Outpatient Services
Other; Services B4

$20 Copay

Does nat include Rehabilitation Services.

I et Pz, o P i = 1
Preferred Generic Drugs

=

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

Home Health Care Covered N/A Unlimited.
Hospice Care Covered NIA Up to 210 days per lifetime.
Covered for authorized services.Up to 730 days.
Skilled Nursing Care Covered N/A Maximurmn benefit renews after 60 days of
nonconfinement.
g:'ll;\a:!liisMedml Equipment: Prosthetics & Covered N/A Covered for approved equipment only.
Rehabilitation Services: Physical, Cavered NIA May be rendered at home. Up to 60 combined
Cccupational, and Speech Therapy visits per benefit period.
- — . Limited to services associated with the treatment
giggllzté%:asle;:geg . ::giflﬁléra Covered NIA of Autism Spectrum Disorders through age 18.
P ' P il Covered for authorized services 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 services only.
Voluntary Sterilizations See Qutpatient Surgical Services NIA Limited to vasectomy.
Services for diagnosis, counseling, and treatment
Infertility Services Covered N/A of bodily disorders causing infertility. Covered for
authorized services only,
|Assisted Reproductive Technologies Covered NIA One attempt per [ifetime.
Temporomandibutar Joint Disorder Covered N/A Coverage for non-invasive treatments only.
‘Bharmacy, (Afilliated|pharmacy, providers or % R 5 i

1A 90-day supply of non-maintenance drugs must

Non-Preferred Generic Drugs

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

be filled at our designated mail order pharmacy.

Preferred Brand Drugs

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

Other exclusions & limitations may apply.

Non-Preferred Brand Drugs

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

Certain specialty drugs may be approved for 60

Preferred Speciaity Drugs

$50 Copay 30 day supply at specialty pharmacy only

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

Mon-Preierred Specialty Drugs

$50 Copay 30 day supply at specialty pharmacy only

shown for speclalty 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 result in a reduction or denial of benefits.
- Some services require prior authorization. Faiiure to obtain prior authorization before services are received could result in a reduction

or denial of benefits.

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

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

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

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

Covered Services —

[ Delta Dental PPO™ .  Deltal Ijérital Nonparticipating

| Dentist " Premier® Dentist Dentist

| _ PlanPays " PlanPays Plan Pays*

Diagnostic & Preventive
Dlagr.mstlc and Preven!:we‘Semces — exams, cleanings, 100% , 100% 100%
fluoride, and space maintainers . N ]
Palliative Treatment — to temporarily relieve pain  100%. . 100% ' 100%
Radiographs — X-rays i00% 160% _ 100%
Basic Services

Minor Restorative Services —fillings and crown repair P T 80% 75% 75%
Endodontic Services — root canals 80% o 75% 75%
Periodontic Services — to treat gum disease . "80% : 75% 75%
Oral Surgery Services — extractions and dental surgery I 80% 75% 75%
Major Restorative Services — crowns i BO% . 75% , 75%
Other Basic Services — mist. services ' 80w . - 75% 75%
Relines and Repairs — to prosthetic appliances i 80% . ¢ 75% _ 75%

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

)

50%. 50% 50%

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

»  Prophylaxes (cleanings) are payable twice in any period of 12 consecutive manths.

» Peaple 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 payahle 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.

VYVYVY VYV

Having Delta Dental coverage makes it easy for you to get dental care almaost 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-M! KR#90391047




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

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

Whaiting 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 [onger live with you, wha are not your dependents for Federal income tax purposes, and/or who are not
permanently disabled.

Coordination of Benefits —If you and your Spause 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.DeltaDentalMI.com

Document Creation Date: October 24, 2025
D-201-Delta-PPOSUM-0725-01 KR#90351047
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@) Macomb County (M) 890,08 TEETH
d encap SCHEDULE OF BENEFITS AND FIXED CO-PAYS dencap.com
DENTAL PFLANS
ANNUAL MAXIMUMS (for each member) T $4,500| OFFICE VISIT CO-PAY
Prmary Care $3,500] (9430 Office Visit (for observation) $10
Specialty Care $1,000]| |9939 Office Visit (regular hours) $10
code description co-pay code description co-pay
DIAGNOSTIC (Class | - Preventive) . RESTORATIVE (Class Il - Basic)
0120 Periodic Oral Evaluation $0 2140 Amalgam Filling - ona suface o822
0140 lelted Oral Evaluahon - problem factlised $0. 2150 Amalgam Flilmg two surfaces $33
0150 Comprehenswe Oral Evaluauon $0 2160 Amalgam Filing - - three surfaces §4-4
0431 Prediagrostic Test §0 2161  Amalgam Filling - four or more surfaces ) 8§56
1110 Prophylaxis/Routine Cleaning - adult $0 2330 Composite Filling - one surface anterior %28
1120 Prophyla)ﬂsiRoutlne Cleaning - child $0 23@1 Composite Filling - two surfaces anterior } $a7
9995 Teledentistry - synchronous; billed with exam $30 2332 Composite Filling - three surfaces anterior S48
9996 Teledentlstry asynchronous b:lled with exam $30 2_33'5_ Composule Flllmg four surfaces antenorf ncasal angle $67
PREVENTIVE (Class |- Preventwe) 2331 Compoasite Filling - one surface postenor $49
1206 Topical Application of Fluoride - vamish $0 2392 Composite Filling - two suxfaces. posterior 358
1208~ Tpi}_fg—.agl P_up;iﬁcaﬁon of Fluoride - excluding varmish §0 2393 Composite Filling - three surfaces posterior $69
1330 Oral Hygiene Instructions §0 2394 Composne Filling - four surfates; postenor L ’ $J$_§
RADIOGRAPHS (Class | - Preventive) PROSTHETIC REPAIR (Class Il - Basic)
0210 Intraoral - complete series 30 2910 Re-cement Partial Coverage Restoration $25
0220 Periapical - first radiographic image $0 2915  Re-cement Indirectly Fabricated or Prefab Post and Core " 325
0230 Periapical - each additional radiographic image $0 2020 Re-cement or Re-bond crown $25
0240 Intraoral - occlusal radiographic i image 50 5410 Adjustment to Compleie Denture - upper _ $32
0270 Blle\mng single radiographic image $0 5411 Adjustment to Complete Denture - lower $32
0272 Bllewmgs - two rad:ograph|c images $0 5421 Adjustment to Parhal Denture - upper _ $32
0273 Bitewings - three radiographic images $0 5422 Adjustment to Pamal Denture lower 332
0274 B1tewmgs four radiographic images $o0 5511 Repair to Broken Complete Denture Base - lower i $50
0330 Panoramic Rad|ograph|c Image $0 5512 Repair to Broken Complete Denture Base - upper $49
ADJUNCTIVE SERVICES {Class Il - Basic) 5520 Replace Mlssmngroken Teeth denture pertooth §§5
0470 Diagnostic Casts (each) $18 5611 Repair Resin Partial Denture Base lower $48
1351 Sealart - per tooth $0 5612 Repair Resin Pamal Denture Base - upper $49
1353 Repair to Sealant - per tooth $0 5621 Repair Cast Partial Framework - lower $90
1510 Fixed Space Maintainer - unilateral per quadrant $0 5622 Repair Cast Partfal Framework - upper $80
1516 Fixed Space Maintainer - bilateral, upper 30 5630 Repalr or Replace Broken Clasp - per tooth $90
1517 Flixed Space Maintainer - bilateral, lower $0 5640 Replace Mlssmngroken Teeth - partial, per tooth _$32
1520 Removable Space Maintainer - unilateral per quadrant $0 5650 Add Tooth ta Existing Partial Denture $53
1526 Removable Space Maintainer - bilateral, upper $0 5660 Add Clasp Lo Existing Partlal Deriture - per tooth $116
1527 Removable Space Maintainer - bilateral, lower §0 5730 Reline Complete Upper Denture - in office 580
1551 Re-cement or Re-bond Bilateral Space Maintainer - upper $25 573 Reline Complete Lower Denture in office $90
1552 Re-<cement or Re-bond Bilateral Space Maintainer - lower 525 5740 Reline Partial Upper Denture - in office 591
15563 Re-cement or Re-bond Unilateral Space Mairtainer - per §25 5741 Reline Partial Lower Denture - in office o $e2
_ quadrant 5750 Reline Complete Upper Denture - lab $136
2940 Protective Restoration (sedative filling) $22 5751 Reline Comp]ete Lower Denture - lab ) $136
9110 Palliative (Emergency) Treatment - minor procedure $21 5760 Reline Partial Upper Denture - lab $135
9215 Local Anesthesia $0 5761 Refine Partial Lower Denture - lab i _$135
8230 inhalaﬁf:_l_'l of Nitrous Oxide $21 6930 Re-cement or Re-bond Fixed Partial Denture $27
9239 IV Moderate (Conscious) Sedation/Analgesta - 50% ENDODONTICS (Class Il - Major}
first 15 minute increment 3410 Pulp Cap - direct $22
9243 IV Moderate (Conscious) Sedation/Analgesia - 50% 3120  Pulp Cap - indirect’ $22
each subsequent 15 minute increment 3220 Therapeutic Pulpotomy $110
9310 Consultation (second apinion) $45 ‘3310 Root Canal :l‘hefapy - anterfgr'taoth $325
9910 Application of Desensitizing Medica‘mem $22 2320 Root Canal Therapy - premolar tooth $350
9930 Treatment of Complications, Post-Surgical - unusual $16 3330  Roel Canal Therapy - molar tooth $40(_]
99{4_- Hard‘-dcglusal Guard {night -guard)- full arch $137 3348 Retreat of Previous Root Canal Therapy - anterior tocth $400
9945 Soft Occlusal Guard (night guard) - full arch $137 3347 Retreat of Previous Root Canal Therapy - premolar looth %500
9946 Hard Occlusal Guard {night guard} - parfial arch $137 3348 Retreat of Previous Root Canal Therapy - molar tooth $550
9951 Occ!usal Ad]ustment limited $53 3414 Apicoectomy Surgery - anterior tooth $169
SPECIALTY CARE ] 34 Aplcoectomy Surgery - premolar tooth, first root $1i68
- Endodontics - Oral Surgery - Periodontics - Pedodontics - 3425 Apicoectomy Surgery - molar tooth, first root 3169
Approved referral from DENCAP is required 3426 Apicoectomy Surgery - each additional raot $85
3430 Reirograde Filling - E}er root 355

balance.

DEMNCAP pays 50% of our specialist's fees up to the Spegcialty Care Annual
Mandmum for covered services; you are responsible for the remaining

LAB WORK AND PRECIOUS METALS

Additional charges may apply for lab work and precious metals
for procedures involving crowns, bridges, prosthodontics, space
maintainers, appliances and any repairs to such items.
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ﬂ) Macomb County (M) 313-972-1400

888-98-TEETH

dencqp SCHEDULE OF BENEFITS AND FIXED CO-PAYS dencap.com

DENTAL PLANS

code description co-pay code description co-pay
PROSTHODONTICS {Class Ill - Major) CROWNS {Class [ll - Major)
5110_ Camplete Upper Denture $500 2390 Crown - resin-based composite, anterior o - $134
5120 Complete Lower Denture ) i $500 2542  Orlay- metalic, two sufaces L. | $407
5130 Immediate Upper Denture $550 2543 Orlay - metallic, three surfaces 3408
-5140 Immedlate Lower Denture T i 5550 2544 ) Onlay metallic, four surfaces _ A $_41'_?
5211 Upper Pamal Deniure - resin base } $550 2642 Onlay porcelalnfceramlc two surf_aces ) $4‘[7
5212 Lower Partial Denture resin base $550 '2643 Onlay porcelaln/ceramlc, three surfaces ) $400
5213 Upper Partial Denture - cast metal framework with resin $600 2644 Onlay - porcelain/ceramic, four surfaces $414
base, including clasps, rests, and teeth 2662  Onfay - resin-based composite, two surfaces $307
5214 Lower Parial Denture - cast metal framework with resin 600 2663 Onlay - resin-based composite, three surfaces $401
. base,_ir_'loludi_ng clesps, reets e_md teeth i6q4 } _On!ay resm—based composite, four surfaces ) A @%Og
5225 Upper Partial Denture - flexible base, including any clasps, 3600 2740 Crown - porcelam!ceramlc $507
rests and teeth 2750  Crown - porcelain fused to high noble metal j $4:{7
5226 Lower Partial Denture - flexible base, including any clasps, 5600 2751 Crown - porcelain | fused to predommantly base metal $343
rests and teeth ) 2752 Crown porcelain fused to noble mela_l i | ”$36"32
5820 Interim Pemal Denture - upper 3375 2780 Crown 3/4 cast high noble metal ) - $346
5821 Interim Pamal Demure lower . '$375 2781 Crown 3/4 cast predom_manf,ly base metal _$352
5850 Tissue Condrtlomng upper $42 2782 Crown - 3/4 cast noble metal ) $408
5851 Trssue Canditioning - lower $42 2783  Crown-3/4 porcelainceramic $497
6010 Endosteal Implant in Conjunction with Denture $1,142 2790 Crown - full cast high noble metal ) ~ $399
6012 Endosteal implant in Conjunction with Denture $988 2791 Crown - full cast predominanily base metal $325
6210 Pontic - cast high noble metal $470 2792 Crown - full cast noble metal $352
6211 Pontic - cast predominantly base metal _ . $334 2799 Crown - interim ' ’ i $134
6212 Pontic - cast noble metal $358 2030 Crown - prefabricated stainless steel, pnmary tooth $79
6240 Pontic - por"celé'in‘fl.fse_d to high noble métal 3431 2931 Crown - prefabncated slalnlees steel permanert tooth $79
6241 Pontic - porcelain fused to predominantly base metal $312 2932 Crown - prefabricated resin $84
6242 Ponlic - porcelain fused to noble metal $326 29_33- " Croin- prefahncated s:amless steel with wmdow ) $80
6245 Pontic - porcelalnfceramlc $478 2950 Core Buﬂdup including any pins $79
6740 Retainer Crown - porcelain/ceramic $536 2952  Postand Core in Addition to Crown $95
6750 Retainar Crown - porcelain fused to high noble metal $431 2954 Prefabricated Post and Core in Addition to Crown $o5
6751 Retainer Crown - porcelain fused to predomlnantly base $305 ORAL SURGERY (Class lll - Major)
metal_ 7111 Extraction - coronal remnarnts {primary tooth) $32
8752 Retainer Crown - porcelain fused to noble metal $326 7140 Extraction - erupted tooth or exposed root i $32
6780 Retziner Crown - 3/ cast high noble metal $410 7210  Surgical Removal of an Erupted Tooth $56
6781 Retainer Crown - 3/4 cast predeminantly base metal §252 7220 Removal of Impacted Tooth - soft tissue } . §63
‘6782 Retainer Crown - 3/4 cast noble metal $305 7230 Removal of Impacted Tooth - partially bony $71
6783 Retainer Crown - 3/4 porcelain/ceramic $515 7240 Removal of Impacted Toeth = completely bony $91
6790 Retamer Crownr - full ¢ast high noble metal $445 7241 Removal of Impacted Tooth - complicated $127
6791 Retainer Crown - full cast predomrnantly base metal $254 7250 Surg|cal Removal of Residual Tooth Roots $100
6792 Retalner Crown - full cast noble metal $331 7280  Surgical Access of an Unerupted Tooth $137
PERIODONTICS (Class lll - Major) 7285 Incisional Biopsy of Oral Tissue - hard $340
0180 Comprehensive Periodontal Evaluation $27 7286 Incisional Biopsy of Qral Tissue - soft $185
4210 Gingivectomy/Gingivoplasty - 4+ leeth/spaces per quad $132 7287 Exfoliative Cytological Sample Collection $63
4211 Gingivectomy/Gingivoplasty - 1-3 teeth/spaces per quad 3108 7310 Alvealoplasty in Conjunction with Extractions - 356
4212 Gingivectomy/Gingivoplasty - access for restorative B | 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 teeth/spaces per quad
4241 Gingival Flap Pro cedure - 1-3 teeth/spaces per quad $174 7320 Alveoloplasty not in Conjunction with Extractions - 395
4249 Clinical Crown Lengthening - hard tissue 5368 4+ teeth/spaces
4260 Osseaus Surgery - 4+ teeth/spaces per quad $268 7321  Alveoloplasty not in Conjunction with Extractions - $74
4261 Osseous Surgery - 1-3 teeth/spaces per quad $221 1-3 teeth/spaces ) )
4341 Perio éc_aling and Root Planning - 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 ; o _$151
4355 Full Mouth-Debridement $37 7473 Removal of Torus Mandibularis $148
4381 Sile Specific Therapy, generic - per tooth P45 7510 Incision and Drainage of Abscess - intraoral soft tissue $44
4910 Periddontal Maintenance $42
4921 Gingival Imgation - per quad $6
Benefits are subject to change.
ORTHODONTIGCS {Class IV - Orthodontics) Limitations and Exclusions found at:
Approved referral from DENCAP to an in-network Orthodontist is required dencap.com/general-policies

Continuous coverage is required for the duration of the treatment
Up to Age 19, $1800 benefit / Over age 19, $1200 benefit (Lifetime benefit)
* 12 ta 24 manths standard orthodantic treatment; Interceptive Ortho is not covered
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GENERAL LIMITATIONS & EXCLUSIONS

Periadic, Limited or Comprehensive Oral Evaluation
Comprehensive Periodontal Evatuation
Assessment of a Patient
Gon_sultat]onlSecond Oplniun

TWO EXAMS EVERY 12 MONTHS

| s BRI
T N [

e

Full Muuth Radlographs
Panoramic Radiograph

ONCEEVERY SYEARS

Periapical Radiographs

HO MORETHAN 12 IMAGES PER 12 MONTHS

Bitewing Radlographs

WO MORETHAN 4 IMAGES, ONCE EVERY 6 MONTHS

" PREVENTIVE ~~

Praphylaxis {Cleaning) - Adult

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

Tapleal Application of Flouride Varnish/Non-Varnish

Prophylaxls {Cleaning) - Child THREE EVERY 12 MONTHS
|Debr[dement ONCE EVERY 2 YEARS
TWO EVERY 12 MONTHS

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

ONCEPER 2 YEARS, PER QUADRANT - COVERED UPTO AGE 14

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

Sealant ONCE PER LIFETIME, PER TOOTH; AGES 16-19

First and second unrestered molars only

' RESTORATIONS:MINOR™ 3" =« = T

£ e o

Amalgam Fillings

ONE FILLING PER SURFACE, PER TOOTH EVERY 2 YEARS

CDmposIte Fllungs OMNE FILLING PER SURFACE, PER TOOTH EVERY 2 YEARS
e - : 3 s v:s i ~ )

Onlays, Porcelain and Nan-Parcelain Growns
Stainless Steel Cruwn

ONGE EVERY 5 YEARS, PERTOQTH
ONGE EVERY 5 YEARS, PER TOOTH; COVERED UP.TO AGE 21

I —— p—

H
I

CROWNREPAIR ~ +"7%,. " 7~

Recement Restoration

ONCE EVERY 6 MONTHS, PERTOOTH

Pratective Restoration
Pulp Cap

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

Care Buildup
Postand Core in addition ta Crown

ONCEEVERY 5 YEARS, PERTOOTH

Pin Retention

QONCE EVERY 2 YEARS, PERTOOTH

e Era— _—

Pulpotamy

ONCE PER LIFETIME, PER TOOTH - COVERED UP TO AGE21

Root Canals

ONGE PER LIFETIME, PER TOOTH
Molar root canal therapyis not 2 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).

Apicoectomy

ONCEPER LIFETIME, PERTOOTH, COVERED UP TO AGE 21

1ODONTICS..-" 7

Peridontal Scaling and Root Planing

ONCE EVERY TWO YEARS PERQUADRANT
Caverad when probing depths are greater than or equal to émm. The expected prognosis of the teeth must be
more than one year,

|cunlcal Crown Lengthening

OMNCE PERLIFETIME, PER TOOTH

Gingivectamy/Gingivoplasty

ONGE PER LIFETIME, PER TOOTH OR QUADRANT

|Osseous Surgery ONCE EVERY 3YEARS
Full Mouth Debridement ONCE EVERY 2 YEARS
4VISITS EVERY 12 MONTHS
Perlodontal Malntenance Fullumng Scalmgand Rum Planlng urnmer Eenodantaltreatment
o T T ~ . PROSTHODONTICS L L

c. .‘.‘h. ':

Complete ar Immediate Upper/Lower Denture

Upper/Lower Partial Denture - Resin or Fiexible base ONCE EVERY 5 YEARS
Upper/Lower Partial Denture - Cast Metal frame
Occlusal Guard ONCE PER LIFETIME
DV3.2028 DENCAP Dental Plans Effective 01/2026



Lt _ . ADJUSTMENTSTODENTURES/PARTIALS *"° =~ ) .
. ‘ . ONCE EVERY 3 YEARS
AdJUSt ar mpa[r Complete UpperILuwer Denture or Partial Adjustnent is not payable on same date of service as a Reline,
ONCE EVERY 3 YEARS
Reline complEte Upper"'ower Denture or Partial Adjustment is not payable on same date of sendce as a Reline.
Replace missing/broken teeth or Add Tooth to Denture or Partial ONCE EVERY 12 MONTHS, PER TOOTH
Repair ar replace broken clasp ONCE EVERY 12 MONTHS
ONCE EVERY TWO YEARS
Rebase complete uPperﬂowgr denture or pamal Reline Is nat payable on same date of service as an adjustment.
Recement or Re-bond fixed partial denture ONGE EVERY 12 MONTHS

e e L wlla o -

Extractions - Surgical and Non-Surgical ONCE PER LIFETIME, PER TOOTH
Removal of Lateral Exostosis - Upper/Lower
Oroantula Fistula Closute

|primary Closure of Sinus Perforation
Alveoloplasty with extractions
Alveoloplasty without extractions ONCE PER FIVE YEARS, PER QUADRANT

Tooth Reimplantation ONCEPER LIFEHME, PERTOOTH - COVERED UPTO AGE 22
3 ’ ' I PEDODONTICS ~ - . T
Pedlatrlc dental serwces are avallable for members underthe age of six (6). These services are constdered spemalty care and are covered underyour spemalty care
benefit, if applicable. To ensure coverage and minimize out-of-pocket costs, DENCAP recommends obtaining a referral from an in-network general dentist befare

scheduling an appointment.

ONCE PER LIFETIME

ONCE PER LIFETIME, PER QUADRANT

; e

F . e

B SR = i

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 sectian.

T _ ‘GENERAL EXCLUSIONS (Non-CoveredBenefits) = . "~ . =~

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

Dental treatinent for cosmetic purposes, or treatment rendered for the explicit purpose of improving appearance, such asimplants, transplants or grafts.

Treatment for Temporal Mandibular Joint (TM)) Disarder

Lab fees billed in conjunction with covered dentaltreatment is not a covered benefit.

Dental treatment performed in a hospital and/or any related hospitalfées are not a covered banefit,

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

Root canal therapy where furcation involved 1eeth exists, orwhere teath are deemed non-restorable is not covered.

Retreatment of root canat therapy within five years of the original root canat If the final resteration has not been completed, Is not a covered benefit.
Treatment of cleft palate, anodentia, and mandibular prognathism is not a covered benefit.

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

Behavior management fees for covered persons requiting additional or unusual efforts to complete a dental procedure is not covered.

Experimental, Investigational or temporary procedures and/or appliances is not a covered benefit,

Dental treatment started before a covered person's policy became effective, or services rendered after the termination of benefits will not be covered.

‘FPorcelain, porcelain substrate, and cast restorations on primary teeth is not a covered benefit.
Missed appomtments, dupllcatlon of radmgraphs, and oral hygiene instruction procedures are non-covered beneflits.

SO ", ORTHODONTIGEXCLUSIONS =~ -~~~ ™

&.._u i

Retreatment of prior orthodontic services, unless prowded under this palicy is not a covered benefit.

Crthodontic treatment that would not render satisfactory results andfor the overall pregnosis is poor is not covered.

Orthodontic treatment during a pertod of ineligibility is not covered

Repair ar replacement of a lost or broken orthodontic appliance is nota coverad benefit.

Interceptive Orthodontic treatment is not a covered benefit,

Surgical procedures indicental to arthodontic treatment is not covered.

Active treatment extending more than 24 months ftom the banding date due te tack of patient cooperation and/or deviation frorn the treatment plan is not covered.
After initial handlng, transfers to another Orthodontic Pru\ﬂder is not cavered.

TRl T T T e WA]TING PERIODS

s P

Refer to the plan Schedule of Benetits and Co-Payments for applicable benefit waiting periods.

DV3.2026 DENCAP Dental Plans Effective 01/2026
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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-fo-read summary and pravides only a general overview of your benefits, It is not a contracl. Additional limilations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay. For a complete
description of benefits please see the applicable BCBSM certificates and riders, if your group is 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 doctor, call 1-800-877-7195 or log on to the VSP Web site at vsp.com.

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

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

-Member's responsibility (pdpays)

P

| Benefits |f VSP network doctor | Non-VSP provider |
Eye exam None _  None
Prescription glasses (lenses and/or frames) None + None (member responsible for
difference between approved
' amount and provider's charge)
Medically necessary contact lenses None Nane (member responsible for
; difference between approved
Contact lens suitability examination (fitting and evaluation) Up to $60 copay . amount and provider's charge})

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

Eye exam )

1 Benefits i{ VSP network doctor “NOH'VSP pravider
Complete eye exam by an ophthalmologist or optametrist. The exam 100% of appi’oved amount + Reimbursement up to $58 less $5
includes refraction, glaucoma testing and other tests necessary to ' ! copay (member responsible for
determine the overali visual health of the patient. . any difference)

Cne eye exam in any pericd of 12 consecutive months

Lenses and frames

Benefits -~ - ii VSP network doctor

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 amaunt 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. .. _ 1 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 CHOIGE NET

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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lBeneﬁts I VSP network doctor [NOH-VSP provider

Standard frames .$100 al]owance that is applled loward Reimbursement up to $65 less
aframes (member respansible for any cost $10 copay (member responsible
I oxcf_ag_lng the allowance) less _ i i forany: dlfference)

Note: All VSP netwark doctor locations are required to stock at [east 100 One frame in any penod of 12 consecutive months

different frames within the frame allowance.

Contact Lenses

l. Benefits J VSP network doctor ”NOI‘I-VSP provider |

Medically necessary contact lenses (requires prior authorization approval | 100% of approve_d amount I Reimbursement up to $210
fram VSP and must meet criteria of medically necessary) | , {member responsible for any
3 ; difference)

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

Contact lens suitability examination (fitting and evaluation) '$120 allowanse'that is applled toward i $105 allowance that is applied
Qcontacl lens exam (fitting and-materials) ; toward coniact lens exam (fitting
Elective contact lenses that improve vision (prescribed, but do not meet and the contact lenses {(member | and materials) and the contact
critetia of medically necessary) 'responsible for any cost exceeding the | lerises (member responsible for
‘allowance) i.any cost exceeding the
; allowance)

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

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

Blue Cross Blue Shield of Michigan is a nonprofit carporation and independent licensee 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
THE COUNTY OF MACOMB
and
POLICE OFFICERS ASSOCIATION OF MICHIGAN (POAM) - Juvenile Justice Center

RE: PAID TIME OFF (VACATION)

Requesting Paid Time Off (Vacation):

1, The Employer shall make available annual Paid Time Off schedules and request employees to turn in
their Paid Time Off preferences by April 1 of each year during the term of the Agreement, and Paid
Time Off requests shall be scheduled in accordance with seniority on each shift, with the most senior
employee on each shift having the first preference on Paid Time Off requests, all in keeping with the
needs of the Department and shift staffing requirements.

A. Al requests must be submitted in writing before April 1%t to be considered.
B.  Primary Paid Time Off requests will receive first consideration.

A primary Paid Time Off request is a Paid Time Off request of five (5) or more days being
deducted from the Paid Time Off bank and/or holiday bank.

C.  Only after all Paid Time Off request for five (5) or more days have been considered on a shift
shall requests for four (4) or less days be considered.

These requests shall also be considered on the basis of seniority by shift, all in keeping with the
needs of the department and shift staff requirements and also the availability of time slots, noting
that primary Paid Time Off requests have priority over four (4) days or less.

2. Requests for Paid Time Off received after April 1% of each year shall be honored in the order received,
subject to availability of requested dates, as determined by the Department staffing needs, without
regard to seniority. The Paid Time Off schedule, as prepared in conformance with this Section, shall be
made available for examination, as soon after April 1% as possible, and in no case later than May 1, shall
be updated on a continual basis.

FOR THE UNION: FOR THE EMPLOYER:
Mtchael Gerald fBusiness Agent Karlyn Semlow, Director
POAM —JIC Human Resources and Labor Relations

e

rad

Anthony Rumps, President

Ben Halaas, Ste

P = 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 POAM 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:
Michael Gerald#Business Agent Karlyn Semlo?ﬁ: Sirector
POAM ~ 11C Human Resources and Labor Relations

Anthony Rumps, President” : ;
PM

Beff Halaas, Stewz ea
POAM - J3C

Dated: - G20
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