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MACOMB COUNTY PROFESSIONAL DEPUTY SHERIFF'S ASSOCIATION

INTRODUCTION

THIS AGREEMENT was entered into the 1% day of January 1, 2025, between the COUNTY OF MACOMB, hereinafter
referred to as "EMPLOYER" and/or "COUNTY", and the MACOMB COUNTY PROFESSIONAL DEPUTY SHERIFF'S
ASSOCIATION, hereinafter referred to as "ASSOCIATION", acting on behalf of the Employees within the unit for which
the ASSOCIATION has been recognized as sole bargaining agent.

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

PURPOSE AND INTENT

The general purpose of this Agreement Is to set forth terms and conditions of employment, and to promote orderly
and peaceful labor relations for the mutual interest of the Employer, Employees and Association.

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

The Employer and Association encourage, to the fullest degree, friendly and cooperative relations between the
representatives at all levels and among all Employees.

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

To these ends, it is mutually agreed that communication of views and ideas on Sheriff Department matters, the
orderly resolution of grievances, the maintenance of discipline and the promotion of efficiency is essential to the well
being of the Department.

ARTICLE 1
RECOGNITION
A, Pursuant to and in accordance with all applicable provision of Act 379 of the Public Acts of 1965, as amended,
the Employer recognizes the Macomb County Professional Deputy Sheriff's Association (M.C.P.D.S.A.) as the

sole Collective Bargaining Agent for non-supervisory Employees of the Macomb County Sheriff's Department,
as set forth in Paragraph B, below.

B. The County of Macomb recognizes the Macomb County Professional Deputy Sheriff's Association as the
exclusive bargaining representative on behalf of all Sheriff Department Corrections Deputies, excluding all
other Employees of the Department, for purposes of collective bargaining with respect to rates of pay, wages,
hours of employment, and other conditions of employment.

ARTICLE 2

DUES/SERVICE FEE COLLECTION

A. The current or future employment of bargaining unit Employees is not contingent upon membership in the
Association or the payment of Association dues or fees.

B. The Employer agrees to make Association payroll deductions once each month from the second pay of the
Employees who have authorized that such deductions be made as set forth in Subsections D and E.



The Employer shall transmit such deductions, together with a list of Employees paying same, to the Treasurer
of the Association as designated in writing by the Association and shall do so as soon as possible after the
deduction, but no later than the 10th day of the following month. As soon as practicable following the decision
to hire a new Employee into the bargaining unit, the Employer shall notify the Association of newly-hired
bargaining unit Employees and provide the Association an opportunity to meet with newly-hired bargaining
unit Employees to discuss the Employees’ options with respect to becoming or not becoming a member of
the Association.

Any Employee who becomes a member of the Association after June 27, 2018, may sign the Assodiation’s
Application for Association Membership and Authorized Dues Deduction Card, and shall do so with the
understanding that the dues authorization and assignment shall be irrevocable for the term of the applicable
contract between the Association and the Employer or for one year, whichever is the lesser, and shall
automatically renew itself for successive yearly or applicable contract periods thereafter, whichever is the
lesser, unless the Employee gives written notice to the Employer and the Association at least sixty (60) days,
but not mare than ninety (90) days before any periodic renewal date of this authorization and assignment of
the Employee’s desire to revoke same. Such authorization and assignment is voluntary and not conditioned
upon present or future membership in the Association.

The Employer shall not make any Association payroll deductions from any Employee without written
authorization from the Employee. In the case of an Employee who becomes a member after June 27, 2018,
written authorization must be in the form of a signed and completed Application for Association Membership
and Authorized Dues Deduction Card, as well as any additional written authorization as the Employer may
require. In the event the terms of the Employer’s written authorization conflicts with the terms of the
Association’s Card, the terms of the Card shall be controlling. For an Employee who became a member prior
to June 27, 2018, the Employer must have from the Employee written authorization showing the Employee's
clear intent to participate in Association payroll deductions.

Employees may resign their Association membership at any time by notifying the Association, but may still
be responsible for payroll deductions as set forth in Subsection D.

Deductions for any calendar month shall be remitted to the Association. In the event that a refund is due to
any Employee for any sums deducted from wages and paid to the Association, it shall be the responsibility
of such Employee to obtain the appropriate refund from the Association.

The Employer shall not be liable for the remittance or payment of any sums other than those constituting
actual deductions made. If the Employer fails to make a deduction for any Employee as provided, it shall
make that deduction from the Employee’s next pay period in which stich deduction is normally deducted after
the error has been called to its attention by the Employee or the Association.

If there is an increase or decrease in Association payroll deductions, as determined and established by the
Association, such changes shall become effective upon the second pay period following notice from the
Association to the Employer of the new amount(s).

ARTICLE 3

REPRESENTATION

Association business shall not be conducted during working hours or in County Areas, except as provided by
this Agreement.

The Association may be represented in collective bargaining negotiations with the County by a committee
comprised of not more than five (5) members of the Association. Of the five (5) members of the Association
Bargaining Committee, a maximum of three (3) members can be on duty during collective bargaining
negotiations. The three (3) members, only, shall not lose wages or benefits during time spent while attending
negotiations. Additionally, the Association may designate any outside person or organization as its official
representative.



Employees covered by this Agreement shall be represented for purposes of filing grievances by a Steward or
Executive Board Member as hereinafter provided. The Steward or Executive Board Member, during their
regular working hours, without loss of time or pay, may investigate and present grievances to the Employer;
provided, however, that if such Steward or Executive Board Member requires more than one (1) hour to
investigate and present said grievance, a request shall be made for additional time to the immediate
supervisor. The privilege of Stewards and elected Association officials leaving their work during regular
working hours without loss of time or pay is subject to the understanding that the time will be devoted to the
proper handling of grievance matters and will not be abused, and that Stewards and elected Association
officials will perform their regularly assigned duties, except as provided herein.

There shall be three (3) Stewards as follows:

DAY SHIFT One (1)
AFTERNOON SHIFT One (1)
MIDNIGHT SHIFT One (1)

The Sheriff agrees to continue his present practice of communicating with the proper Association
Representatives prior to implementing anticipated changes in policies encompassing subject matter contained
in the General Orders, Specfal Orders and/or Department Memorandum affecting written or verbal policy.
The Association will be afforded reasonable time to offer its response prior to implementation, which response
will be given due consideration.

Emergency exceptions to policy will be impleme'nted, with subsequent communication, as expressed herein.
ARTICLE 4
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 in the normal operations of the County.

It shall be the firm policy of the Employer to ensure to its Employees and to the Association the opportunity
to have the uncbstructed use of this grievance procedure without fear of reprisal or without prejudice in any
manner to employment status.

Grievances shall be filed within fifteen (15) days of the event, occurrence or circumstances constituting the
subject matter of the grievance.

The parties, recognizing that an orderly grievance procedure is necessary, agree that each step must be
adhered to within the designated time period; provided, however, that tha time limits of the grievance
procedure may be extended upon mutual agreement of the Association and the Employer.

If either party fails to timely appeal an answer at any step after Step 1 of the Grievance Procedure, said
grievance shall automatically progress to the next step in accordance with the procedures contained herein,
Exception is made in those instances where the parties have agreed to settle a grievance on the basis of the
last answer. Exception is also made with regard to medical grievances, where the Association shall have an
additional 60 days from receipt of the Employer's answer.

Every Employee of the bargaining unit shall have the right to present a grievance in accordance with the
procedure provided herein. The informal resolution of differences or grievances is encouraged at the lowest
possible level of supervision.

Immediate supervisors, commanding officers and reviewing officers shall consider promptly all grievances
presented to them and, within the scope of their authority, take timely action as is required.



Grievances affecting more than one (1) employee may be treated as policy grievances and entered at the
third (3rd) step of the grievance procedure by the Association.

In instances where the subject matter of the grievance lies within the jurisdiction of a specific County agency,
e.g., Payroll, etc., the grievance steps may be reduced by mutual agreement in order to bring the grievance
to the agency's immediate attention for a recommendation as to the action to be taken at Step 3.

Grievances shall be processed according to the following procedures:

1.

STEP 1. An Employee who believes hefshe has a grievance may discuss the complaint with the
immediate supervisor or designee, with or without the presence of the Steward. The parties shall
discuss the grievance in an informal manner and shall make every effort to reach a satisfactory
settlement at this point. The Employee shall have the right to discuss the complaint with the Steward
before any discussion takes place with the supervisor. If possible, a supervisor will make
arrangements for the Employee to be off the job for a reasonable period of time in order to discuss
the complaint with the Steward. The past practice of Employees discussing grievances with the
Steward at the beginning and/or end of the shift shall continue.

STEP 2: If the matter Is not settled through informal discussion as provided in Step 1, within fifteen
(15) days following the discussion, said grievance may be submitted in written form by the individual
grievant, co-signed by the Steward and/or Executive Board Member or, in the case of a policy
grievance, by the Steward and/or Executive Board Member only, to such immediate supervisor. The
written grievance shall set forth the nature of the grievance, the date of the matter complained of,
the name(s) of the Employee(s) involved, so far as diligent effort will allow, and the provisions of
this Agreement, if any, that the grievant claims have been violated. The supervisor's answer shall
set forth the facts taken into account in answering the grievance. The written answer shall be
presented to the Steward within five (5) days after receipt.

STEP 3: If the grievance is not satisfactorily adjusted, it shall be referred to the Steward and/or
Executive Board Member who may appeal such grievance to the Sheriff, or in the absence of the
Sheriff, a designee, within fifteen (15) days. The Sheriff, or designee, shall hold a meeting to discuss
the grievance with the Steward, Association President, or designee, and the aggrieved Employee
within five (5) days of receipt of the grievance. If not satisfactorily adjusted at this meeting, the
Sheriff, or designee, shall give a written answer within ten (10) days of such meeting.

STEP 4: If not satisfactorily seftled in Steps 1, 2, and 3, the grievance may be submitted in writing
by the Association President, or designee, to the Director, Human Resources and Labor Relations, or
designee, within fifteen (15) days. A meeting between said Director, Human Resources and Labor
Relations, or designee, and a committee of the Association composed of the President, or designee,
or both and the grievant's Steward or representative, shall be held within twenty (20) days after
submission to the Director, Human Resources and Labor Relations, or designee. If not satisfactorily
adjusted at this meeting, the Director, Human Resources and Labor Relations, or designee, shall give
a written answer within ten (10) days of the meeting.

GRIFVANCE MEDIATION: If the grievance is not resolved at Step 4 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
Step 4 grievance response. If the mediation process is unsuccessful, either party shall have the
right to move the matter to arbitration

STEP 5: ARBITRATION: If the grievance is not resolved at Step 4 or through grievance mediation,
if invoked, the Union President or designee has thirty (30) days from the Step 4 grievance response
or mediation result if invoked, 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 designee fails to request arbitration
within this time limit, the grievance shall be deemed not eligible to go to arbitration.
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SELECTION OF THE ARBITRATOR:

1.

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

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

The party seeking arbitration shall notify the arbitrator within 10 days of their mutual 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 set forth herein. The scope and extent of the
jurisdiction of the Arbitrator shall only extend and be limited to those grievances arising out of and
pertaining to the respective rights of the parties within the four (4} corners of this Agreement, and
pertaining to the interpretation thereof. The Arbitrator shall be without power or authority to make
any decision contrary to, or inconsistent with, or modifying or varying in any way, the terms of this
Agreement or applicable laws or rules or regulations having the force and effect of law.

To the extent that the laws of the State of Michigan permit, it is agreed that the Arbitrator's decision
shall be final and binding on the Union and its members, the Employee or Employees involved, and
the Employer. There shall be no appeal from any such decision unless the decision extends beyond
the limits of the powers and jurisdiction herein conferred upon such Arbitrator.

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

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

The fees and approved expenses of the Arbitrator, shall be paid by the party who does not prevail
in the case as determined by the Arbitrator. In the event that each party prevails in part, the fees
and approved expenses of the Arbitrator shall be shared 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, unless agreed otherwise. If the grievance is reinstated, the financial
responsibility shall date only from the date of reinstatement. If the grievance is not reinstated
within fifteen (15) days from the date of withdrawal, the grievance shall not be reinstated.

Computation Of Back Wages: All claims for back wages shall be limited to the amount of straight
time wages less any unemployment compensation or compensation for any employment or received
from other sources during the period in question.




3. 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, Time limits may be extended or shortened by mutual written consent of the Parties.
5. The aggrieved, the Association representative and prospective witnesses shall not lose pay or

benefits for the time off the job while attending the arbitration proceedings; provided, however, that
attendance by such on duty arbitration participants shall be subject to the approval of the Sheriff, or
designated representative, in accordance with manpower requirements. The aggrieved and
prospective witnesses, if on duty, shall be afforded time away from the job without loss of pay for
meetings held with legal counsel for the purpose of arbitration preparation. The Employer will provide
meeting space onsite for preparatory meetings; however in the event that preparatory meetings
must be held offsite, there shall be no more than cne (1) employee allowed away from the job at
any time, and not to exceed three (3) hours, unless authorized by the Sheriff, or designated
representative. Seventy-two (72) hours notice must be given by the employee directly to the Jail
Captain and shall be subject to approval, in accordance with manpower requirements. In the event
in which an exigent circumstance arises, the employee may be called back and required to return to
the job.

6. All records, reports and other information pertaining to a grievance which are to be utilized in an
arbitration proceeding shall be made available for inspection by the Association, provided a request
for the specific documents is made.

7. Notwithstanding any cther provisions herein, an individual Employee(s) may present a grievance to
the Employer and have it adjusted without the intervention of the Steward or Association Deputies;
provided, however, that the Employer has given the Steward and Association Deputies notice and
an opportunity to be present at such adjustment. In no event shall any such adjustment be contrary
to or inconsistent with the terms of any Agreement between the Employer and the Association.

8. The settlement of any grievance shall be reduced to writing and signed by a representative of the
County, a member of the Association Executive Board and the affected Employee's Steward (if
applicable).

9. All references to days as they pertain to the Grievance Procedure shall mean "warking days.” They

do not include Saturdays, Sundays and designated holidays.
ARTICLE 5
EMPLOYEE'S BILL OF RIGHTS
No Employee shall be ordered or coerced, in any manner, to submit to a polygraph examination, a lie detector
or similar test, chemicals such as Sodium Pentothal, or truth serum or similar tests, by whatever name called,

for any reason, unless such member shall demand an examination and/or test in writing.

No Employee shall be discharged, disciplined, or in any way discriminated against for refusing or declining to
submit to a polygraph examination, lie detector or similar test by whatever name called.

The Employer, or its agent, shall not utilize any type of recording or electronic surveillance device to record
or transcribe any conversation between the Employer and any Employee, unless disclosure of such device is
made to the Employee prior to such conversation.

Except when on duty, or when acting in an official capacity, no Employee shall be prohibited from engaging
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in political activity or be denied the right to refrain from engaging in political activity.

Employees shall have the right to bring civil suit against any person, group of persons, organization or
carporation, or the head of such organization or corporation, for damages suffered, either pecuniary or
otherwise, and/or for abridgement of their civil rights, arising out of the Employee's performance of official
duties.

Nothing of an adverse nature shall be added to an Employee's personnel file without prior written
acknowledgement by the Employee. In the event an Employee refuses to acknowledge receipt of any such
matter to be added to the personnel file, it shall be so noted and witnessed by the Employee's Association
representative and then filed.

The Employee’s files shall not be made available to any person or organization other than the Employer
and Employee without the Employee’s express authorization, unless pursuant to Court order or as
otherwise provided by law.

No Employee shall be required or requested, for purposes of assignment or other personnel action, to disdose
any item of his/her property, income, assets, source of income, debts, or personal domestic expenditures
(including those of any member of his/her family or household), unless such information is obtained under
proper legal procedures or tends to indicate a conflict of interest with respect to the performance of the
Employee’s official duties. This paragraph shall not prevent inquiries made by authorized agents of legally
constituted agencies in accordance with acceptable and legally established procedures.

Whenever any Employee is under investigation or subjected to interrogation by members of this or any other
investigative agency, for any reason which could lead to disciplinary action, demotion, dismissal or criminal
charges, such investigation or interrogation shall be conducted under the following conditions:

1. The interrogation shall be conducted at a reasonable hour, preferably, but not necessarily limited to,
when the Employee is on duty.

2. Any Employee, upon his/her request, shall have the right to be represented by counsel andfor
Association representatives of the Employee's choice, prior to and during the making of any
statements, written or verbal, concerning any act, incident or occurrence, from which disciplinary
action, criminal prosecution or civil suit may possibly result.

3. The Employee under investigation shall be informed of the rank, name and command of the Officer
in charge of the investigation, the interrogating Officer and all persons present during the
interrogation.

4, Prior to any questioning, the Employee under investigation shall be informed of the nature of the

investigation and the name of the complainant.

5. Interrogating sessions shall be for reasonable periods and shall be timed to allow for such personal
necessities and rest periods as are reasonably necessary.

6. The Employee under interrogation shall not be subjected to offensive language or threatened with
transfer, dismissal, or any disciplinary action. No promise or reward shall be made as an inducement
to answering any question.

7. The complete interrogation of any Employee, including all recess periods, shall be recorded and there
shall be no unrecorded questions or statements.

8. If the Employee under interrogation is under arrest, or is likely to be placed under arrest as a result
of the interrogation, hefshe shall be completely informed of all his/her rights prior to the
commencement of the interrogation.



Employees will not be deprived of liberty or property without due process of law, nor denied the equal
protection of the laws.

Any Employee involved in a shooting shall not be bound, as a condition of employment, to make a written or
oral statement, or submit a preliminary crime report, until such time as the Employee has been able to contact
an Association representative and has had a reasonable time to discuss the incident with an Association
attorney. The attorney shall be permitted to counsel the Deputy during preparation of the preliminary crime
report or any other oral or written statement that may be required. Subject to consultation with the attorney,
under all circumstances, an Employee shall be required to submit his/her P.C.R. as a condition of employment.,
Additionally, when requested by a Command Officer at the shooting scene, an Employee shall be required,
as a condition of continued employment, to inform said Command Officer who fired the shots, the direction
at which they were fired and the direction of any escaping perpetrator.

An Employee's locker shall not be opened for any reason, including inspection, without the Employee or an
Association representative being present. In no event shall an Employee's locker be opened in order to
search through personal property, without the Employee's consent.

Command Officers shall treat Employees under their command in a respectful, dignified and professional
manner and, if possible, shall give disciplinary advice to an Employee in private, not in the presence of other
Employees.

No Employee shall be favored or discriminated against, nor disciplined, demoted or transferred for exercising
any of the above rights, or any rights afforded him/her by this Agreement.

ARTICLE 6
DISCIPLINARY PROCEEDINGS

The Parties hereto agree that all aspects of disciplinary proceedings shall be conducted only in accordance
with the procedures contained in this Article.

No Employee shall be discharged, demoted, or otherwise disciplined except for just cause. Disciplinary action
may include oral reprimand, written reprimand, suspension, demotion and discharge. Although the Employer
recognizes progressive discipline, nothing in this section shall prevent the Employer from appropriately
disciplining an employee, should circumstances warrant, up to and including discharge. All disciplinary
measures, including written reprimands through discharge, sought to be imposed upon Employees shall be
based upon specific written charges which give reasonable notice to the Employee of the nature of the
charged offenses and the facts relating thereto. A copy of such charges shall immediately be forwarded to
the Association and the charged Employee.

Except in situations requiring immediate action, no disciplinary measures, which result in the suspension,
demotion or discharge of an employee, shall be implemented until there has been a full and complete
investigation of the matter, and the Employee has been furnished with a written statement of the charges
and reasons, as outlined in Paragraph B. Any such investigation must commence within 90 days of the
alleged violation being made known to, or should have been known by, a member of Command staff or
above.

Any disciplinary action, including reprimands, taken by the Sheriff or his representative may be appealed by
the Employee to the Sheriff with a copy to the County Human Resources and Labor Relations Director within
five (5) days (excuding weekends and holidays) from the date of service of the charges of the Employee.

The Employee has the right to appeal any disciplinary action taken by the Sheriff, or his representative, by
filing a grievance which is automatically processed at Step 3 of the Grievance Procedure. In the event that
disciplinary action is appealed to the Grievance Procedure, and said grievance is not satisfactorily settled at
Step 3 or 4, it may be appealed to Arbitration in accordance with Article 4, Grievance Procedure, Step 5.



An Employee's decision to appeal a disciplinary action pursuant to the grievance procedure shall be the
exclusive method of appealing discipline actions and shall not have any appeal rights as provided under PA
298 of 1966.

NOTICE OF APPEAL - OPTION AND WAIVER FORM

I, (Employee's Name) » hereby give notice that I am appealing the imposition of the (degree
of action) _ disciplinary action taken against me on or about___ (date).

Received By:

Employee's Name
Dated:

Address
Witnessed By:

FOR MACOMB COUNTY PROFESSIONAL
DEPUTY SHERIFF'S ASSOCIATION

In the event that there are criminal charges in conjunction with a disciplinary investigation, the Employee
may request that disciplinary action or appeal shall not proceed, and that the process be held in abeyance
pending resolution of the underlying criminal charges. If the Employee makes such a request, they may be
placed in an unpaid ieave status during the pendency of their criminal proceeding and until the discipline
appeal is concluded and/or they are returned to active status. During this leave of absence, the Employee
shall not be eligible to accrue or receive fringe benefits and their seniority date shall be tolled until the
conclusion of the internal proceeding. Medical, dental and vision coverage are not considered fringe benefits
for this paragraph only and will continue during the pendency of said investigation.

Nothing in the foregoing sections shail be construed to prejudice, or understood to constitute a waiver of, an
Employee's right to lost wages or benefits in the event said Employee is retumed to active employment.

In no event shall the disciplinary action imposed at the initial stage of the disciplinary proceedings be
increased or broadened at any stage of this appeal process.

In the event that an Employee shall agree to and accept the reprimand or disciplinary action imposed by the
Sheriff, or his designated representative, it shall be final and binding upon all parties.

In all cases of disciplinary proceedings, the Employee being investigated or questioned shall be entitled, upon
request of said Employee, to Association representation by a duly elected or appointed Association Official
and/or Association attorney. Nothing in the foregoing shall abridge the right of @ Command Officer to counsel,
advise, andfor instruct an Employee under his/her command in private, provided such is accomplished in a
civil tone.

Before any reprimand is placed in an Employee's filg, it shall be explained by the Supervisor to the Employee
and receipt of a copy thereof shall be acknowledged by the Employee on the file copies.

Records of disciplinary actions shall remain in the employee's personnel file for a period of two (2) years,
unless, prior to the end of said two (2) year period, the employee is disciplined for a similar incident. In
such case, the records of both disciplinary actions shall be maintained in the employee's personnel file for
an additional two (2) years, or a total of four (4) years for each incident based upon the date of occurrence.

The Sheriff's ability for disciplinary demations into this bargaining unit, beyond the established probationary
periods, shall be limited to Deputies within twenty four (24) months from leaving this bargaining unit.



ARTICLE 7

EMPLOYEE DEFINED

A regular full-time employee is an individual employed in a full-time budgeted position and regularly
scheduled to work forty (40) hours per week for six (6) consecutive months. Full-time employees are entitled
to benefits as specifically autlined in this Labor Agreement.

A regular part-time. employee is an individual employed in a part-time budgeted position and regularly
scheduled to work thirty-two (32) or less hours per week for six (6) consecutive months, Regular part-time
employees shall not be entitled to any benefits pursuant to this Labor Agreement.

ARTICLE 8
PROBATIONARY PERIOD

Newly hired Employees will serve a probationary period of twelve (12) months during which time an Employee
may be terminated by the Employer. During this twelve (12) month probationary period, new Employees
shall have the benefit of union representation, however, no disciplinary dispute or

termination arising during this probationary period shall be made the subject of a grievance or processed
through the grievance procedure herein except those based upon union or political activities.

It is expressly understood that members of the bargaining unit who have been reclassified into a higher paid
classification shall be required to serve a probationary period in the new classification. In the event that the
Employee does not satisfactarily complete the aforementioned probationary period, said Employee shall be
returned to the first occurring vacancy in his/her former dassification and shall perform the remainder, if any,
of his/her twelve (12) months of probation remaining in that classification.

ARTICLE 9
SENIORITY

Departmental seniority of a new Employee shall commence after the Employee has completed the twelve
(12) month probationary period and shall be retroactive from the initial date of full-time employment with
the Department, in accordance with Civil Service regulations.

Classification seniority shall commence when an employee is placed in a dassification and shall continue until
such time as said Employee is placed in a different classification. The time spent in the previous classification
shall be frozen in its entirety. If the employee reverts back to the former dlassification, the Employee shall
receive full credit for the time previously spent in that classification. An Employee who is placed in a higher
classification and successfully completes the probationary period shall accrue classification seniority
refroactive to the date of the initial placement in the higher classification. In the event that an Employee
who is placed in a higher classification does not sticcessfully complete the probationary period, the time spent
in the higher classification shall accrue to the previous classification. Classification seniority shall prevail for
purposes of vacation and overtime preference as well as to other items that the parties may agree upon in
writing.

An Employee shall forfeit seniority rights only for the following reasons:
1. The Employee resigns or terminates employment with the Department.

2, The Employee is dismissed and not reinstated by the Civil Service Commission, Arbitration, a Court
of competent jurisdiction or through other methods of reinstatement.

3. The Employee is absent without leave for a period of three (3) consecutive working days without
notification to the Employer. After such absence, the Employer will send written notification to the
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Employee at the last known address indicating that seniority has been forfeited and employment
terminated. If the disposition of any such case Is not satisfactory, the matter may be referred to the
grievance procedure.

4, The Employee retires.

5. The Employee does not return to work when recalled from layoff. In special cases, exceptions shall
be made by the Employer,

6. Return from Sick Leave and leaves of absence will be treated the same as subparagraph 3, above.

7. If the employee, except for participants in the Deferred Retirement Option Plan, withdraws his/her

contributions from the Macomb County Employee’s Retirement System.

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

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

ARTICLE 10

PREFERRED JOB ASSIGNMENTS

The Sheriff retains the right to make all assignments, but the Sheriff shall make preferred job assignments
as set forth in this Article. Preferred job assignments shall be made as follows:

1. When a job opening is available for any preferred assignment, the Department will post the opening
for a ten (10) day period.

2. Any non-probationary Employee may file a written request for the preferred job assignment.

3. Except as otherwise set forth herein, the filling of a preferred job opening shall be determined from

the list of Employees who file written requests.
4. The following shall be recognized as preferred jobs:

Jail Information Corrections Deputy, Classification Corrections Deputy, Visiting Corrections Deputy,
Video Court Corrections Deputy, Booking Court Corrections Deputy, Body Scanner Corrections
Deputy, Mail Room Corrections Deputy, Writ Corrections Deputy, Michigan Indigent Defense
Commission Corrections Deputy (contingent upon grant funding of this position) and one (1) Clinic
Assigned Corrections Deputy or any newly created position to be staffed by a Corrections Deputy.

Preferred jobs shall be posted annually. Selection to preferred positions shall be determined on the basis of
qualifications, ability and seniority. The Association, through a designated representative, shail participate in
the process of formulating recommendations to the Sheriff on the selection of applicants. It is recognized
that the assessment of ability and qualifications of applicants requires subjective judgment by the
Department. As such, the determination of the best qualified candidate shall be made by the Sheriff at his
discretion.

Deputies assigned preferred positions will have a Monday through Friday work schedule, with the exception
of Classification Deputy and Visiting Corrections Deputy.
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The Department shall maintain two (2) Corrections Deputies on Day Shift, one (1) on Afternoon Shift and
one (1) on Mid-afternoon Shift as Jail Information Corrections Deputy. One (1) Corrections Deputy will be
assigned as the Video Court Corrections Deputy.

An employee is permitted to remain in a preferred job for three (3) years before the possibility of removal
through the exercise of bumping rights by a senior employee, which bump is subject to the Sheriff's discretion.
If a senior employee does not bump, the incumbent employee may remain in a preferred job for one (1)
additional year. There will be a one year exclusionary period before reapplying for the preferred position
previously held. Any additional assignment to the Jail Information Corrections Deputy job shail be at the sole
discretion of the Sheriff and may be offered to any employee within the Department.

In the event that no employee signs up for a specific preferred position, the Sheriff may fill the position with
the least senior employee. An employee may elect to leave the position after one (1) year. If no employee
submits a bid for the vacancy, the Sheriff must select the next least senior employee if the job is to remain
filled.

When an Employee is reassigned from a preferred assignment back to regular duties, said Employee shall be
afforded an opportunity to select a shift preference as provided in this Agreement.

All preferred jobs shall be posted in November of each year. The assignment shall then be made effective,
subject to scheduling, as near January 1 as possible. The holding of any job under this Article is subject to
the Employee’s ability to perform satisfactorily in the assignment. Inthe event thatan Employee is reassigned
to regular duties, the Sheriff, or designated representative, will explain to the Employee the reasons for the
reassignment.

Probationary Employees, as defined in Article 8, Probationary Period, Paragraph A (New Employees), shall
not be eligible for any preferred assignment.

For the purpose of this Article, any newly created job assignment may be deemed to be a Preferred Job
Assignment by mutual agreement of the parties. The Employer shall meet and confer with the MCPDSA
prior to establishing any newly created job assignment.

ARTICLE 11
SHIFT PREFERENCE

Employees in the classification of Corrections Deputy who have at least two (2) years seniority in their
respective classification, shall be given the opportunity to bid for shift assignments (days,

afternoons, midnights or rotating) based upon classification seniority. Employees shall be placed in their
requested shift preference in order of highest to lowest classification seniority permissible within the confines
of shift manpower limits designated by the Sheriff.

Corrections Deputies with less than two (2) years seniority In their respective classification shall be given shift
assignments;, including regularly rotating shifts, within the discretion of the Sheriff; provided, however, that
said Employees shall not be removed from their assigned shift more than one (1) time period extending from
one (1) day to twenty-seven (27) days inclusive, during a twenty-eight (28) day period, unless said Employee
consents to more than one such movement.

Unless otherwise provided in this Agreement, shift preference shall be effective for a period of one (1) year.
Shift preference re-bidding shall be open on December 1 of each year to be effective on the January 1,
thereafter. Upon good cause shown, the Sheriff may permit an Employee to change shift preference,
provided there is another qualified Employee to trade shifts for the requested period.

Nothing in this Article shall abridge or otherwise interfere with the right of the Sheriff to create additional
shifts, make special assignments, and/or alter shift manpower requirements at any time.
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In the event there arises the need, as determined by the Sheriff, to transfer an Employee to or from one shift
to or from another, requests shall first be made for volunteers. If there are not sufficient volunteers, required
Employees shall be transferred in order of lowest classification seniority in the shift from which Employees
are to be transferred. The term of the shift transfer shall initially be explained in full by the Sheriff to all
potential Employees subject to transfer. .

ARTICLE12
EMPLOYEES -- SALARIES -- CL ASSIFICATION CHANGES

A new Employee shall start at the minimum salary level based upon the applicable hourly rate as designated
for the position. If the new Employee, however, has previous experience in work similar to the type of work
to be performed for the County, upon consultation between the Sheriff, the Director of Human Resources
and Labor Relations and the Finance Director, the Employee may be given credit for one-half (1/2) of such
experience, and the minimum salary may be increased commensurate with the allowable credit. In no case,
however, shall the starting salary be in excess of one-half (1/2) of the total increments allowed in the salary
range. If the Sheriff is desirous of allowing a greater starting salary than set forth above, it must be approved
by the Chairman of the Office of the County Executive, the Chairman of the Budget Committee, the Finance
Director and the Human Resources and Labor Relations Director.

After employment, each employee will be entitled to one (1) normal increment after each thirteen (13)
continuous complete pay periods. Such increment will become effective the first day of the fourteenth (14th)
complete pay period. All increments are to be approved by the Sheriff before becoming effective; provided,
however, any disapproval of an increment by the Sheriff shall be set forth in writing together with the reasons
therefore and a copy furnished to the Employee and the Director of Human Resources and Labor Relations.

When a new job is created and cannot be properly placed in an existing classification, the Employer will
establish a rate pursuant to the provisions of Act 258 of the Public Acts of 1966, as amended. In the event
the Employee or Association does not agree that the rate is proper, the Association or Employee shall have
the right to submit the matter to the grievance procedure at the second step.
Payroli errors will be corrected by the Employer as soon as administratively possible.
ARTICLE 13

SCHEDULING AND HOURS
The regular work week for all Employees covered by this Agreement shall constitute a twenty-eight (28) day
work period, during which every effort will be made to create one (1) four (4) day non-work break period
which will include both Saturday and Sunday.

The work schedule shall normally be posted at least ten (10) days in advance of the start of a new schedule.

The past practice of trading days and/or shifts shall be continued subject to the written approval of the Shift
Commander.

ARTICLE 14
SHIFT PREMIUM
Shift premium shall be paid to eligible Employees in the classification of Corrections Deputy at the following
rates, to be paid during the pay period in which the shift premium was earned. Corrections Deputies must

have completed 1 year in their respective classification to be eligible for the shift premium.

Afternoon shift: 3% of their base hourly wage
Midnight shift: 6% of their base hourly wage
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For purposes of this Article, the term "afternoon shift" shall mean any shift with a scheduled starting time on
or after 2:00 p.m. and before 10:00 p.m. The term "midnight shift" shall mean any shift with a scheduled
starting time on or after 10:00 p.m. and before 6:00 a.m.

Shift premium shall be paid in accordance with the shift in which an Employee started working, provided the
employee has worked less than 4 hours into the succeeding shift. If an Employee works 4 or more hours into
another shift, said Employee shall receive the premium (if any) of that succeeding shift for those 4 or more
hours. Examples:

1. An Employee who begins on the midnight shift and works less than 4 hours over into the day shift
would receive midnight shift premium for alt hours.

2. An Employee who begins on day shift and works less than 4 hours into the afternoon shift would
receive no shift premium for afterncon shift hours.

3. An employee who begins on afternoon shift and works less than 4 hours into the midnight shift
would receive afternoon shift premium for all hours.

4, An Employee who begins on afternoon shift and works 4 hours into the midnight shift would receive
the afternoon shift premium for the afternoon hours worked and 4 hours of midnight shift premium.

5. An employee who begins on midnight shift and works 4 hours into the day shift would not receive
midnight shift premium for the 4 hours into the day shift unless they remain working into that shift
as a result of an order over.

Shift premium shall be paid only for hours worked, except for bereavement.
ARTICLE 15
HOLIDAY BENEFITS

Employees shall be entitled to holiday pay for sixteen and one-half (16 1/2) holidays.* The holiday pay shall
be paid in the pay period in which the holiday falls.

The designated holidays are:

January 1 (New Year's Day)* November 11t (Veteran's Day) (observed)
Martin Luther King Jr. Day Thanksgiving Day*

Lincoln's Birthday Day after Thanksgiving*

Washington's Birthday December 24t (Christmas Eve) *

Memorial Day (observed) * December 25% (Christmas Day) *

June 19" (Juneteenth) (observed) December 31 (New Year's Eve) *

July 4" (Independence Day)* General Election Day *

Labor Day (observed) * Good Friday (1/2 day)

Columbus Day (cbserved)

* In those years which contain a General Election Day; General Election Day occurs on the Tuesday
following the first Monday of November of even-numbered calendar years. In other years, fifteen
and cne-half (15 ¥2) days.

* These holidays are considered Specified Holidays for the purposes found in Section C.2. of this
article.

Employees regularly scheduled to work any or all of the above-listed holidays will, in addition to holiday pay,
receive a holiday premium rate of time and one-half (1 1/2) for all regular hours worked. The haliday premium
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will be paid in the pay period in which the holiday falls,

Employees who are not scheduled to work the holiday shall receive holiday pay provided that they work
the scheduled day before and the scheduled day after the holiday or is excused with pay for the entire
day from work. '

Employees who are scheduled to work the holiday must work the holiday and the scheduled day before and
the scheduled day after the holiday, unless excused with pay for the entire day, in order to qualify for
payment. In order to be excused from work for holiday pay purposes:

1 Employees utilizing a sick day or family sick day on any of the holidays listed above, excluding
Specified Holidays, must secure a medical certificate (as defined in paragraph C.4.) or written
approval by the Sheriff, or designee.

2. Employees utifizing a sick day or family sick day on any of the Specified Holidays listed above shall
be required to be seen by a physician on the day of these specific holidays. Employees must submit
a medical certificate (as defined in paragraph C.4.) upon return to work.

3 If the employee had been seen by a physician prior to the holiday in question, and had submitted a
medical certificate (as defined in B.4.) in which the medical absence indludes the date of the holiday
in question, the employee shall be determined eligible for that holiday.

4, Medical Certificate: written on authentic letterhead containing the name of the employee (or name
of the employee’s family member if utilizing a family sick day), date of absence, general nature of
iliness or injury, return to work status, and an authorized signature of treating physician/doctor.

The foregoing excuse provision relating to qualification for holiday pay, shall not apply to employees on Sick
Leave, if such Sick Leave is in effect prior to the beginning of the current pay period in which the holiday
falls. Additionally, the above-enumerated holidays, occurring after one (1) year from date of any
incapacitating injury for which Worker's Compensation benefits are paid, shall not be credited to the
Employee, or otherwise qualify the incapacitated Employee for holiday payment, and such disqualification
shall continue so long as the incapacity exists.

In instances where an employee is declared ineligible for a holiday, the Employee shall be notified in writing,
with a copy to the appropriate representative of the Bargaining Unit, that payment for the holiday in question
is being denied and the reason for such denial. Notice shall be submitted not later than the end of the next
pay period following the pay period in which the holiday in question falls.

ARTICLE 16

OVERTIME PAY AND PROCEDURE

Overtime Pay:

1. Overtime Pay shall be allowed at the rate of time and one-half (1 1/2) for work in excess of eight (8)
hours; and, in the case of an emergency occurring at a time other than the normal scheduled shift.
This provision does not include, or apply to, off-duty Court appearances by employees, which
appearances are covered under Article 17, Court Time.

2. An Employee called in for work at times other than his/her normal scheduled shift, shall receive a
minimum of four (4) hours pay at time and one-half (1 1/2) and such Employee may, at the discretion
of the Shift Commander, be required to perform a minimum of four {4) hours work within his/her
classification.

3. The final average compensation (FAC) used for calculating pension benefits, for all members hired
into the bargaining unit on or after January 1, 2008, under this contract and the Macomb County
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4,

Employees Retirement System Ordinance shall exclude all overtime payments.

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

Compensatory Time Procedure:

1.

Employees working overtime, call-in time and/or Court time shall have the option of receiving pay at
the rate of time and one-half (1 1/2) or receiving compensatory time off. Employees shall select one
(1) of the above options and properly notify the appropriate Command Officer. An employee who
has accrued compensatory time and requests the use of the time, shall be permitted to use the time-
off; provided, however, that it does not unduly disrupt the operations of the Department. However,
no member of the bargaining unit may utilize compensatory time for time off in excess of one
hundred and four (104) hours per calendar year. Employees may not under any circumstances
accumulate more than one hundred (100) hours of compensatory time. Upon termination of
employment, an Employee shall be paid for unused compensatory time.

An employee may convert compensatory time to a cash payment by notifying the appropriate
Command Officer of the number of hours of compensatory time to be converted to cash payment.

Retirement contributions shall be deducted from the cash payment for compensatory time and the
amount paid shall be included in an employee’s Final Average Compensation (FAC) for retirement
purposes, as limited by Article 24, Retirement Benefits,

General Overtime Procedures:

1.

When the Sheriff determines that manpower requirements necessitate overtime work, the
assignments for such overtime shall be made in accordance with the provisions of this Article.

The Employer shall maintain a record of overtime hours worked by each employee of the bargaining
unit. These records shall be maintained by a Command Officer in the "Corrections Deputy Overtime
Call-In Book(s)". Additionally, overtime work shall be logged in the "Overtime Log" which shall be
maintained by the Association. Overtime hours shall be logged only in units of two (2) hours or
more.

Corrections Deputies wishing to work overtime shall indicate their availability twenty-four (24) hours
prior to their leave days by signing up in the overtime log. The overtime log will be kept at the Shift
Commander’s desk. Failure to indicate availability twenty-four (24) hours prior to leave days shall
be considered refusal for overtime. All requests shall be logged in accordance with the information
request in said log book,

The Employer shall make every attempt to equalize overtime by first offering overtime to the
Corrections Deputy who: (1) has requested overtime; (2) has the least amount of overtime hours
worked as recorded in the Overtime Log and (3) has the highest seniarity.

All new employees shall start out with the same amount of hours as that employee having the most
worked overtime hours,

Corrections Deputies will first be called from the shift for which the overtime is required to be worked.
In the event that there are no Corrections Deputies that desire to work overtime on the shift in which
it is required, the employees on the following shifts will be called for the available overtime.

If the overtime opportunity cannot be filled as described above, those employees in the Corrections
Deputy classification who have signed up to work a double shift and employees in other
classifications, provided that they are trained and qualified to perform the work, may be called for
overtime in order of the least amount of overtime worked. In the event employees have an equal
number of overtime hours worked, the overtime shall be worked by the employee with the most
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departmental seniority.

7. If the overtime opportunity cannot be filled as described above, then the Employer shall order
progressively, the employee(s) with the least amount of dlassification seniority working the shift
. previous to the shift with the vacancy to work the required overtime.

A record of this mandatory overtime will be kept by the Employer, listing the date and shift ordered
for that employee. When any employee is ordered to work overtime, he/she wilt be exempt from
mandatory overtime until such time that the progressively senjor most employee on that shift has
also been ordered to work mandatory overtime.

8. Whenever a Carrections Deputy is off work due to Sick Leave or has been approved to have someone
scheduled to work for them, that Corrections Deputy will not be allowed to work overtime on that
shift or the following two (2) shifts.

9. When compensatory time is taken by a bargaining unit member, the time shall be treated as a day
worked for overtime purposes. The bargaining unit member is prohibited from working the shift for
which they have taken compensatory time. To be eligible for other overtime on the day
compensatory time is taken, a bargaining unit member must sign up for overtime twenty-four (29)
hours in advance and will be the last person called prior to the ordering of overtime.

10, Any Deputy, who is available for assignment to Road Patrol and, who refuses to work a Road Patrol
opportunity, shall not be eligible to work any overtime opportunity governed by this collective
bargaining agreement on the shift for which the Road Patrol overtime was offered and refused.

11. In the event an employee is passed over due to an error, that employee will be given the first
overtime opportunity that he/she signs up for, regardless of seniority or overtime hours previously
recorded. Hours worked as a remedy will be exempt from the overtime hours worked.

ARTICLE 17
COURT TIME

Sheriff Department Employees while appearing in Court during off-duty hours shall be paid a minimum of
four (4) hours straight pay or time and one-half (1 1/2), whichever is greater, and according to the following
provisions:

1. If an Employee appears in Court on the same case running from A.M. to P.M., time shall run
continuously (for example, same case 10:00 a.m. to 3:00 p.m. equals five [5] hours at time and one-
half [1 1/2]);

2. If an Employee appears in Court on two (2) different cases or more in the A.M. or in the P.M., time
shall run continuously (for example, two [2] cases, one [1] at 9:00 a.m. and another at 9:30 a.m.,
one [1] Court slip-continuous time);

3. If an Employee appears in Court on two (2) different cases or more, one (1) or more in the A.M. and
one (1) or more in the P.M., then there shall be two (2) Court slips (for example, 9:00 a.m. case,
different case 1:00 p.m.--two [2] Court slips).

Stand-By: Sheriff Department Employees, upon being served a Court Appearance Summons for actions
taken in the line of duty and which require the presence of the Employee in Court while not on duty, and
further being advised not to appear in Court, but to "stand-by" while not on duty, will be paid a two (2) hour
salary at their minimum hourly rate; Employees on stand-by over a two (2) hour period will be paid fifty
percent (50%) of their hourly rate, total compensation period not to exceed eight (8) hours in any one stand-
by day. The following controls shall be followed in order to properly document Court appearances outlined
above:
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An overtime card shall be used and will include in writing:

1. Identification of Court matter, date, time and Judge;
2. Name and organization of person who advised not to appear in Court and to stand-by;
3. Signature of the person invoking stand-by status, affixed to a brief entry indicating the number of

hours of stand-by and such other pertinent data.
Witness fees received in Civil Cases while on duty shall be returned to the County General Fund.
ARTICLE 18

ANNUAL LEAVE/PAID TIME OFF (PTO)

Participants in the Deferred Retirement Option Plan are not subject to Article 18, Annual Leave/Paid Time
Off, but shall receive Paid Time Off in the manner described in Article 25, Deferred Retirement Option Plan.

Full-time employees shall be entitled to accrue Annual Leave/Paid Time Off time bi-weekly according to the
following schedule:

Years Of Consecutive Full Annual
Time Service Completed: Equivalent Of:
Less than 3 15 days (120 hours)
3 15 days (120 hours)
5 20 days (160 hours)
10 21 days (168 hours)
13 24 days (192 hours)
20 25 days (200 hours)
21 26 days (208 hours)
22 27 days (216 hours)
23 28 days (224 hours)
24 29 days (232 hours)
25 30 days (240 hours)

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

Annual Leave/Paid Time Off days may be accumulated to a maximum of thirty (30) work days (240 hours).
Annual Leave/Paid Time Off shall be available for use upon accrual.

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

Employees who are working as regular Employees, but for a period each week less than the hours of normal
employment, shall be entitled to Annual Leave/Paid Time Off as above on a basis propartionate to the time
they have worked.

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

Vacation schedules for Employees of all Departments shall be developed by the Sheriff or designee and must
have their approval; provided, however, that Employees shall be granted vacation preference in order of
classification seniority subject to the following restrictions:

1. Employees receiving at least twenty (20) leave days annually andfor who have in their Annual
Leave/Paid Time Off sufficient time, shall receive two (2) weeks summer Annual Leave/Paid Time
Off (April/ September) and two (2) weeks winter Annual Leave/Paid Time Off (October/March).
Exceptions to the two (2) weeks summer, two (2) weeks winter leave can be made by mutual
agreement between the Sheriff and the Association.

2 As of March 1 for summer Annual Leave/Paid Time Off (April/September), and September 1 for
winter Annual Leave/Paid Time Off (October/March), senior Employees shall not be able to remove
the names of less senior Employees from the vacation schedule, unless there is mutual consent
among the affected Employees.

3. Vacations will be granted at such times during the year as are suitable, considering both the wishes
of the Employees and the efficient operation of the Department.

4, Vacation time in excess of two (2) days must be requested at least three (3) weeks in advance,
unless otherwise approved by the Sheriff or designee.

5. When a holiday is observed by an Employee on a day other than Saturday or Sunday during the
scheduled vacation, the vacation will be extended one (1) day, continuous with the vacation, except
for those Employees receiving Holiday Pay, as outlined in the Holiday Pay provision of this
Agreement.

6. Upon direction by their respective supervisor, Employees may be requested to work during periods
of Annual Leave/Paid Time Off and shall receive Annual Leave/Paid Time Off in lieu of time off and
such leave pay shall be deducted from their accumulated Annual Leave/Paid Time Off. This shall be
restricted to a period of one (1) week in any Annual Leave/Paid Time Off.

Subject to the terms and conditions of this Article, fourteen (14) vacation slots shall be available and the
current procedures for selecting vacations for Corrections Deputies, will remain in full force and effect.

ARTICLE 19
SICK LEAVE

Participants in the Deferred Retirement Opticon Plan are not subject to Article 19, Sick Leave, but shall receive
Sick Leave in the manner described in Article 25, Deferred Retirement Option Plan.

Regular full-time employees shall accrue a Sick Leave bank at the rate of up to twelve (12) days (96 hours)
per year. Sick leave shall accumulate only on hours paid.

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

For Sick Leave usage only, the unused Sick Leave accumulation maximum that an employee can earn will be
one hundred eighty (180) work days (1,440 hours).

For accumulated Sick Leave payoff purposes, as provided in this article, the maximum Sick Leave
accumulation will retain its cap of one hundred twenty-five (125) work days (1,000 hours).
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An Employee may utilize available Sick Leave for absences:

1. Due to personal illness or physical incapacity caused by factors that the Employee has no reascnable
immediate control. Personal illness includes a woman's actual physical inability to work as a result,
of pregnancy, child birth, or related medical condition.

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

3. Due to illness of a member of their immediate family who requires their personal care and
attention, not exceeding five (5) Sick Leave days (40 hours) in any one calendar year. The term
"immediate family" as used in this section shall mean parent, current stepparent, current mother-
in-law, current father-in-law, current spouse, children, current daughter-in-law, current son-in-
law, current step children, brother, sister, grandparent or grandchildren. It shall also include any
person who is a member of the Employee's household.

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

E. Personal Days:

a. Employees may use two (2) days (16 hours) per year for personal business reasons not to
be deducted from Sick Leave.
b. For December 24 {Christmas Eve), December 25 (Christmas Day), December 31 (New Year's

Eve), and January 1 (New Year's Day), only, the Employer may deny the use of a Personal
Day to a Corrections Deputy when it would result in more than two (2) Corrections Deputies
below the minimum complement on that shift.

The maximum number of hours that can be accumulated in an Employee's Sick Bank has
not been increased by the provisions of this Section C.5.

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

The Employee may be required to produce evidence, in the form of a medical certificate or ctherwise, of the
adequacy of the reason for absence during the time for which Sick Leave is granted.

Sick Leave shall be taken upon a regufarly scheduled work week basis. Holidays falling within a period of
Sick Leave shall not be counted as work days, except as provided for in the Holiday Pay provision of this
Agreement.

Sick Leave shall not accrue during a Leave of Absence Without Pay. Sick Leave time accumulated at the time
of commencement of a leave of absence shall, however, be restored upon return to active employment by
the Employee, provided the Employee does not exceed the approved length of the leave of absence;
otherwise, such accumulated Sick Leave time shall be forfeited.

An Employee who is seriously ill for more than five {5) days while on Annual Leave/Paid Time Off may, upon
application, have the duration of such illness charged against Sick Leave bank, rather than against Annual
Leave/Paid Time Off. Notice of such illness must be given immediately. Proof of such illness in the form of a
physician's certificate shall be submitted by the Employee.
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Sick Leave shall be available for use upon accrual. Employees shall not be entitled to use Personal Business
Days until the completion of three (3) months of service from the date of hire, except in cases of injury
incurred in the line of duty.

Accumulated Sick Leave Payoff for employees in the Defined Benefit Plan

1. The maximum Accumulated Sick Leave available to be paid off is one hundred twenty-five (125)
work days (1,000 hours). Any accumulated sick leave above the one hundred twenty-five (125)
work days will be considered excess sick leave.

2, Retirement: An employee who leaves employment because of retirement and is eligible for and
receives a pension, or an employee who is eligible for and elects to participate in the DROP, under
Macomb County Employees’ Retirement Ordinance, shall be paid for seventy percent (70%) of their
accumulated and unused Sick Leave at employee's then current rate of pay.

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

4, In case of death of an employee, payment of their accumulated and unused Sick Leave, at
deceased employee’s then current rate of pay, shall be made to the deceased employee’s
estateftrust.

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

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

Continuous years of Full Time Service Percentage Payoff Amount
After 5 years 25% of a maximum of 125 work days
After 10 years 50% of a maximum of 125 work days

The cash payment will be made in the final payoff check with all normal payroll deductions.
ARTICLE 20

BEREAVEMENT LEAVE

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

A.

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

The Employee may elect to take up to three (3) bereavement leave days chargeable to Sick Leave or Annual

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

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

ARTICLE 21
WORKER'S COMPENSATION
A. The Employer shall provide and assume the premium for Worker's Compensation and Liability Insurance in
accordance with the Statute.
B. A County Errip[oyee who has incurred bodily injury arising out of and in the cou.rse of actual performance of

duty in the service of the County, which bodily injury totally incapacitates such Employee from performing
any available County employment, shall be entitled to disability compensation upon the following basis, and
subject to the following provisions:

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.

Any Employee suffering an injury within the meaning and definition of this paragraph shall file a
report in writing, relating to such injury, with the Sheriff or Designee on the day such injury occurs
or, if physically unable to do so because of the nature of the injury, then a physician's report in
writing relating to such injury shall be filed with the Sheriff or Designee within one (1) week from
the date of the injury. The report shall be made upon the form furnished by the County of Macomb,
and when received by the Sheriff or Designee, shall be transmitted forthwith to the office of the
Human Resources and Labor Relations Department Director,

The Employee shall furnish to the Human Resources and Labor Relations Department a written
medical certificate which includes a description of the injury and, to the extent medically possible,
the period of incapacity, as well as periodic written medical progress reports upon request.

Compensation received by an Employee who has incurred bodily injury arising out of and in the
course of actual performance of duty, which bodily injury totally incapacitates such Employee from
performing any available County employment, shall be paid on the following basis:

The compensation received by such Employee under the Worker's Compensation Act shall
be supplemented by the amount necessary to equal their regular salary, such payments to
continue for a period of six (6) months from date of incapacitating injury. At the end of said
six (6) month period, the Human Resources and Labor Relations Department shall review
the disability status of the injured Employee to determine if up to an additional six (6) month
extension shall be granted, dependent upon the physical condition and ability of the
Employee to perform other available County employment. In the event that the period for
supplementation under this provision exceeds one (1) year from the incapacitating injury,
the Employee shall be permitted to continue a Worker’s Compensation Leave of Absence for
an additional one (1) year, receiving their statutory weekly Worker’s Compensation benefit,
while being required to exhaust their entire remaining sick, paid time offfannual leave,
compensatory time and personal day accruals. If disability exists at the end of the two (2)
year period, the Employee shall seek to become eligible for coverage under the appropriate
disability provisions of the Macomb County Employees' Retirement Ordinance. Employees
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receiving disability compensation hereunder shall continue to accrue Sick Leave days on the

same basis as Employees on the active payroll, and such disability sick days compensated

for under this paragraph shall not be deducted from the Employee's Sick Leave Bank.
ARTICLE 22

LEAVE OF ABSENCE

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

Personal Leave
Medical Leave for Employee and/or Family

Personal Leave:

reasons:
1.
2.
3. Military
Provisions:
1,
a.
b.
C.
d.
e.
f.
g.
h.
2.

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

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

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

While on an approved Personal Leave, an employee must exhaust annual leave/paid time
off and compensatory time prior to entering unpaid status.

An approved Personal Leave shall not exceed 6 months.

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

While on an unpaid Personal Leave, benefits will be cancelled at the end of the month from
the point of unpaid status. Upon return from an unpaid Personal Leave of Absence,
insurance benefits will be reinstated effective immediately.

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

An employee who fails to report for duty upon expiration of a Personal Leave shal] be
subject to loss of seniority as outlined in Article 9, Senicrity and termination of employment.

Medical Leave for Employee and/or Family:

a.

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

An eligible employee who is unable to work due to their own medical condition caused

by an iliness or injury or the medical condition of a family member caused by illness or
injury may request a Medical Leave.
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A family member shall be defined as parent, current stepparent, current spouse, children,
current stepchildren, 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.

Ali 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 leave and
compensatory time prior to entering unpaid status.

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

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

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

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

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

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

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

Failure to report for duty upon expiration of a Medical Leave shall be subject to loss of
seniority as outlined in Article 9, 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.

24



4,

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

C. Any employee on an approved USERRA Military Leave of Absence shall be eligible for the
following benefits as a resuit of their Military Leave of Absence: differential pay, medical,
prescription drug, dental and vision benefits, life insurance, Retirement eligibility, or 401(a)
vesting, Sick Leave, Annual Leave/Paid Time Off (PTO) and Longevity as determined by
Human Resources and Labor Relations.

Family And Medical Leave Act: The Employer shall comply with all aspects of the Family and
Medical Leave Act (FMLA), Leaves will run concurrent with any FMLA eligible Leave.

ARTICLE 23

INSURANCE BENEFITS

A. Life Insurance:

1.

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

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

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

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

B. Insurance Benefits:

1.

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

Dependent Eligibility: ‘

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

Full-time employees (including DROP participants) may elect to cover their eligible children up to
the age of 26 on Macomb County's medical, prescription drug, dental and vision plans. Supporting
documentation must be provided to the Human Resources and Labor Relations Department as
necessary.
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The Employer shall provide two medical plan options: a Preferred Provider Organization (PPO) and a Health
Maintenance Organization (HMO) to all regular eligible full-time employees and their eligible dependents
including prescription drug coverage, as outlined in Appendix B, Active Employee Benefits or its substantial
equivalence. Full-time employees shall be required to comply with PA 152. Prior to the implementation of
any deductions, the Employer will meet and confer on design, plan or carrier changes to comply with PA
152,

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

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

a. 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.

1. Retirees: Full-time employees hired into the County before October 1, 2008 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 [eaves employment because of retirement and is eligible for and receives benefits
under the Macomb County Employees' Retirement Ordinance.

Full-time employees hired into the County on or after October 1, 2008, the Employer will provide a
fully paid medical and prescription drug plan to the employee and the employee’s eligible spouse,
as defined in D.l.a. after fifteen (15) years of actual service with the Employer, for the employee
who leaves employment because of retirement and is eligible for and receives benefits under the
Macomb County Employees’ Retirement Ordinance.

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

2. Full-time employees hired into the County on or after June 1, 2013 will not be eligible for Macomb
County’s medical, prescription drug, dental and vision plans for the employee’s spouse in retirement.

3. All employees who retire or DROP after November 1, 2013, will have the medical and prescription
drug plan as outlined in Appendix 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.

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

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

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

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

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

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

Cental 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,

Vislon 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: The County shall provide for each regular Full-time Active Employee (including DROP
Participants), Bodily Injury and Property Damage Liabllity Insurance and Personal Injury Insurance,
including “false arrest" coverage, for actions taken in the course of and arising out of the lawful
performance of duties. The limits of insurance for each occurrence will be $450,000 in excess of $50,000
self-insured retention per occurrence with an annual aggregate of $450,000. The cost of this insurance
will be borne by the County.

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

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

Part-time employees shall not be eligible for Macomb County’s medical, prescription drug, dental and vision
plans, life insurance, Voluntary Benefit Program and long term disability during employment and/or upon
retirement.
ARTICLE 24
RETIREMENT BENEFITS

The Employer shall continue the benefits as provided under the presently constituted Macomb County
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Employees' Retirement Ordinance, except as otherwise modified by the provisions of this Retirement Benefits

Article.

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

1.

The final average compensation (FAC) used for calculating a pension for all members of the
bargaining unit under this contract and the Macomb County Employees’ Retirement System
Ordinance shall exclude lump sum Sick Leave Bank and Annual Leave/Paid Time Off bank
payments made at the time of retirement.

The final average compensation (FAC) used for calculating a pension, for all members hired into
the bargaining unit on or after January 1, 2008, under this contract and the Macomb County
Employees Retirement System Ordinance shall exclude all overtime and compensatory time
payments.

The final average compensation (FAC) used for calculating a pension for all members of the
bargaining unit under this contract and the Macomb County Employees’ Retirement System
Ordinance shall treat any retroactive wage payments as if the retroactive wages were paid to the
employee when the wages were paid, not when they were earned by the employee.

Corrections Deputy: Corrections Deputies who are eligible for and retire under the provisions of the
Macomb County Employees' Retirement Ordinance, and this Agreement, shall receive:

a. A straight life retirement allowance consisting of:

1 An employee pension which shall be the actuarial equivalent of the accumulated
contributions standing to the employee's credit in their savings fund at the time of
retirement; and

2. a. A County pension which when added to the employee's pension will provide
a retirement aliowance equal to the number of years and fraction of a year of
credited service multiplied by the sum of 2.40% of the employee's final average
compensation for the first twenty-six (26) years and one percent (1%) for each
year thereafter. In no case shall the employee's County pension exceed 66% of
the employee's final average compensation. The 2.40% multiplier applies to years
of credited service through January 6, 2023.

b. Effective January 7, 2023, a County pension which when added to the
employee's pension will provide a retirement allowance equal to the number of
years and fraction of a year of credited service multiplied by the sum of 2.64%
of the employee's final average compensation up to twenty-five (25) years and
nothing thereafter. The 2.64% multiplier applies to years of credited service
beginning January 7, 2023. In no case shall the employee's County pension
exceed 66% of the employee's final average compensation.

C. Employees who have credited service under both B.3.a.2.a. and
B.3.a.2.b. above will receive a calculation under each for a combined County
pension.

for example, the calculation for an employee hired on December 31, 2002 that
retires on December 31, 2027 with 25 years of service would be calculated as
follows 2.4 x 20 (service credit through 1-6-2023) 2.64 x 5 (service credit from
1-7-2023 through 12-31-2027).

3. Effective January 1, 2008, in no case shall the Straight Life pension for a bargaining
unit member under this contract exceed 100% of the employee’s base salary at the
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time of retirement. Such limitation shall be applied to a bargaining unit member’s
straight life pension calculation prior to an applicable actuarial adjustment, if any,
for the member’s selection of an optional form of pension or the annuity
withdrawal option and shall also apply to the member's DROP benefit.

Employees in the é:lassiﬁcation of Corrections Deputy shall contribute four percent (4%) of
their compensation to the retirement system.

Effective January 7, 2023, employees in the classification of Corrections Deputy shall
contribute five and eighteen hundredths percent (5.18%) of their compensation to the
retirement system.

The final average compensation used for calculating a pension for Corrections Deputy shall
be based on the average of an employee's seventy-eight highest consecutive pay periods of
compensation out of the last two hundred and sixty (260) pay periods.

Upon written application, an employee in the classification of Corrections Deputy may apply
for voluntary retirement after completing twenty-five (25) years of credited service
regardless of age or upon completing eight (8) years of credited service and attaining age
sixty (60). Said application shall set forth at what time, not less than thirty (30) days nor
more than ninety (90) days subsequent to the execution and filing thereof, that they desire
to be retired. Upon their retirement they shall receive a retirement allowance as provided
in the Macomb County Employees' Retirement Ordinance and the provisions of this Article.

Employees hired into the County after June 1, 2013 may apply for voluntary retirement after
completing twenty-five (25) actual years of credited service regardless of age or upon
completing fifteen (15) credited years of service and attaining age sixty (60).

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

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

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

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

Survivor Benefit: Any vested Corrections Deputy who continues County employment and
(1) dies while in County employment and (2) leaves a spouse, the spouse shall
immediately receive a retirement allowance computed in the same manner in all respects
as if the member had (1) retired the day preceding the date of their death,
notwithstanding that they might not have attained age sixty (60) years, (2) elected
Option A of the Retirement Ordinance, and (3) nominated their spouse as beneficiary.

Annuity Withdrawal: Any member employed by the Macomb County Sheriff’s Department
in the classification of Corrections Deputy who retires on or after January 1, 1984,
pursuant to this Ordinance may elect, prior to the effective date of retirement but not
thereafter, to be paid the accumulated contributions including interest as defined in the
Macomb County Employees’ Retirement Ordinance, standing to the member’s credit in
the Employee's Savings Fund, excluding non-duty disability and non-duty death. Upon
this election and the payment of the accumulated contributions and interest, the retiring
member’s monthly straight life retirement allowance shall be reduced by an amount
which is the actuarial equivalent of the accumulated contributions paid. The actuarial
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equivalent shall be determined on the basis of the interest rate established by the Pension
Benefit Guaranty Corporation, or, if such a rate is unavailable, by the Macomb County
Employees’ Retirement System Ordinance for such annuity withdrawals. Such rates to
be adjusted semi-annually on January 1, and July 1, of each year. After such reduction,
the member may elect to receive the actuarial equivalent of the reduced allowance in
accordance with the provislons of Option A, B or C as described in the Ordinance.

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

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

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

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

There shall 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 shall not be entitled to a
pension. The vested member's beneficiary or estate/trust shall receive the contributions
and interest earned as of the date of the vested member's death.

Non-Duty Death Before Retirement, Beneficiary Nominated: Any bargaining unit member

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

L. 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 shall

receive cnly contributions and interest.

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 25, Deferred
Retirement Option Plan. Vesting for purposes of DROP excludes service time under Reciprocal Act 88.

Full-time employees hired into the County on or after January 1, 2016 and before October 11, 2025:

1 Will be eligible to receive a one-time fixed payment of $1200 from the Macomb County Employees’
Retirement System. This payment will be made to an employee after separation from employment
who meets the Employer contribution vesting requirements as outlined in Section D.5 and after the
completion of five (5) years of service.

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

3. Will participate in a Defined Contribution Retirement Plan. Employees shall contribute three percent
(3%) of the employee’s base pay and the Employer shall contribute six percent (6%) of the
employee’s base pay.

Upon the: completion of 5 years of actual service with the Employer, employees shall be eligible
to elect to increase their contribution by one percent (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 six percent (6%) to eight percent
(89%) 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, shall receive $100 per pay period
deposited by the County, into the Defined Contribution Retirement Plan, not to exceed $2600 per

year.
5. Employees shall have the following schedule as it relates to vesting for the Employer contributicns:
Completion of 1 year of service 20%
Completion of 2 years of service 40%
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Completion of 3 years of service 60%
Completion of 4 years of service 80%
Con'1pleti0n of 5 years of service 100%

Effective October 11, 2025, members hired into this bargaining unit on or after January 1, 2016, will
receive benefits as provided under the presently constituted Macomb County Employee’s Retirement
Ordinance prospectively only. These benefits are detailed in this article, Article 24, Retirement System,
section B.

As a condition of this conversion, the Defined Contribution Retirement Plan will be permanently closed
for all employees in this bargaining unit.

1. Contributions to the Defined Contribution Retirement Plan by both the County (sections D.1.
through D.4. above) and the employees will cease as provided in Section E. Employees will have
their Defined Contribution Retirement Plan account calculated in accordance with the vesting
schedule D.5. above, to be made available only upon separation from the County.

2, Employees will utilize their years of service accrued while they participated in the Defined
Contribution Retirement Plan solely for the purpose of vesting and eligibility requirement in
accordance with section B.3.d. above. This time will not be included in the pension calculation.

For example, 5 years of service in the Defined Contribution Retirement Plan + 20 years
of service in the pension plan = eligible to retire with 25 years of service. Only 20 years
of service in the pension plan will be utilized for the final pension calculation.

3. 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.

ARTICLE 25

DEFERRED RETIREMENT OPTION PLAN (DROP)

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

A.

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

Participation: The maximum period for DROP payments credited to the account is five (5) years (the
“Participation Period”). There is no minimum time period for participation.

Effective January 1, 2023, for new entries into DROP, upon reaching the five (5) year maximum DROP
participation period, the DROP participant shall terminate his/her employment.

DROP Payment: Upon termination of employment, the retiree shall receive the monthly pension
previously credited to their DROP account. Failure to terminate employment at the expiration of the
DROP Participation Period shall result in forfeiture of the employee’s monthly pension otherwise payable
to the DROP account. Interest on the DROP account will continue to accrue during such a forfeiture.
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Election to Participate: Participation in the DROP is irrevocable once an employee begins participation. An
employee who wishes to participate in the DROP shall be eligible to begin at the start of a pay period and
must complete and sign an application form. Such application shall be reviewed by the Human Resources
and Labor Relations Department and a determination shall be made as to the member’s eligibility for
participation in the DROP. On the date upon which the member's participation in the DROP shall be effective,
they shall be considered to be a DROP participant and shall cease to be an active member of the Macomb
County Employees Retirement System. The amount of credited service, muitiplier and final average
compensation shall be fixed as of the employee’s DROP date. When an employee’s Final Average
Compensation is calculated, any retroactive wages provided shall be counted as if the retroactive wages were
paid to the employee when the wages were paid, not when they were earned the employee. Increases or
decreases in compensation during DROP participation will not be factored into retirement benefits of active
or former DROP participants. DROP participants accrue no service time credit for retirement purposes
pursuant to the Macomb County Employees Retirement System.

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

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

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

Contributions: The employee’s contributions to the Macomb County Employees Retirement System shall
cease

Distribution of DROP Account Funds: 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 shall result in a lump sum distribution to the employee.

Death During DROP Participation: If an employee participating in the DROP dies either: (1) before full
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retirement, that is before termination of employment with the County, or (2) during full retirement (that
is, after termination of employment with the County but before the DROP account balance has been fully
paid), the employee's designated beneficiary(ies) shall receive the remaining balance in the employee’s
DROP account in the manner In which they elect from the previously mentioned distribution methods
above. If there is no such beneficfary, the account balance shall be paid in a lump sum to the estate of
the employee. Benefits payable from the Macomb County Employees Retirement System shall be
determined as though the employee participating in the DROP had separated from service on the day
prior to the employee’s date of death.

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

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

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

Annual Leave/Paid Time Off, and Sick leave in Final Average Calculation: The collective bargaining

agreement may provide for the crediting of both Annual Leave/Paid Time Off and Sick Leave banks for
inclusion in determining an employee’s final average compensation for purposes of computing an
employee’s pension.

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

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

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

1. Longevity for DROP Participants:

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

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

CONTINUOUS YEARS OF FULL TIME SERVICE

ON OR BEFORE OCTCBER 31ST
STEP OF EACH YEAR AMOUNT
1 15 through 19 $600
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2 20 through 24 $800
3 25 and thereafter $1,000

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

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

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

Annual Leave/Paid Time Off for Drop Participants:

da.

f.

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

Years Of Consecutive Full Annual
Time Service Completed: Equivalent Cf:
Less than 3 15 days (120 hours)
3 15 days (120 hours)
5 20 days (160 hours)
10 21 days (168 hours)
i3 24 days (192 hours)
20 25 days (200 hours)
21 26 days (208 hours)
22 27 days (216 hours)
23 28 days (224 hours)
24 29 days (232 hours)
25 30 days {240 hours)

Employees whose DROP participation begins at a time of year other than January 1,
shall receive a pro-rata share of Annual Leave/Paid Time Off for the balance of the
calendar year computed in the same manner as paragraph a, above.

Annual Leave/Paid Time Off not utilized by an employee by December 31% of a calendar
year shall be forfeited.

There shall be no compensation for Annual Leave/Paid Time Off time remaining in an
employee’s Annual Leave/Paid Time Off bank upon separation from employment.

DROP participants who utilize Annual Leave/Paid Time Off in an amount in excess of a
proportionate share prior to voluntarily or involuntarily discontinuing employment shall be
obligated to compensate the Employer for all Annual Leave/Paid Time Off used in excess of
such proportionate share. This provision shall not apply to an employee whose involuntary
discontinuance of employment is caused by duty related death or disability.

DROP participants may request Annual Leave/Paid Time Off conversion to cash payment of
up to forty (40) hours, maximum of eighty (80) hours per year. Employees requesting
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Annual Leave/Paid Time Off 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
Annual Leave/Paid Time Off conversion(s) must be submitted following Human Resources
and Labor Relations processes and the cash payment will be made in the second pay in
March and in the second pay in September, in,a regular paycheck with normal deducticns.

a. Vacation schedules for Employees of all Departments shall be developed by the Sheriff or
designee and must have his/her approval; provided, however, that Employees shall be
granted vacation preference in order of classification seniority subject to the following
restrictions:

i. Employees receiving at least twenty (20} leave days annually and/or who have in
their Annual Leave/Paid Time Off sufficient time, shall receive two (2) weeks
summer Annual Leave/Paid Time Off (Aptil/ September) and two (2) weeks winter
Annual Leave/Paid Time Off (October/March). Exceptions to the two (2) weeks
summer, two (2) weeks winter leave can be made by mutual agreement between
the Sheriff and the Association.

ii. As of March 1 for summer Annual Leave/Paid Time Off (April/September), and
September 1 for winter Annual Leave/Paid Time Off (October/March), senior
Employees shall not be able to remove the names of less senior Employees from
the vacation schedule, unless there is mutual consent among the affected
Employees.

il Vacations will be granted at such times during the year as are suitable, considering
both the wishes of the Employees and the efficient operation of the Department.

iv. Vacation time in excess of two (2) days must be requested at least three (3) weeks
in advance, unless otherwise approved by the Sheriff or designee.

V. When a holiday is observed by an Employee on a day other than Saturday or Sunday
during the scheduled vacation, the vacation will be extended one (1) day,
continuous with the vacation, except for those Employees receiving Holiday Pay, as
outlined in the Holiday Pay provision of this Agreement.

vi, Upon direction by their respective supervisor, Employees may be requested to work
during periods of Annual Leave/Paid Time Off and shall receive Annual Leave/Paid
Time Off in lieu of time off and such leave pay shall be deducted from their
accumulated Annua! Leave/Paid Time Off. This shall be restricted to a period of
one (1) week in any Annual Leave/Paid Time Off.

h. Subject to the terms and conditions of this Article, fourteen (14) vacation slots shall be
available and the current procedures for selecting vacations for Corrections Deputies, will
remain in full force and effect.

3. Sick Leave for DROP Participants:

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

3 DROP participants shall be provided with seventy-two (72) hours of Sick Leave
on January 1% of each year the employee participates in the DROP. Sick Leave
not utilized by an employee by December 31% of a calendar year shall be
forfeited.
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Employees who begin DROP participation at a time other than January 1, shall
receive a pro-rata share of seventy-two (72) hours of Sick Leave for the balance
of the calendar year.

After the exhaustion of the Sick Leave provided for in paragraph 3.(a)(i), above,
DROP participants may utilize Excess Sick Leave, if available.

There shall be no compensation for any Sick Leave time remaining in the DROP
participant's Sick Leave bank upon separation from employment except as
provided below.

Upon separation from the County, DROP participants will receive a cash payment:
for one hundred percent (100%) of the remainder of their excess sick leave
balance, up to four hundred and forty (440) hours maximum.

Permissible uses of Sick Leave, or as further defined by PA 338 of 2018, Michigan’s Earned
Sick Time Act (ESTA), as amended, include:

iff.

vi.

vii.

viii.

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.

If the employee or the employee’s family member is a victim of domestic viclence
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.

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.

Necessitated by a contagious disease or condition.

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 @ member of the employee’s household or as further defined by PA
338 of 2018, Michigan’s Earned Sick Time Act (ESTA), as amended.

In accordance with Article 20, Bereavement Leave.

Due to illness of a member of their immediate family who requires their personal
care and attention, not exceeding five (5) Sick Leave days in any one calendar
year. The term "immediate family” as used in this section shall mean parent,
current stepparent, current mother-in-law, current father-in-law, current spouse,
children, current daughter-in-law, current son-in-law, current stepchildren,
brother, sister, grandparent or grandchildren. It shall also include any person
who is a member of the Employee's household.

Personal Days:

a. Employees may use two (2) days per year for personal business reasons
not to be deducted frarn Sick Leave,

b. For December 24 (Christmas Eve), December 25 (Christmas Day),
December 31 (New Year's Eve), and January 1 (New Year's Day), only, the
Employer may deny the use of a Personal Day to a Corrections Deputy
when it would result in more than two (2) Corrections Deputies below the
minimum complement on that shift.
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The maximum number of hours that can be accumulated in an Employee's
Sick Bank has not been increased by the provisions of this Section.

DROP participants absent for one of the reasons described in this article are expected to:

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

i For unforeseeable absences, employees should inform their immediate
supervisor at least one (1) hour prior to the start of the employee’s shift or as
soon as possible in the event of an emergency according to PA 338 of 2018,
Michigan’s Earned Sick Time Act (ESTA), as amended.

The DROP participant may be required to produce evidence, in the form of a medical
certificate or otherwise, of the adequacy of the reason for absence during the time for which
Sick Leave is granted.

Sick Leave shall be taken upon a regularly scheduled work week basis. Holidays falling
within a period of Sick Leave shall not be counted as work days, except as provided for in
the Holiday Pay provision of this Agreement.

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

ARTICLE 26

LONGEVITY

Participants in the Deferred Retirement Option Plan are not subject to Article 26, Longevity, but shall receive
Longevity in the manner described in Article 25, 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.

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

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

CONTINUOUS YEARS OF FULL TIME
SERVICE ON OR BEFORE OCTOBER
OCTOBER 31% QF EACH YEAR AMOUNT

15 through 19 4600
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2 20 through 24 $800
3 25 and thereafter $1,000

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

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

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

Employees hired into the County after January 1, 2012 will not be eligible for Longevity.
ARTICLE 27
MANAGEMENT RIGHTS

The Employer retains and shall have the sole and exclusive right and authority to of facilities to be
operated; to determine the methods, procedures and services to be provided; to comply with P.A. 390,
as amended, known as the State's Emergency Management Act and the County's Emergency Management
resolution as well as all related plans, policies and procedures covered by these statutes, however, such
rights shall not be exercised by the Employer manage and operate its affairs, including all of its operations
and activities; to decide the number of employees; to establish the overall operation, policies and
procedures of the Employer; to assign employees to shifts in order to adequately staff shifts with
experienced personnel; to schedule the shifts of all employees; to direct its working force of employees;
to determine the type and scope of services to be furnished, and the type in violation of any of the express
terms and provisions of this Agreement.

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

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

ARTICLE 28

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 29

JURY DUTY

If an Employee is called for jury duty, the Employee shall promptly provide a copy of the official notice to his/her
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immediate supervisor. An Employee who is assigned to the afternoon or midnight shift shall be switched to the day
shift as his/her regulatly scheduled shift for purposes of jury duty, provided, however, should any Employee be
released from jury duty prior to the end of that day's shift, the Employee shall return to the department and work
until the conclusicn of that day's shift. The Employee shall be paid his/her normal daily wage for the assignhed shift.
. The Employee shall endorse any payment received as a result of jury duty service and deliver that payment to his/her
immediate supervisor. Expenses provided to Employees as a result of jury duty service, such as mileage, parking or
meal expenses, may be retained by the Employee.

ARTICLE 30

SPECIAL CONFERENCES

Special conferences, mutually agreed upon for important matters, will be arranged between the Union representative
and the Employer, or its desighated representative, upon the request of either party. Such meetings shall be between
up to three (3) representatives of the Employer and up to three (3) representatives of the Union. Arrangements for
such special conferences shall be made in advance and an agenda of the matters to be taken up at the meeting shall
be presented at the time the conference is requested. Matters taken up in special conferences shall be confined to
those included in the Agenda. The members of the Union shall not lose time or pay for time spent in such special
conferences.

ARTICLE 31
HAZARD PAY

A. Hazard pay, as hereinafter set forth, shall be paid to eligible employees as a single annual payment. This
payment shall not be considered, nor construed, as salary or base wages.

B. Eligible employees shall receive the following annual Hazard Pay:
Corrections Deputy $420
C Hazard Pay will be paid in accordance with the employee’s classification in effect at the time of payment,

and will be paid in a regular paycheck on the first pay date in July.
ARTICLE 32

ASSOCIATION BULLETIN BOARDS

A. The Employer shall permit the Association to place Union bulletin boards in the following locations:
Booking, Locker Room Hallway, Side Entrance
B. Association bulletin boards shall be kept under lock and key and may be used by the Association for purposes
of Association business only. Said bulletin boards shall not be used by the Association to disseminate
propaganda, or the posting of non-Association political matters.

ARTICLE 33

EDUCATION ALLOWANCE

A. The Employer and Association maintain that it is in the best interest of the public and the Sheriff's Department
to encourage and promote highet education in those academic areas which benefit law enforcement
Employees in the performance of their duties. Accordingly, the parties agree to provide a mutually acceptable
and comprehensive list of law enforcement college level credits and/or degrees or certificates, the completion
of which shall qualify an Employee for an education allowance. The list shall contain courses offered by
nationally accredited colleges and universities, with the express understanding that Employees must carry a
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minimum of a 2.00 GPA in order to qualify for the benefit contained in this Article.

All eligible Employees who desire to qualify for the Education Allowance shall have semi-annual opportunities
to do so on January 15 and July 1 by submitting authorized college and/or university transcripts to the Finance
Department at least ten (10) days prior to the qualification dates. An Employee may request that the ten
(10) day requirement be waived.

Upon receipt of evidence that an Employee qualifies for the Education Allowance, the Finance Director shall
give notice to the Director of Human Resources and Labor Relations of the Employee's right to receive the
allowance. Where applications are timely under Paragraph B, payments shall be made to all qualified
Employees commencing with the January 15 or July 1 qualification date.
Members shall be eligible to qualify for Education Allowance, as follows:

$150 for Certificate, or 30 semester credits, or 45 quarter credits

$250 for Associate Degree, or 60 semester credits, or 90 quarter credits

$500 for Bachelor's Degree

$800 for Master's Degree
Eligible members shall receive a proportional amount of Education Allowance, in addition to base rate of
pay, each pay day, after their initial qualifying date. Education Aliowance shall be included in overtime
pay, when overtime pay is warranted under the terms of this Collective Bargaining Agreement, but shall
not be added to the Wage Schedules that are listed in Appendix A of this Collective Bargaining Agreement.

ARTICLE 34
UNIFORM ALLOWANCE

Uniform Allowance, as hereinafter set forth, shall be paid to eligible employees as a single annual payment.
This payment shall not be considered, nor construed, as salary or base wages.

Eligible employees shall receive the following annual Uniform Allowance payment:
Corrections Deputy: $750

In order to be eligible for the Uniform Allowance payment, employees must have completed a minimum of 6
months of service in the Corrections Deputy classification.

Uniform Allowance will be paid in accordance with the employee's classification in effect at the time of
payment, and will be paid in a regular paycheck on the first pay date in July.

Newly hired Corrections Deputies shall have a $1,200 account established at a uniform vendor determined
by the Sheriff to be solely used to purchase uniform and related equipment that complies with the
specifications set forth by the Macomb County Sheriff's Department.

1. If the Employee voluntarily leaves the Corrections Deputy classification within one year of hire, the
Employee will reimburse Macomb County, on a prorated basis, the amount provided for per Section
C.

Effective May 9, 2018, currently employed Macomb County Corrections Deputies, chosen to be sponsored by
the Macomb County Sheriff's Office to attend the Police Academy, shall be eligible for $1,000 in an established
account at a uniform vendor prior to attending the Police Academy to purchase necessary gear. At the time
of the promotion to Deputy, an additional $1,000 will be available in the established account at the uniform
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vendor to purchase any additional uniform and related equipment that complies with the specifications set
forth by the Macomb County Sheriff's Department.

1. If the Employee voluntarily leaves the sworn Deputy classification within two years of hire or
graduation from the Police Academy, the Employee will reimburse Macomb County for the full
amount provided for per Section D.

F. Employees will be permitted to purchase uniforms and equipment at the establishment of their choice;
provided, however, that the items purchased must strictly comply with the specifications set forth by the
Macomb County Sheriff's Department. The purchase and use of any item which deviates from Department
specifications shall be made at the Employee's personal cost and risk of Department disciplinary action.

ARTICLE 35
CLEANING AND LAUNDRY
Corrections Deputies shall be eligible for dry cleaning and/or laundry according to the following provisions:

Uniforms as required by Department regulations, shall be taken to a designated commercial establishment
for cleaning, at the Employer's expense. The items covered include trousers, shirts and sweaters.

ARTICLE 36

OUT OF CLASSIFICATION ASSIGNMENTS

The Employer may not assign any employee to perform work in the Corrections Deputy classification unless that
person is trained and qualified to act as a Corrections Deputy.

ARTICLE 37
DRUG AND ALCOHOL TESTING

A. The parties agree that all drug or alcohol testing of bargaining unit members only shall be conducted in
accordance with State and Federal law and the provisions of this Article.

B. All drug testing shall be performed by an independent medical laboratory through use of the urine sample
screening procedure. All tests shall be conducted according to established professicnal standards. Measures
shall be adopted to ensure accuracy, verification and maintenance of the proper chain of evidence. All
samples which test positive shall be subject to the Chromatography/Mass Spectrometry (GC/MS) technique.
A superior state of the art technique, upon mutual agreement of the parties, may be substituted for GC/MS.

C. Any departmental action which results from the use of, participation with, or testing for alcohol and/or drugs
shall be subject to the "just cause" provision of this Agreement.

D. All test results shall be confidential. Test results will be used solely and exclusively for internal departmental
purposes, and shall not be provided to subsequent and/or potential employers or utilized in any criminal
prosecution.

E. Employees testing positive for alcohol or drug use may be subject to discipline up to and including discharge,
subject to the "just cause” provision of the Agreement.

In a circumstance where an Employee tests "positive™ under conditions where:
a. The Employee has a good work record;

b. There is no evidence of any cther illegal conduct other than use (such as unlawful selling and/or
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distribution};

C. There is no prior record of use;
d. The Employee has no prior criminal record;
e The Employee's disciplinary record is not substantial;

the Employer, consistent with "just cause", may at its sole discretion, consider a program of rehabilitation.
ARTICLE 38
WAGES
The Wage Schedule, Appendix A, is attached to and is a part of this Agreement.
ARTICLE 39

LAYOFF/RECALL

Layoffs and/or recall of Employees covered by this Agreement shall be effectuated in accordance with the provisions
of Act 298 of the Public Acts of 1966, as amended.

ARTICLE 40
PROMOTIONS
A Notwithstanding the provisions of Act 298 of the Public Acts of 1966, being MCLA 51.351, et. seq., the parties
hereto in pursuance of their collective bargaining rights and obligations under the Public Employees' Relations
Act, being MCLA 423.201, et. seq., agree that promotions to the rank of Corrections Sergeant Iin the Macomb
County Sheriff's Department shall be made in accordance with this Article.

B. Corrections Sergeant I examinations shall consist of the following components which shall be scored and
weighted as follows:

1. Written - up to 50 pts. - (job related test)

2. Inside oral — up to 15 pts. - (job related test)

3. Outside oral — up to 30 pts. - (determine promotion ability)
4, Seniority up to one (1) point for each year of service in the Sheriff's Department {(maximum of 15
points).
5. Education up to - 6 pts.
Certificate or - 1pt
30 semester credits, or
45 quarter credits.
Associate or - 3 pts.
60 semester credits, or
90 quarter credits
Bachelor's - 5 pts.
Master's- 6 pts.

These are non-cumulative.
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C. The parties recognize that the form, substance and procedures of each part of the Corrections Sergeant I
promotion examination shall be negotiated between the parties, which shall then be administered by the
Macomb County Sheriff's Department Civil Service Commission. This shall include, but not be limited to,
examination type, author, materials, composition, objective and sources. The written examination shall be
based upon a comprehensive and professionally developed job analysis.

D. Corrections Sergeant I vacancies shall be filled by the Sheriff as follows:
1. First vacancy shall be selected by the Sheriff from among those qualifying on the current eligibiity
list,
2. Second vacancy shall be selected by the Sheriff from among the top three (3) composite scorers on

the current eligibility list only.

3. Third vacancy shall be filled in the same manner as first vacancy.
4. Fourth vacancy shall be filled in the same manner as second vacancy.
5. Subsequent odd numbered vacancies shall be filled in the same manner as the first vacancy;

subsequent even numbered vacancies shall be filled in the same manner as the second vacancy.
This process shall continue until the current eligibility list expires. Upon issuance of the new eligibility
list, the first vacancy shall be filled as provided in F.1. above.

E. Test results shall be posted by name of examinee in order of overall score. Actual scores shall not be posted,
only the names of those receiving a passing grade (70 points or over), in order of achievement shafi be
posted.

ARTICLE 41

SAVINGS CLAUSE

The parties hereto realize that certain Court decisions or change in legislation during the term of this Agreement may
make certain portions of said Agreement invalid and/or illegal. In that case, it is the intent of the parties hereto that
only that provision which is inconsistent with the law or legislation is invalid and the remaining portion of this
Agreement shall remain in full force and effect.

ARTICLE 42

STATUTORY RIGHTS AND RESPONSIBILITIES

The parties hereto agree that this 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; provided, however, that the foregoing shall not be construed to diminish, impede, or abrogate
the responsibilities, duties and obligations of the Employer as provided by the Public Employment Relations Act, as
well as other applicable statutes and case law.

ARTICLE 43
TRAINING TIME

Regarding training time that is mandated by the Sheriff, nothing herein shall be deemed to relieve the Employer of
the obligation to pay overtime if required by the Fair Labor Standards Act and applicable federal regulations.



ARTICLE 44

JERMINATION OR MODIFICATION

This Agreement shall be and continue in full force and effect until December 31, 2027.

If either party desires to terminate or modify this Agreement, it shall, no later than one hundred twenty (120)
days prior to the termination date, give written notice of termination or modification. If neither party gives
notice of termination, or notice of amendment as hereinafter provided, or if each party giving notice of
termination or modification withdraws the same prior to the termination date, this Agreement shall continue
in effect from year to year thereafter subject to notice of termination or modification by either party no later
than one hundred twenty (120) days written notice prior to the current year's termination date.
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IN WITNESS WHEREOF, the Office of the County Executive, by its Director, Human Resources and Labor Relations,
and the Macomb County Sheriff and representatives Macomb County Professional Deputy Sheriff's Association, on
behalf of its represented employees, hereby cause this Agreement to be executed.

FOR THE UNION: FOR THE EMPLOYER:

Jim Staghbwski, POLN/GERC Director Karlyn Semlow:-Birector

Human Resources and Labor Relations

R

Chriétophef Conoway, President Anthony M. Wickersham, Sheriff
MCPDSA Macomb County

A/M;_Ké—

William Horan, Recording Secretary
MCPDSA

Dated: q' 8 -2,
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Appendix A Wage Schedules

e .. ' Corrections Deputies Salary. Schedule
. Effective January 1, 2075 to Décember 31, 2025 )
Step 1 Step 2 Step 3 Step 4
$65,841.36 $67,620.87 $69,400.36 $71,179.86

Corrections' Deputies Salary Schedule

" Effective January 1, 2026 fo December 31, 2026

“Step 1 Step 2 Step 3 " Step 4

$67,816.60 $69,649.50 $71,482.37 $73,315.25

__Corrections Deputies Salary Schedule

—_Effective January 1, 2027 to December 31, 2027

“Step 1 Step 2 Step 3 Step 4

$69,851.10 $71,738.98 $73,626.84 $75,514.71




Appendix B

Active Employee Benefits

Appendix B — Active Employee Benefits - 1




Blue Care Network




BCN HMO Active Employees

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



CLSSLG
Macomb Co Employees - Hard Cap-Active/COBRA

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

BEN HMO Active Employees

Coverage for: All Plan Types Plan Type: TPA

&

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
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.bchsm.com or call 800-662-6667 .
For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the

Important Questions

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

[Why This Matters:

before you meet your deductible?

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

for this plan?

Are there other deductibles for |No . : . .

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

o e | _ [The out-c_af-bockei limit is the most ybu could pay ina year for covered services. If ydlj"h-ave" -
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—gocket limits until the

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

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

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

The out-of-pocket limit is the most you could pay in a year for covered services. if you have
other family members in this plan, they have to meet their own out-of-pocket limits unti! 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 pli nuses a prowde network You wil pay Iess if you use a provider in the p;l@__s
network. You will pay the most if you use an out-of-network provider, and you might receive a
bill from a provider for the difference between the provider's charge and what your plan pays
(balance billing). Be aware, your network provider might use an out-of-network provider for
some services (such as lab work). Check with your provider before you get'services.

Do you need a referral to see a
specialist?

Yes

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




BCN HMO Active Employees

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

Medical Event

Services You May Need

:

Network Provider

What You Will Pay

- Out-of-Network
. : Provider
I (You will pay the least) I(You will pay the most)

| Limitations, Exceptions, & Other Important

Information

Primary care visit o treat an injury or iliness |$20 copay/visit INot covered $20 copay for online visits.
Requires referral. No charge for allergy
injections, allergy office visit and testing /30
Specialist visit $30 copay/visit Not covered combined visits for spinal manipulations
If you visit a health care performed by a chiropractor or osteopathic
provider’s office or clinic physician
You may have to pay for services that aren't
. . . preventive, Ask your provider if the services
Preventive care/screening/immunization No charge Not covered you need are preventive, Then check what
your pian will pay for.
Diagnostic test (x-ray, blood work) No charge Not covered May requirre preauthorization / No charge for
If you have a fest lab services
Imaging (CT/PET scans, MRIs) No charge Not covered Requires preauthorization
{Tier 1 - Mostly Generics $10 copay/30 days Not covered Preauthorization & step-therapy apply to select
If you need drugs to treat|+:.. o _ drugs.
your iliness or condition Tier 2 - Preferred Brand $25 copay/30 days Not covered 50% coinsurance for sexual dysfunction drugs.
More information about Effective 1/1/2013 Tier 1 contraceptives are
prescription drug iar 2 Nan. covered in full
corerare is avallable af Tier 3 - Non-Preferred Brand $50 copay/30 days Not covered 90 day mail order and retail copays are 2x the
www.bchsm.com/customdr standard retail copays.
uglist i : ' :
Specialty drugs :;)F‘;E’d copays listed above Not covered Limited to a 30 day supply
May require preauthorization/50% coinsurance
If you have outpatient  |Facility fee (e.g., ambulatory surgery center) [No charge Not covered for TMJ, orthognathic surgery, reduction
surgery mammoplasty, male mastectomy
Physician/surgeon fees No charge Not covered See "Outpatient surgery facility fee"




BCN HMO Active Employees

» d U 0
| Emerqen_cv room care $100 copayivisit $100 copay/visit Copay waived if admitted
If you need immediate . , Non-emergent transport is covered when
medical attention Emergency medical transportation No charge No charge oreauthorized
Urgent care $30 copay/visit $30 copay/visit None
Preauthorization is required. 50% coinsurance
If you have a hospital  |Facility fee {e.g., hospital room) No charge Not covered for TMJ, orthognathic surgery, reduction
stay mammoplasty, male mastectomy
Physician/surgeon fee No charge Not covered See "Hospital Stay surgery facility fee"
If you need mental Outpatient services No Charge Not covered Preauthorization is required
health, behavioral health,
or substance use Inpatient services No Charge Not covered Preauthorization Is required
disorder services |
Office visits No charge Not covered Eogtnatal and non-routine prenatal office
visits-$20 copay
;If you are pregnant Childbirth/delivery professional services No charge Not covered None
Childbirth/delivery facility services No charge Not covered None
Home health care $30 copay/visit Not covered 5:\?;235 preauthorization. Custodial care not
Requires preauthorization/ One period of
treatment for any combination of therapies
Rehabilitation services $30 copay/visit Not covered within 60 consecutive days per medical
‘_ episade. Subject to meaningful improvement
If you need help within 60 days.
recovering or have other ABA - $20 copay per visi. PTIOT/ST for autism s .
' - . =t pectrum disorder has
special health needs Habilitation services Ei;;_(lJ (;:_(T)%aT\g per visit for Not covered unlimited visits, Requires preauthorization.
Skilled nursing care No charge Not covered Requires preauthorization/Limited to 730 days
Requires preauthorization and must be
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 Employes

Common
Medical Event

Services You May Need

Network Provider
(You will pay the least)

What You Will Pay

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

; Limitations, Exceptions, & Other Important
| Information

o - . Inpatient care requires preauthorization, ~
Hosplce services No charge _ Not covered Housekeeping and custodial care not covered.
Children's eye exam Not covered Not covered Contact benefit administrator for coverage.
IFyour child needs | e Not covered INot covered Contact benefit administrator fi '
dental or eye care ildren's glasses ot covere ot covere ontact benefit administrator for coverage.
Children's dental check-up Not covered Not covered Contact benefit administrator for coverage.




BCN HMO Active Employees

Excluded Services & Other Covered Services;

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

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

*  Cosmetic surgery us. »  Weight loss programs

» Dental Care (Adult) » Private-duty nursing

e Flective Abortion

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

¢ Bariatric surgery » |nfertility treatment

«__Chiropractic care e 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.O. Box 284,Southfield, MI 48086 or fax. 1-866-522-7345. For state of Michigan assistance contact the Department of Insurance and Financial Services, Office of General
Counsel-Appeals Section, 530 W, Allegan Street, 7t Floor, P. O. Box 30220, Lansing, MI 48909-7720, hitp://www.michigan.qgov/difs; call 1-877-099-6442 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 p'rogram can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP), Department of
Insurance and Financial Services, P. O, Box 30220, Lansing, Ml 48909-7720, http://www.michigan.gov/difs or difs-HICAP@michigan.qov

Does this Plan Provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for 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 o 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 excanmples of how this plan might cover costs for a saniple medical sitnation, see the next page.




About these Coverage Examples:

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

"~ health plans. Please note these coverage examples are based on self:only coverage.

Peg is Having a Baby

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

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

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

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

Managing Joe’s Type 2 Diabetes

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

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

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter}

| Total Example Cost | $12,700] | Total Example Cost | 97,400 |
In this example, Peg would pay: In this example, Joe would pay:
~ Cost Sharing Cost Sharing ,
Deductibles 30 Deductibles $0
Copayments $70 Copayments $800
Coinsurance $0 Coinsurance $0
! What isn’t covered " : What isn't covered '
Limits or exclusions $60 Limits or exclusions $60
| The total Peg would pay is $130 | [ The total Joe would payis . $860 ]

Mia’s Simple Fracture

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

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

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

Diagnostic tests (x-ray)

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

| Total Example Cost _ | $1,9001
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $200
Coinsurance $0
{ What isn'f covered ';
Limits or exclusions $0
| The total Mia would pay is | $200]
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ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language
If you, or someone you're helping, needs assistance, you
have the right to get help and information in your
language at no.cost: To talk to.an interpreter, call the
‘Customer Service number on the back of your card, or
B77-469-2583, TTYi 711 If you.are not already a member,
Si usted, o alguien a quien usted esta ayydando, necesita
asistencia, tiene,de:‘échq a-obtener ayuda.e informacién
en su idioma sin.costo alguno. Para hablar conun’
intérprete, llame-al nimero telefénico:de Servicio al
cliente, que aparece en la parte traserd de-su tarjets, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
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bingngén ngti.clia minh mi&n phi. D& nol chuyén vél mt
thong dch vién, xin ggl s& D{ch vy Khdch hang & mat sau
thé edia quy.vi, hodc 877-469-2583, TTY: 711 néu quy vi
chua phai l4 mdt thanh vién,
Nese ju, ose dikush g& po ndihmeoni, ka nevojé pér
.asistencd, keni té-drejté t& mermi ndihmé dhe informacion
falas né gjuhén tuaj. Pér té folir me njé parkthyes,
telefononl numrin e Shérbimit t& Kifentit né anién e pasme
t& kartés tua), ose 877-469-2583, TTY: 711 nése nuk jen!
ende nj& anétar.
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Jedli Ty lub-osoba, ktére] pomagasz, potrzebujecte pomoacy,
masz prawo do uzyskanla bezptatne] informacjl i pomocy
we whasnym Jezyku. Aby porozmawiaé z ttumaczem,
zadzwori pod numer dziatu'obstugi-klienta, wskazanym na
odwrocie Twoje] karty lub pod numer.877-469-2583,

TTY: 711, jezeli jeszeze nie masz cztonkostwa.

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

Se tu ¢ qualcuno.che stal afutando avete bisogno di
assistenza, hal [l diritto.dl ottenere aiuto e informazioni
nella tua lingua.gratuitamente. Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numero
indicato sul retro della tua scheda o chiama il
877-469-2583, TTY: 711 se non-sel ancora membro.
ZHEAME. TRESEEOBODY DFCXBENRE
EENSATTHEMNSENELES, CREOEE
THER—FZRIEY. FREAFLEYT I LA
TEET. SIS YEFL, BREBESh 2
BRBHLDI— FOERICEEH AR T T —H
—EZOBEES-(XA L i—TaL\AIX

8774692583, TTY: D T THEEECE XLy,

Ecnn Ban HIH JFITY, EOTOPOMY EE! IOMOT2eTe, Hy:XHA
TIOMOINE, TO BRI HMEETe Ipako Ha GECHIATHOS LOMyeHHe
TIOMOINH H HRGOPMAINIHE K3 BameN g3kke. g pairokopa
£ NePEROATAKOM IOIBOHHETE 110 HoMepy TeredoRa oTaena
00CAY:RHBARMA KIHEHTOB, YKA33HHOMY Xa o6parHoi
CTOpOHE BAmEH EAPTEL, IUTH HO HOMEPY

B77-469-2583, TTY: 711, /ecaH y Bac HeT SIeHCTBA.

Ukaliko Vama il nekome kome Vi pomaZeta treba pomod;
imate pravo da besplatrio dobljete pomoc i informacije na
svorn'jeziku..Da biste razgovaralisa prevodiocem, pozovite
broj korisnitke slufbe sa zadnje strane kartice ili
877-4G9-2583, TTY: 711 ako ve¢ niste Chan:

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

0 877-469-2583, TTY: 711 kung ikaw.ay hind[ pa.lsang
miyembro.

Important disclosure

Blue Cross Blue Shield of Michigan and Blue-Care Netwark
comply with Federal civil rights laws and do not
discrimfnate-on the basis of race, color, pational origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary alds and
services to people with disabilities to communicate
effectively with us, such.as qualified sign language
intarpréters and information in other formats. Ifyou need
these services, call the Customer Service number on the

back of your card, or 877-469-2583, TTY: 711 if you are not

already a member.  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, MI 48226,
phorie: 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 alsa file a civil rights complaint with the' U.s.
Department.of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal availableat
https:ffocrportalhfis.qov/ocr/portal/lohby.jsf, or by mall,
phone, or emall at: U,5. Department of Health & Human
Services, 200 independence Ave, 5.\W., Washington, D.C.
20201, phone: 800-368-1019, TTD; 800-537-7697, emall:
QCRComplaint@hhs.gov. Complaint forms are avallable'at

e, s. gov/ocr/offi te/index.hitmi.
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Blue Cross Blue Shield

Community Blue PPO ASC




As a self-funded group, you are solely responsible for compliance with the federal Summary of Benefit and Coverage (SBC) rules, including SBC creation and
distribution. BCBSM does not assume any responsibility for SBC rule compliance relating to your group health plan, or for creation or disclosure of compliant SBCs.
This SBC template document is being provided as an example that may contain useful information concerning your BCBSM administered coverage as you create
your own group health plan’s SBC. This SBC template document being provided is not fully compliant with the SBC federal rules. It is your responsibility to work with
your legal counsel fo ensure proper 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 heaith 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, weliness 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 BlueS™ 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

'y

‘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 D card. Forgeneral definitions of common terms such as gllowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined

Important Questions

Answers
In-Network

Why this Matters:

What is the overall deductible?

i
{ Out-of-Network

$1,500 Individual/
$3,000 Family

$3,000 Individualf
$6,000 Family

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

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

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

Are there other deductibles for
specific services?

No.

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

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

(May include a coinsurance
maximum)

$12,700 Individual/
$25,400 Family

$6,350 Individualf
$12,700 Family

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

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

other family members in this plan, they have o meet their own out-of-pocket limits until the

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 D

card for a list-of network providers.

{This plan uses a provider network. You will pay less if you use a provider in theip_'lan's
|bill from a provider for the difference between the provider's charge and what your plan pays

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

network. You will pay the mest if you use an out-of-network provider, and you might receive a

(balance billing). Be aware, your network provider might use an out-of-network provider for

Do you need a referral to see a
specialist?

No.

You can see the specialist you choose without a referral.

Group Number 007000448-0033

SBC000022122968 20f9



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

Common Medicai Everit

|Services You May Need |

What You Will Pay

Out-of-Network Provider

Limitations, Exceptions, & Other Impertant

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

In-Network Provider Inf .
(You will pay the least) (You will pay the most) nformatich
Primary care visit to treat [$40 copay/office visit; of *
an injury or iliness deductible does not apply 40% coinsurance None
Specialist visit $40 copay/visit; deductible 40% coinsurance None

does not apply

You may have to pay for services that aren't

Preventive care/ ) . : o X
e No Charge; deductible does preventive. Ask your provider if the services
screening/ Not covered ,

. . not apply needed are preventive. Then check what your plan
immunization .

will pay for.
Diagnostic test (-1, |ono coinsurance 40% coinsurance None
blood work)
If you have a test \maging (CT/PET
I\EIHSI%])HQ ( SCaNS, 1909 coinsurance 40% coinsurance May require prior authorization
$7copay/prescription for retalil

{Generic or select 30-Day supply $14 In-Network copay plus an

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

|prescribed over-the-

counter drugs

copay/prescription for retail or
mail order 90-day supply
deductible does not apply)

additional 25% of the approved
amount; deductible does not

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

Prior authorization, step therapy and quantity limits

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

(Nonpreferred brand-name

drugs

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

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

If you have outpatient
surgery

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

20% coinsurance

40% coinsurance

INone
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Common Medical Event Services You May Need

What You Will Pay

’___ln-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Physician/surgeon fees

(You will pay the least)
20% coinsurance

{You will pay the most)
40% coinsurance

None

If you need immediate
medical atterition

Emergency room care

19250 copay/visit; deductible

does not apply

$250 copay/visit; deductible does
not apply

Copay waived if admitted of for an accidental
injury.

Emergency medical
transportation

20% coinsurance

20% coinsurance

Mileage limits apply

Urgent care

$40 copay/visit; deductible
does not apply

40% coinsurance

None

If you have a hospital stay

Facility fee (e.g., hospital
room)

20% coinsurance

40% coinsurance

Prior authorization is required

Physician/surgeon fee  |20% coinsurance 40% coinsurance None
If you need behavioral 20% coinsurance for mental . .
health services (mental Outpatient services 20% coinsurance health: 40% coinsurance for Your cost share may be different for services

— performed in an office setting
health and substance use substance use disorder
disorder) Inpatient services 20% coinsurance 40% coinsurance Prior authorization is required.
. , Maternity care may include tests and services
Office visi ggzrlljiiftilleNc?ogg r?l1r0g1tea,lpply Prenatal: 40% coinsurance described e[sewhere in the SBC (i..e. ultrasound)
loe visits Postnatal: No Charge; Postnatal: 40% coinsurance ;n: c:]ept]endg gsgght;]?nty%e o;sneor;rg:esl —C?OS: share
deductible does not apply ¥ apply. L0SL Sharing doe PRl

If you are pregnant . , preyentlve Services.

Childbirth/delivery o ot of

|professional services 20% coinsurance 40% coinsurance None

Childbirth/defivery facilty 20% coinsurance 40% coinsurance None

services

If you need help recovering

or have other special health N _
{Rehabilitation services

neéds

Home health care

20% coinsurance

20% coinsurance

|Physician certification required,

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

What You Will Pa;i

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

Limitations, Exceptions, & Other Important
Information

Habilitation services

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

|Applied Behavior Analysis;

20% coinsurance for Physical,
Speech and Occupational
Therapy

{40% coinsurance for Applied

Behavior Analysis; 40%
coinsurance for Physical, Speech
and Occupationai

{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 cenvenience items. Prescription

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

not apply

apply

If your child needs dental or|Children’s eye exam Not covered Not-covered None
eye care o

For more information on Children’s glasses Not covered Not covered None
pediatric vision or dental,

contact your plan Children’s dental check- Not covered Not covered None
administrator up
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Excluded Services & Other Covered Services:

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

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

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

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

» Chiropractic care See hitp:/fprovider.bcbs.com » Private-duty nursing

» Hearing aids

6 of9




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

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

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

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, heaith 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 pfan 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 information to compare the portion of costs you might pay under different

A

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

Peg is Having a Baby

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

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

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

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

Managing Joe’s Type 2 Diabetes

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

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

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

Diagnostic tests (blood work)
Prescription drugs

Durable medical equipment (glucose mefer)

Mia's Simple Fracture

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

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

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

Diagnostic tests (x-ray)

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

| Total Example Cost | $12,700 | | Total Example Cost | $5,600] | Total Example Cost | $2,800]
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay: ]
Cost Sharing : ] Cost Sharing ; | , Cost Sharing ;
Deductibles $1,500 Deductibles $900 Deductibles $1,500
Copayments $0 Copayments $200 Copayments $80
Coinsurance $1,700 Coinsurance $0 ! Coinsurance 7 $70
What isn't covered " What isn't covered ; ' What isn't covered ;
Limits or exclusions _ $60 Limits or exclusions | $20 Limits or exclusions $0
[ The total Peg would payis $3,260 |  The total Joe would pay is  $1,120 ) | The total Mia would pay is $1,650 |
If you are 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 ptan would be responsible for the other costs of these EXAMPLE covered services. 8of9



ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

Woae 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 an the back of your card, or
877-469-2583, TTY: 711 If you are not already a member.

Si usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho a obtener ayuda e Informacién
en su Idioma sin costo alguno. Para hablar con un
intérprete, llame al nimero telefénico de Servicio al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
Aol et dalagaeeld j38 paas st 1y
.migio,aum,zg,),).ail e laddtysaeladl o ) peaall
P FEOPVS - <SP P IR [ DYEIR P9 MR- PR TS LT
il 18 i 05,013 .877-469-2583 TTV:711 o0
e, ZRSEFERRMAHE. FTEBRL, S6EH
KRLUBOFIERIIKBINNE. Esh—4BRA.
FREENRHANEFERTIE | nRETEGR
. BHIRTEEE 877-469-2583, TTY: 711,
e Bdih o dhe o ¢ L Shatgeds nBa L3S 2 G to Sl LY
rRcuanthe wthiid  shulai haod dnalinee __shuie
1L L Ste erdiehy ¥ioe an i relonpad e, rely | fnalils
o e oadonss 20 AL adlyrey il L Sy
i L odul ndd; v B77-469-2583 TTY:711
Néu quy vi, hay ngudi ma quy vi dang gilp d&, can trg
gitp, quy vi s€ cd quyen dugc gilp va cé thém théng tin
bing ngén nglt cia minh mi&n phi. D& néi chuyén véi mat
thong dich vién, xin goi 56 D[ch vy Khach hang ¢ mit sau
thé cda quy vi, holic 877-469-2583, TTY: 711 néu quy vj
chua phdi '3 mdt thanh vién.
Nése ju, ose dikush gé po ndihmoni, ka nevojé pér
asistencd, keni té drejté t& mermi ndihmé dhe Informacion
falas né gjuh&n tuaj. Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit né anén e pasme
t& kartés tua), ose 877-469-2583, TTY: 711 nése nuk jeni
ende.njé anétar.

aroy 25t = PG E2 A ARl IR0
BRSO, ASls =80 Z28 A8l dHZ HIg
TSR0 2T 4+ A= ATt ASLICH SHAISt
CHEt8Hol S A 8lel Jt= SHelo] Q= D8 HulA
HES2 MG 0101 3I-0[ Ot B
8774692583, TTY: 7112 MSHSIAAIL.

% I, AT SR 379 SE], =
TETSH 2, SR A SR T TI2ET 8 OXF
ISR NEHFT ST AW | (FTE] TS (OIS
Y] TN, AT INET (TR (T3] T STXRGT TqE
T TR 4] 877-469-2583, TTY: 711 % RSN I
ST <1 3 AT

Jesl Ty [ub osoba, ktérej pomagasz, potrzebujecie'pomocy,
masz prawo do uzyskania bezptatnej informacji t pomocy
we wiasnym Jezyku. Aby porozmawiaé z ttumaczem,
zadzwori pod numer driatu obstugi klienta, wskazanym na
odwrocie Twoje] karty lub pod numer 877-469-2583,

TTY: 711, jeieli jeszcze nie masz czlonkostwa,

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

Se tu o qualcuno che stal alutando avete bisogno d|
assistenza, hal il diritto di ottenere ajuto e informazioni
nella tua lingua gratuitamente, Per parlare con un
interprete, rivolgiti al Servizio Assistenza a! numero
indicato sul retro della tua scheda o chiamaiil
877-469-2583, TTY: 711 se non sel ancora membro.

CHEIMR FRESEROSOOYOATERELE
EENDATCCHMANIEWE LESL, CHEHEDEE
THHR—rERIFEY., BREAFLEYT B LM
TEFET. b YEtA, BREBEEH DB
AREFEOA—FORGIIREREhEARET—
—ERADOBREERS (£ 1 —TRAIR

§77-469-2583, TTY: TI) FTHBEC SN,

ECTi BaM RUIH JIHEITY, KOTOPOMY BE IIOMOTAaeTe, HyAHA
NoMOOIb, TO BRI HMEETE TPABO HA oecrnaTHoe Oy IeHHE
TIOMOMH B HEGOPMAITH Ha BameM s3sKe. [T pasrosopa
€ NcpeBOSIHKOM MOIBOHHTE N0 HOMEPY TenedoHa oTASTA
O00CYAHBAHHA FITHEETOB, YEaIAHHOMY B2 06parHoit
CTOPOHE Bameft KAPTH, ITH 10 HOMEDPY

877-469-2583, TTY: 711, ecoTit ¥ BaC HeT WICHCTBA.

Ukoliko Vama 1li nekome kome Vi pomalete treba pomoé,
Imate pravo da besplatno dobijete pomoé I informacije na
svorn jeziku. Da biste razgovarall sa prevodiocem, pozovite
bro] korisnicke sluZbe sa zadnje strane kartice Ili
877-469-2583, TTY: 711 sko veé niste élan.

Kung ikaw, o0 ang iyong tinutulungan, ay nangangailangan
ng tulong, may karapatan ka na makakuha ng tulong at
Impormasyon sa iyong wika ng walang gastos. Upang
makausap ang isang tagasalin, tumawag sa numero ng
Customer Service sa liked ng lyong tarheta,

0 877-469-2583, TTY: 711 kung lkaw 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 Blue Shield of Michigan
and Blue Care Network provide free auxiliary alds and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
interpreters and information in other formats. If you need
these services, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 711 if you are not
already a member. If you believe that Blue Cross Blue
Shield of Michigan or Blue Care Network has failad 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, M! 48226,
phone: 888-605-6461, TTY: 711, fax: 866-559-0578,

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

You can also file a ¢ivil rights complaint with the LS.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at
httg:,{[ocrgggal.hhs.goviocrd’gorta!{lo{)bz. [‘sf,. or by mail,
phone, or email at: U.S, Department of Health & Human
Services, 200 Independence Ave, 5.W., Washington, D.C.
20201, phone: 800-268-1019, TTD: 800-537-7697, email:
OCRComplaint@hhs.gov, Complaint forms are avallable at
hhs.gov, office/filefindex hitm!
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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 pian’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 o 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

' ﬁ . The Summary of Benefits and Coverage (SBC) document will help you choose a heaith 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 htips://www.healthcare.gov/sbe-glossary or call the number on the back of your BCBSM D card to request a copy.

| Answers
Important Questions — - — - Why this Matters:

| In-Network |0ut-of-Netw0Fi(

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 overal! 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 deductibie. See a list of covered

preventive services at hftps:ll.www.health'care.g'ovlcdverage!préventivechafe-tienéﬁts‘l;

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

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

What is the overall deductible? $4.000 Faily $8.000 Family

Are 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 not 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-pocket limit.
ocket limit? plan doesn't cover.

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

Will 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-network provider, and you might receive a

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

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

Do you need a referral to see a

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

Group Number 007000448-0066 SBC000022122958 20f9



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

Commeon Medical Event

What You Will Pay

In-Network Provider
(You will pay the least)

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

Limitations, Exceptions, & Other Important
Information

your illness or condition
Mare information about
prescription drug coverage
is available at

Preferred brand-
name drugs

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

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

Pimary care visit to
treat an injury or No Charge 20% coinsurance None
illness
If you visit a health care Specialist visit No Charge 20% coinsurance None
provider's office or clinic Preventive care/ You may have to pay for services that aren't
e preventive. Ask your provider if the services
f;ﬁﬁg;;g{ion No Charge Not covered needed are preventive. Then check what your plan
will pay for,
| afog“f;‘r"k)mt (T3, 1No Charge 20% coinsurance None
If you have a test \maging (CT/PET
ST:E;n%A(RIs) No Charge 20% coinsurance May require prior authorization
Generic or select $10 copaylprescription for ret.alll 30- In-Network copay plus an
: . Day supply $20 copay/prescription s o
|prescribed over-the- : ) additional 20% coinsurance of
for retail or malil order 90-day
If you need drugs to treat  |counter drugs supply) the approved amount)

www.bcbsm.com/druglists

Nonpreferred brand-

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

In-Network copay plus an
additional 20% coinsurance of

Prior authorization, step therapy and quantity limits
may apply to select drugs. Preventive drugs

|covered in full. 90-day supply not covered out of

network. Select diabetic supplies and devices may
be covered under the prescription drug program.

name drugs copay/prescription for retail or mail
order 90-day supply) the approved amount)
Facility fee (e.g.,
. ambulatory surgery  |No Charge 20% coinsurance None
If you have outpatient center) - '
surgery Physician
feey:'c'an SUrgeon 1o Charge 20% coinsurance None
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Common Medical Event

Services You May

|Néed

Emergency room

What You Will Pay

In-Network Provider
(You will pay the least)

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

Limitations, Exceptions, & Other Important
Information

if you are pregnant

Postnatal: No Charge; deductible
does not apply

Postnatal: 20% coinsurance

care No Charge No Charge None
If you need immediate I :
medical attention Eg:]zrqgggt\iforgedlcal No Charge No Charge Mileage limits apply

Urgent care No Charge 20% coinsurance None

Egggliglf?:o(rﬁ)g“ No Charge 20% coinsurance Prior authorization is required
If you have a hospital stay - Phvsiclar/suras

feeySlCIan SArgeon o Charge 20% coinsurance None
If you need mental heaith 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).  |Inpatientservices  |No Charge 20% coinsurance Prior authorization is required.

: . : Matemity care may include tests and services
Egiga.:ilf ;\l 0 IC harge; deductible Prenatal: 20% coinsurance described elsewhere in the SBC (i.e. ultrasound)
Office visits pply Ty and depending on the type of services cost share

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

, . ___|No Charge 20% coinsurance None
professional services
gﬂ“ﬂ?lggﬂig\?w No Charge 20% coinsurance None
Home health care  [No Charge No Charge Preauthorization is required
Rehabiltation Physical, Speech and Occupational Therapy is
— No Charge 20% coinsurance limited to a 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
Occupational Therapy

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

Skilled nursing care

No Charge

No Charge

Prior authorization is required. Limited to 90 days

per member per calendar year
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What You Will Pay_

Services You May Limitations, Exceptions, & Other Important

Common Medical Event |\ = ¢ ‘“" In-Network Provider T Out-of-Network Provider formation

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

Durable medical " [Excludes bath, exercise and deluxe equiprﬁent _
e No Charge |No Charge and comfort and convenience items. Prescription
:@.u—[m , required.
|Hospice services No Charge No Charge Preauthorization is required visit limits apply

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

eye care , {Children’s glasses  [Not covered Not covered None

For more information on - il :

pediatric vision or dental,

contact your plan Children’s dental Not covered Not covered None

administrator check-up ~
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Excluded Services & Other Govered Services:

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

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

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

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

See hitp://provider.bcbs.com

e Chiropractic care » Private-duty nursing

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

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

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

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 caverage 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.

7of9



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 gxcluded services under the plan, Use this information to compare the portion of costs you might pay under different
health plans. Please note these coverage examples are based on self-only coverage.

Managing Joe’s Type 2 Diabetes Mia’s Simple Fracture

Peg is Having a Baby
(in-network emergency room visit and
follow up care)

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

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

B The plan’s overall deductible $2,000 M The plan’s overall deductible $2,000 W The plan’s overall deductible $2,000
M Specialist coinsurance 0% B Specialist coinsurance 0% B Specialist coinsurance 0%
B Hospital (facility) coinsurance 0% W Hospital (facility) coinsurance 0% M Hospital {facility) coinsurance 0%
M Other coinsurance 0% M Other coinsurance 0% B Other coinsurance 0%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits {including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies}
Childbirth/Delivery Faciiity Services Diagnostic tests (blood work) Diagnostic tests (x-ray)
Diagnostic tests (uffrasounds and blood work) Prescription drugs Durable medical equipment {crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services {physical therapy)
| Total Example Cost [ s12700]  [Total Example Cost | §$5600]  [Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing . Cost Sharing K Cost Sharing :
Deductibles $2,000 Deductibles $2,000 Deductibles $2,000
Copayments $0 Copayments $0 Copayments $0
Coinsurance $0 Coinsurance $0 Coinsurance _ $0
What isn’f covered e  What isn’t covered : : What isn't covered }
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions - $¢
| The total Peg would payis ~ $2,060 | } The total Joe would pay is $2,020 | | The total Mia would payis $2,000 |

If you are also covered by an account-type plan such as an integrated health flexible spending arrangement (FSA), heaith 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 respansible for the other costs of these EXAMPLE covered services. 8of9



ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

If you, or someone you're helping, needs assistance, you
have the right to get help and information in your
fanguage 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 esta ayudando, nacesita
asistencia, tiene derecho a obtener ayuda e informacién
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al ndmero 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.
onllalab daeladdalagaelid 60 pais destesgly)
A 6 dlilydy yy pesllcila lodly S ludt e yanll
o8y eta o 2 gorgall eShanll Aadh g 39 G i sia ) czanil]
ail 18 50 (S5 1Y (B77-469-2583 TTY:711 (S
NRE, RELEERMYONER BERBL. SHEH
SRLUEMSERINBNRL., BaAN—HBA.
RREEMNFEANEFRBRE  MKEIEFRAGE
. BHIRTEES 877-469-2583, TTY: 711,
Bt L adu ponm ¢ | hoteda reha oAb 3 ot dhwdd L
eHqulacsho hiit o Shulonia rhiand L dacliure L Shwie
di St rdlshn, 450 a0 i oFonpadl rdily, reSa L daedils
v ~oadoha 25 A5 ety nien _danlh
wemit ol i e B77-469-2583 TTY:711
Néu quy vi, hay ngudri ma quy vi dang giGp d&, can trg
gidp, quy vi s& e6 quyen dugc gidp va cé thém théng tin
bing ngdn ng edia minh mién phi, BE ndi chuyén véT mgt
théng dich vién, xin goi s& Dich vy Khich hang & mat sau
thé cla quy vi, hodic 877-469-2583, TTY: 711 n€u quy v
chua phdi la mat thanh vién.
Nése ju, ose dikush gé& po ndihmoni, ka nevojé pér
asistencé, keni té drejté t& merrni ndihmé dhe informacion
falas né gjuh&n tuaj. Pér té falur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit né anén e pasme
té kart€s tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.

gror Y L= AEH S A= A0 XIR0|
250, F{gl= S SN F2 S Al M ZR U8
el €8 4 U= AT UASLICE S A
CHetstei ol A &tel StS RE0] b= 24 Hul A~
HE 2 HME &AL olo) 31”0l ot B
§77-469-2583, TTY: 7112 HS}5IA AL,

% ST, T AT IR I35 ST, W72
IO 3, O A9 S ﬁmﬁw SRCLILY
TISATH ST I TER| (PIA] 1T (TSI Y
T IO, AFFE FHET (TRE.(TITT ST TRAS] T
T T 41 877-469-2583, TTY: 711 % (ST Sy
Y AT I AT

Jesli Ty lub osoba, ktdrej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatnej informacji i pomocy
we wiasnym jezyku. Aby porozmawiaé z ttumaczem,
zadzwori pod numer dzialu obstugi klienta, wskazanym na

odwrocle Twolej karty lub pod numer 877-469-2583,
TTY: 711, jeteli jeszcze nie masz czionkostwa.

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

Se tu o qualcuno che stal aiutando 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 memabro.

CEAE, FERBEROIOEYOSFTERELE
EENDIATTHRNISEWELE=L, CHEOER
THR—FEBITEY., MEREAFLEYTHIEM
TEET. HERMYFLA, BIREBIEESHh DB
BXEBsOI—FOEmICEEhi-hR 49—
—EAOBEES (A A —TEWHIE

877-469-2583, TIY: I FTHBE &1L\,

Ecmm pan sum Iy, KOTOPOMY BEI HOMOraeTe, HyAHA
TIOMOQIIL, TO BEHl FMEETE IPABO HA GECILIATHOE NONMyIeHHe
TOMOID! X HHGOPMAIRIA HA BameM-g3sixe. JnA parosopa
€ DEepeBOTIAKOM IIOIBOHIITE 1T0 HOMEPY TeNedOHA 0TS
oGCTYAMBANNA KNHCHIOB, YRAIAHHOMY HA 0GpaTHOR
CTOPOHE BAIEH KAPTEL IUIH 110 HOMEPY

877-169-2583, TTY: 711, et y Bac HeT WICHCTBA.

Ukoliko Varna ill nekeme kome VI pomaZete treba pomoé,
imate pravo da besplatno dobijete pomoé i infermacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
bro] korisnicke sluZbe sa zadnje strane kartice ili
877-469-2583, TT¥: 711 ako veé niste ¢lan.

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

o B77-469-2583, TTY: 711 kung ikaw ay hindi pa isang
miyembro.

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civii rights laws and do not
discriminate on the basis of race, colar, national arigin,
age, disability, or sex. Blue Cross:Blue Shield of Michigan
and Blue Care Network provide free auxiliary alds and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
interpreters and information in other formats. If you need
these services, call the Customer Service number on the
back-of your card, or 877-469-2583, TTY: 711 if you are not
already a member. If you believe that Blue Cross 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, disabflity, 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, M! 48226,
phone: 888-605-6461, TTY: 711, fax: 866-559-0578,

email: CivilRights@bcbsm.com. If you need help filing a
grievance, the Office of Civil Rights Coardinator 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 avallable at
hitps://ocrportal.hhs. gov/ocr/portalfiobby.jsf, or by mail,
phone, or email at: U.S. Department of Health & Human
Services, 200 Independence Ave, S.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, emaill:
OCRComplaint@hhs.gov. Complaint forms are available at
Lfwww.hhs.qov/ocr/offic ex.htmi.
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Health Alliance Plan




Alliance Health
& and Life G

Sorpany

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

Self-Funded HMO
AS000098 / XR002358 / XW000713

Outpatlent &Bhysician! Services Bes

Covered

Beneﬁt Period Calendar Year

Annual Deductible $0 Individual; $0 Family NiA

Coinsurance 0% NIA

Annual Coinsurance Maximum N/A N/A
These values do not accumulate: Premiun:ls.

Annual Out-of-Packet Maximem $6,600 Individual; $13,200 Family NiA palancebilad charges, and ;‘ﬁ:]'_lmn;‘:‘g':fuﬂfe"s
unless otherwise specified.

Routine Well Vsns Covered NIA

Related Laboratory and Radlology Services Covered NiA

Pap Smear, Mammogram, Tubal Ligation Covered N/A

| Immunizations

$25 Copay

Pritnary Care Office Visit N/A
HAP Telehealth $25 Copay NIA Through our designated telehealth pariner,
Specialist Office Visit $40 Copay NIA
Routine Audiology Exam Covered NIA g;ese::;?aﬁzf %ﬂ;ﬂ{gs{od. For non-rautine visits
Routine Eye Exam Covered NIA g;: ;;::Taﬁ:{ g‘;'ﬂn::-'{,?;: od. For non-routine visits
Chiropractic Services Not Covered N/A
Allergy Treatment Covered N/A
Allergy Injections Covered NiA,
Laboratory & Pathology Covered N/A Some services require preauthorization.
Imaging MR, CT & PET Scans Covered N/A Services require preautharization.
Radiology (X-ray) Covered NIA Some services require preauthorization.
Radiation Therapy & Chemotherapy Covered N/A
Dialysis Covered N/A
CQutpatient Medical Drugs Covered
i -Qutpatient Surdical Services RIS EEEER
Outpatient Surgery Covered N/A
Ambulatory Surgical Center Covered NIA

Profess:onal Surgical and Related Servlces

Covered

NA

Urgent Care

$50 Copay

Emeargency Room Care

'$200 Copay

Emergency Medical Transportation
Inpatient Hospital Services:

Covered

Matemlty Ser\rices

$1,000 Copay

Facility Fee Covered

Physlcian Services, Surgery, Therapy,

Laboratory, Radiology, Hospital Services and Covered N/A

Supplias

Bariatric Surge and Related Sennces N/A One procedure per lifetima

Covered under Preventive Services. For non—rouhne

Routine Prenatal Office Visits Cavered NIA Visits, see Specialist Office Vist,

. . [Covered under Preventive Services. For non-reutine
Routine Postratal Office Visits Covered N/A visits, see Spaclallst Office Visit
Labor Delivery and Newbom Care See Inpatient Hospital Services M/A
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Mental Health:& Substance Use Disorder -

See Inpatient Hospital Services

,NIA_ s

Inpatient Services
QOutpatient Services $25 Copay N/A
 Other. Services R . O . LY, e R ’,,»
Home Health Care Covered N/A Does not include Rehabilitation Services. Unlimited.
Hosplce Care Covered N/A Up to 210 days per lifetime
Covered for authorized services. Up to 730 days.
Skilled Nursing Care B Covered NIA Maximum berefit renews after 60 days of
nonconfinement,
Durable Medical Equipment; Prosthefics & Coverad N/A Covered for approved equipment only.
Orthotics
$0 Copay per Hearing Aid for Value
Technalogy Hearing Aids
$689 Copay per Hearing Aid for Basic
989 (;':;:":Ergﬁ’ ei?i?zgngifgi Prime [Through a NationsHearing Provider only, Limited to
Hearing Aid Hardware T echy:'l ology Hearing Aids N/A 2 Hearing Aids per Benefit Period. Copays do not
$1,530 Copay per Hearing Ald for Advanced count toward the Qut-of-Packet Limit.
Technology Hearing Aids
$2,039 Copay per Hearing Ald for Premium
Technology Hearing Aids
Covered once each 12 month period thru HAP's
. Contracted Providers. $80 benefit maximum for
Visicn Hardware Covered NiA Framesfl-ens or Contact Lens. Details can be found
in your policy or plan documents.
Rehabilitation Services: Physical, Covered N/A May be rendered at home. Up to 60 combined visits
QOccupational, and Speech Therapy per benefit period.
Limited to services associated with the treatment of
Habilitation Services: Physical, Occupational, Covered N/A lAutism Specirum Disorders. See Rehabilitation
and Speach Therapy Services far nan-autism Habilitation cost sharing and
limits. Covered for autharized services only.
1 imited to services assoclated with the treatment of
Applied Behavioral Analysis $25 Copay N/A Autism Spectrum Discrders. Covered for authorized
services only.
Voluntary Sterilizations See Qutpatient Surgical Services N/A Limited to vasectomy
Services for dlagnosls, counseling, and treatment of
Infertility Services Covered N/A bodily disordets causing Infertility. Covered for
authorized services only.
Assisted Reproductive Technologies Covered N/A One attempt per [ifatime
Temporomandibular Joint Discrder Covered

Pharmacy {Afflliated pharmacy providers only) "

N/A

Coverage for non-invasive treatments only.

S EEEGU

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

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

exclusions & limitations may apply. Ceriain specialty
drugs may be approved for 60 or 90 days. In this

case, if a copay cr max Is shown for specialty drugs,

you will pay two times that amount for up to 60 days,
thres times that amount for up ta 90 days.

Tier 1

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

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

Benefit Guide will govern.

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

ar denial of benefits.

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

Plan.

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

(Post November 1, 2013 Retirees)




II- RA, J(E:.. ..L)
l\..‘- 'b-lj<
By

Benefits-at-a-Glance

Classic

00100532 MACOMB COUNTY EMPLOYEES GROUP
SF01/SF12

Effective Date: 01/01/2026

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

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

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

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

Member's responsibility (deductibles, copays, coinsurance and dollar maximums) .
Benefits. T 1T S ———

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

Fixed Dollar Copays $0 for aIIerg),r mjectlons
$20 for PCP office visits
$30 copay for referral physician visits
$30 for urgent care visits
$100 for emergency,room visits

Cornsurance ' 50% for select serv e5

Comsurance Maxrmum None

QOut of Pocket Maximum - Includes deductible, copays and colnsurance $6,350 per member!$12 700 per famrly per calendar year
amounls for all covered semces . |

Preventive services
Benefits ' . I

Health Maintenance Exam Covered 100% i

Annual Gynecological Exam Covered 100% . __

Pap Smear Screening - Iaboratory services only Covered 100% ) . B

Well-Baby and Well-Child Visits Covered 100% o
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Preventive services {continued)

Beneflts

Covered 100%

Immunizations i ) _

Prostate Spectch}]ﬂgen“(PES-A_) écreenmg Iaboratoryservwes only Covered100% _ “ i ) T

Routme Colonoscopy Covered 16&/0____“_ oo

Mammography Screening Covered 100% :—‘ )

Voluntary Ste—nllzatlon of Fenjlale Reproductwe Organs - Covered 1_06% _ . oo T

Breast Pumps (DME gmdelmes apply) Covered100_% T . _' - L
Routine M_atermty Prenatal and Postnatal Care Covered iﬁd% o ) ' j__ T _A - _ -_::i
Physician off;ce services

Benefits R ]
PCP Office Visits $20 copay 1]

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

Medical Online VlSl[S when performed bya BCN pammpatlng provider
Note: Not all services delivered virtually are considered an online visit
but may be considered telemedicine. Telemedicine services will be
subject to the applicable cost share associated with the service
provided.

Referral Physician Visits - when referred for other than preventive
services

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

Hospltal Emergency Room copay waived if admitted as mpattent
Urgent Care Center
Retail Health Clinic

Ambulance Services - medically necessary

N
Covered 100% - Oniine visits with the BCN onlin vendor arecovered ]
i

$30 copay - - S .

Emergency medical care )

r—

1
!

$100 copay
$30 copa_y
$30 copay_
Covered 100%

D!&gﬂOStIC ser\nces

Benefits __ N S
Laboratory and Pathology Tests ) Covered 100% B ' B
biagnosﬁc Tests and X-rays Covered 100% i K
High Teehnology Radiology Imaging (MRI, MRA, CAT, PET) Covered 100% 7 ) i
Radiation Therapy Covered 100% i

Maternlty serwces prov:dedby a phymman

Beneflts

* Covered 100% “ —

Routine Prenatal and Postnatal Care Visits o
Delivery and Nursery Care - professional services {see "Hospital Care” Covered 100% ) T
for facility charges) ]
Page 2of 5 bebsm.com 000025345822

11/26{2025 10:32:42 AM



Hospital care

Benefts - "'“Tifmm"w -

General Nursing Care, Hospital Serv|ces and Supphes Covered 100% o

Oulpat|ent Surgery Covered 100%

) . | S

|
i
i
i
|
i
i
E
3
Ll

Alternatives to hospital care

—
Benefts 1 o S

Skilled Nursing Care Covered 100%
lelted to 730 days per Ilfetrme o
Hosplce Care Covered 100%

Home Health Care N $30 copa),r

Surgical services

Beneflts o —__ﬂ

Surgery - includes all related surgical services and anesthesia Covered 100%

Voluntary Sten[rzanon of Male Reproductive Organs - see Preventive Covered ‘lOC% R
Servrces for Volunlary Sterilization of Female Reproductrve Organs

Human Organ Transplarrts (subject to medical criteria) Covered 100% o

Reduct:on Mammoplasty (subject to medical crrten—a)__ N Eo_%r_co_tn;rrance _" )

Male Masteotomy (s_u_bjECt_to medical orrt:edzﬁmm ] - 50% cohufs_uren‘ce '_ ) e
Temporomandﬂ:ular Joint SyndrorerJbEto_ m_ecical cnlena) 0% corrreuﬁrancew e
Orthognathlc Surgery (sub]eot to medroal critena) " (_J"_A:Ernedance

Weight Reduction Procedures (subjeot to medical criteria) - Limited to Covered 100%
one procedure per lifetime

Beneflts r """""

Inpatient Mental Health Care Covered 100%

Residential Substance Use Disorder COVETedTUU% S

el I e

Outpatlent Mental Health Care includes online and telemedicine wsrts Covered 100%
Note: Far diagnostic and therapeutic services, see the Diagnostic
Services section above for app]rcable cost sharrng

Outpatient Substance Use Disorder Covered 100% M o

Page 3 of 5 bcbsm.com (000025345622
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Eienefﬂs

Autism spectrum disorde'rs diagnoses and treatment

R

Applied behavioral analysis (ABA} treatment

Note: Prior to seeking ABA treatment, the member must be evaluated

by an interdisciplinary team Including, but not limited to, a physician,

behavioral health specialist, and a speech and language specialist for

the services to be autharized. This interdisciplinary evaluation can be
performed atan approved autrsm evaluatron center (AAEC)

See your outpatient mental health care cost share.

Outpatient physroal therapy, speeoh therapy and occupational therapy $30 copay

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

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

rBenefrts '

See your outpat|ent mentat health rnedrcal off ice vrett and preventlve

benefit.

Allergy Testing and Therapy
Atlergy Office Vrsrts

Allergy Injecttons

Chiropractic Spinal Manipulation - when referred

Outpatient-Phystcal, Speech and O_ooupational Therapy - subject to
meaningful improvement within 60 days

[nfert|||ty Counselrng and Treatment

Durable Medical Equipment

Diabetic Supplies

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

Prosthetrc and Orthotic Applrances

Heanng Ald

‘Beneflts

Covered 1 00%

$30 copay _
Coy_ered_ttJO%

$30 copay
Limited to 30 visits per calendar year

$30 copay
One peried of treatment for any combination of therapies within 60
consecutive days per| rnedrca] eprsode

50% cornsurance (excludes m-\rrtro fertr[rzatron)
Covered 100% i
Covered 100%

Covered 100%
Notcovered

i

FE

[P

Y| LS

i
i
|
1
H
!
1
I
i

Genenc Tier

Preferred Brand Ter
Nonpreferred Brand Tier

Contraoeptwes

Drugs for the Treatment of Sexual Dysfunction
Mall Order Prescription Drugs

Specialty Drug Phammacy

$25 copay

3510 copay

$50 copay

Womens Contraceptlves Genenc 100%, Preferred Brand $25 copay, B

Nonpreferred Brand - $50 copay

Drugs for the Treatment of Sexual Dysfunctron 50% cornsuranoe )

Two times the appl|cabte copayuptoa 90 day supply Specralty drugs are |

not covered through mail order phannacres

Specialty drugs are ‘covered only when purchased through the BON

Exclusive Pharmacy Network for Specialty Drugs

Page 4 of 5 bebsm.com
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Prescription drugs (continued)

Benefits

Variable Cost Share Coupon Program

Lt TS P =gy B

fYour p]an includes a prescnptlon dmg discount program for certain

‘medications. When+a manufacturer coupen is used through the BCN
discount program, the amount paid after the discount app[les toward the out ]
ofpocket 1 mammum o

Diabetic Supplies

‘Select dlabetlc supphes and equipment are covered appl:cable cost 5 armg
wﬂl apply. Cost sharing may not apply to certain.preferred glucometers as
defi ned on the-drug list. e

Prescription Drug Deducfible

‘None ) o

)

Custom Drug List

1The [Ist of prescnphon drugs that have been approved by the U 3..Food and
Drug Administration and approved by the BCBSM/BCN Pharmacy-and
;Therapeutics Committee. The list represents the clinical judgment of
Michigan physicians, pharmacists and othér gxperts 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 may be
Fmodlf ted by BCN as needed to remove or-add a-covered drug or to modify
the requirements for authorization of a covered drug. The [ist may be found |
at hitps:/fwwwibcbsm.comidruglists )

For Internal Purposes Only
Benafits Selected - CLSLGF :

OMHSAF,100MSF,10255F  30RPF,8350MF ASSF ASDF,CO20F, DMESF DSRCWF, EDMP,ER1Q0F, GLPCCF,MOP20F, ONVOF,OPTHEF,P&OSF,PDLRF RXVAR, SMTS0F,SN730F UR30

FWRCWRF
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Blue Cross Blue Shield

Community Blue PPO ASC

(Post November 1, 2013 Retirees) -




W’“,{,Rc.n spenden Rcepess|
Cloes aiid BfUS Shiatd Associo)

MACONMB 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 cerfificates and riders, if your group is underwritten. If your group is self-funded, please see
any other plan documents your group uses. [f there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will control.

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

Note: A list of services that require approval before they are pravided 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 customer service number listed on the back of your
BCBSM ID card and providing the procedure code. Your provider can also provide this information upon request.

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

Specially 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, rheumatotd arthritis, multiple
sclerosis, and many other diseases as well as chemotherapy drugs used in the freatment of cancer, but excludes injectable instilin.

Blue Cross provides administrative claims services only. Your employer or plan sponsor is financially responsible for claims.

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

Blue Cross Blue Shield of Michigan is a nonprefit corporation and independent licenses of the Blue Cross and Blue Shield Asscciation.

Services from a provider for which there Is no Michigan PPO network and services from an out-of-network provider in a geographic area of Michigan deemed a “low access
area” by BCBSM far that particular provider specialty are covered at the in-network benefit level. If you receive care from a nonparticipating provider, even when referrad, you
may be bilied for the difference between our approved amount and the provider's charge.
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Eligibility Information

i Members

]{ Eligibility Criteria

Dependents

‘e Subscriber's: legal spouse .

‘s Dependent children: related to yau by hirth, marriage, legal
adoption or legal guardianship; eligible for coverage until the end of
the year in which they turn age-26

Sponsored dependents

& Dependents of the subscriber rélated by blood, marriage or Iega[

) adoptlon -over age 19 and not eligible as a dependent under the

| pravisions of the subscriber's contract, pravided the dependent’
meets all eligibility requirements. The-subscriber is responsible {or
paying the cost of this coverage.

Member's responsibility {deductibles, copays, coinsurance and dollar ma_xirﬁums)

| Benefits
Deductible

![ ln-network

5$1 500 for one member
1$3,000 for the family (when two ar more

mermbers are covered under your,
!contract) each calendar year

i,Note:‘ Deductible may be waived for
covered services performed in an in-
network physician's office and for

‘covered mental-health and substance
'use disorder services that are equivalent’-

.to an office visit and performed in an in-

,network physician's offi ice.

Flat-dollar copays .

Coinsurance amounts (percent copays) |®

Note: Coinsurance amounts apply once the deductible has been met. '

Annual coinsurance maximums - applies to ceinsurance amounts for all
covered services - but dees not apply to deductibles, flat-dollar copays,
private duty nursing care coinsurance amounts and prescription drug cost-
sharing amounts

$40 copay for office visits-and office
consultations

$40 copay for chirapractic and
osteopathic manipulative therapy
$250 copay for emergency room
visits

$40 copay far urgent care visits _

30% of approved amount for private |

duty nursing care

20% of approved amcunt for mental
health care and-substance use
disorder treatment

20% of approved amount for most
other covered services (coinsurance
waived for covered services
performed in.an in-netwark
physician's office)

:$2,500 for one member,

+$5,000 for the family {when two or more
imembers are covered under your
gcontract) each calendar year

| Out-of-network

$3,000 for one member,
$6,000 for the family {(when two
or more members are covered
under your contract) each

{ calendar year

Note: Out-of-network deductible
arnounts also count toward the in-
| network deductible.

!
]
]

[N
, » 8250 copay for emergency
room visits

50% of approved amount for
| private duty nursing care
40% of approved amount for

+ mental health care and
substance use disorder
treatment

» 40% of approved amount for

‘most other covered services

$5,000 for one member,
$10,000 for the family (when.two
or more members are covered

« under your contract) each

1 calendar year

Note: Qut-cf-network
coinsurance amounts also count
toward the in-network
coinsurance maximum.

ADM PLANYR JAN;CB ASC;CB-AMBE 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 ASG;CBC 40%-0ON ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35/$70ASC;PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart90;XVA ASC

Blue Cross Blue Shield of Michigan is a nanprofit 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 BCESM 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 cur approved amount and the provider's charge.
Page 2 of 11
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“

[Benefit_s

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

Lifetime dolfar maximum

Preventive care services
lBenefts

Health maintenance exam - includes chest x-ray, EKG, cholesteral
sereening and other select lab procedures

‘Note; Additional well-women visits may

Gynecologlcal exam

- ———— e i ———— =k

Pap smear screening - laboratory and pathology services

Voluntary sten[lzahon of female reproductive organs

Prescnptmn contracepnve devices - |ncludes insertion and removal of an
intrauterine device by a llcensed phy5|c|an

Contraceptive injections

Well-baby and Wel[-chlld visits

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

Fecal occult blood screening

”In netu]mrk

_Jpnnetwork

“100% {no deductible or

;per calendar year

per calendar year

i[@ut-of—‘n etwork

1$6,350 t'er one member ' $12,700 for one member,
'$12.700 for the family (when two-or more $25,400 for the family (when two
members dre cavered under your ! or mare members are covered
contract) each calendar year ; under your contract) each

’ i calendar year

! Note: Out-of-network cost-
{ sharing amounts also count
! toward the-in-netwark out-of-

!

; pocket maximum.

M Qut-of-network

£

i Not covered

copay/ceinsurance); ane per member :
1
)
i
i

‘be allowed based on medlcal necessnty

; [

100% (no deduclrble or | Not covered
copaylfcainsurance), two per member per
calendar year

Note: Additional well-women visits may' | )
be allowed based on medlca] necessﬂy

100% (no. deductlble or
copay/coinsurance); one per member
per calendar year

Not covered

i
[P VIR U

100% (no deductlble or ' 60% after out-of-network
copayfcomsurance) deductible

100% (no deduchble ar { 100% after out-of- network'
copaylcomsurance) ) . deductlb!e

100% {no deductible or i BO% after out-of-network
copay/coinsurance) ! deductlb[e

100% (no deductible or' Not covered

copay/coinsurance)

» 8 visits, birth through 12 months
* § visits, 13-months.through 23
‘months )

6 visits, 24 months through 35
manths

2 visits, 36- months through 47
months

Visits beyond 47 months.are limited ;
to one permember per calendar year.
-under the health maintenance exam
benefit

|

1

100% (no deduc'uble or . Not covered
‘copay/coinsurance)
100% (no deductible or ' Not covered

copayfcoinsurance), one per member

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $5K A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLV$DASC;CB-OPMIN

6350 A;CB-QV $40 ASC;CBC 20%-IN ASC;CBC 40%-ON ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35/$70ASC;PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart90;XVA ASC

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Assoctation.
Services from a provider for which there is no Michigan PPO network and services from an out-of-network provrder in 2 geographic area of Michigan deemed a “tow access
area” by BCBSM for that particular provider speclalty are covered at the in-netwoerk 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 N . i[ In-network iFOut-of-network v
Flexible srgmo:dosoopy exam r 100% (no dEdTUCtlble or. ! Not covered
copay/coinsurance), one per mamber
per- calendar year
Prostate specific antigen (PSA) screening '100%. (no deduchble or } Not covered

Routine mammogram and related reading

Colonoscopy - roullne or medically necessary

Physician offlce services
iBenef’ts o

copaylcomsurance} one:per mamber
per calendar year

100% (no detjuctlble or '
capay/coinsurance)

'Note: Subsequent medically necessary
mammeoegrams: performed.during the
same calendar; yéar are subject to your
deductible and-coinsurance.

"

i 0% after out-of-network
deductible

[ A._-ui..w- —_

| Note: Out-of-network readings

i and interprefations are payable
! only when the screening

| mammogram itself is performed

) ] hy an in-netwark provider:

One per member per calendar year

,100% (no deductible or
copay/coinsurance) for the first billed
-'colonoscopy

Note: Subsequent colonoscopies
performed during the same calendar *
.year are subject to your deductible and
coinsurance:

! 680% after out-of-network

"' deductible

3
|
i
1
.

One per member per calendar year

” In- network i

Office visits - must be medically necessary

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

Cnline visits - by physician or BCBSM selected vendor must be medically
necessary

Note: Cnline visits by a non-BCBSM selected vendor are not covered. Not
all services delivered virtually are considered an online visit, but may be
considered telemedicine. Telemedicine services will be subject 1o the
appllcable cost share asseciated W|th the service provided.

Outpallent and home medical care visits - must be medically necessary

Ofﬁce consultallcns musl be medlcally necessary

Urgent care visits - must be medically necessary

Emergency medlcal care
[Benet‘ts '

'$40 copay per offi ce )VISIt

e

100% (no deductible or
capaylcoinsurance})

.80% afler‘in-nelwork'_deductibb

‘
-

$40 copay |':Jer officeé cansultation

$40 copay per crglent care vislt

;
-

lout-of-network
|6
d

0% after out-of-network
eductible

' 80% afler out-of-network
' deductible

1 60% after out-of-network
! deductible

0 0 R U

" 60% after out-of-network
+ deductible

. B0% after out-of-network

deductible

“ In- network

Hospital emergency room

Ambulance services - must be medically necessary

$250 copay per vlsn (copay walved lf
admittedar for an-accidéntal injury)

80% after-in- net‘\l\lork deductible

"éut'-of-net'\lvork'

| $250 copay per visit (copay
" waived if admitted or for an
accrdental injury}

80% after in-network deductlble

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%-0ON ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/335/$70ASC;PD-ES90-2x ASC;PD-
PDL-PA ASG;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart90;XVA ASC

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Assoclation.
Services from a provider for which there is no Michigan PPQ 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 refemed, you
may be bllled for the difference between our approved amount and the provider's charge.,
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Diagnostic services

[ Benefits o o 1[l-n-network o -‘"'Ciu't-'t)ﬂnetwork - 7
Laboratory and pathology services .B0% after in-netivork deductible ) i 60% after out-of-rietwork
‘ " | deductible
Diagnostic tests and x-rays -80% after in-network deductible , 60% after out-of-network.
deductible
Therapeutic radiology '80% aiter in-network’deductible. 60% after out-of-network
deductible

Maternity Services provided by a physician or certified nurse midwife

| Benefits . ” In-network: Out-of-network
Prenatal care visits 1100% {no deductible or | 60% after out-of-network
i copayfcainsurance) I 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
L deductible
Note: For facility services See "Hospital Care" . . i

Hosvbital care

E_Benefits “ H In-network E Out-of-network |
Semiprivate room, inpatient physician care, general nursing care, hospital  80% after in-network deductible ! 60% after out-of-network
services and supplies ' deductible

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

hospital.
Inpatient consultations 80% after in-network deductible ' 60% after out-of-network
) ¢ deductible
Chemotherapy 80% aiter in-netwark deductible ' 60% after out-of-network
" deductible

S ——— e e v —— — = - ot e mmmdem m = i me ams S e s S e e e e

Alternatives t{o hospital care

I Benefits - ]! In-network o i Out-of-network
Skilled nursing care - must be in a participating skilled nursing facility !éo% aﬂer.ir;-r;a;w-—(;}i( dé;i—l;c%ib_le— - : 80% after in-network deductible
' Limiied-tc; a ma;(irr.l)l;'l_of‘éaua;);-per member per calendar year
Hospice care. T T o 100g—(no deductible or E 100% (n6 deductible or

copay/coinsurance) | copayfecingurance)

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

adjusted periodically (after reaching dollar maximum, member transitions

into individual case management)

éo% after in-netv_\.;r_k deductible 80% after in-network deducti_blé

Home health care:
« must be medically necessary

* must be provided by a participating home health care agency e )
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-0V $40 ASC;CBC 20%-IN ASC;CBC 40%-ON ASC;CED $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35/$70ASC;PD-ES96-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart9D;XVA ASC

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Associatlon,
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 particutar provider speclalty are cavered at the in-network benefit level. f you receive care from a nonparticipating provider, even when referred, you
may be billed for the difference betwean our approved amount and the provider's charge.
Page 5 of 11 000025346174



IEenefits ’ I]n.network iOut-of-network . J

Infusion therapy: -80% after.in- network deducllble 80% after in-network deduct[ble
* must be medically necessary .t
« must be given by a participating Home Infusion Therapy (HIT) ' o .
provider arin a partlctpatlng freestanding Ambulatory Infusion Center .
{AIC) X :
= _may use drugs that require prior autharization - consult with your doclor '

Surglcal services

I Benefits : " In-network ” Out:of-networlk
Surgery - includes related surgical services and medically necessary +80% after in-network deductible 60% after out-of-network
facility services by a participating ambulatory surgery facility \ _ | deductible
Presurgical consultations ,100% (no-deductible or 60% after out-tf-network

copay.’comsurance) deductible
Voluntary stenllzatlon of male reproductive organs BO% after |n-network deductible 60% after out-of-network
deductible
; .
Note: For voluntary sterilization of female reproductive organs, see ‘ '
"Freventive care services.” ‘ .
Electlve Abortlon Services Not covered : Not covered

Human organ transplants

l Benefi ts 7 ' J[-ln-n.et-\-;v-ork N ][Out-of-network
Specified human organ transplants - must be in a designated facility and .‘tOO%P(no deductible or * 100% (no deductible or
coordinated through the BCBSM Human Organ Transplant Program (1- copay/coinsurance) copay/coinsurance) - in
800 242-3504) . designated facilities only
Bone marrow transplants must be coordinated through the BCBSM 180% after in-network deductible i 60% after out—of-network
Human Organ Transp!ant Program (1 800-242 -3504) * deductible
Specn" ed oncolagy clinical trials 80% after in-network deductible ' B0% after out-of-network

deductible
Note: BCBSM covers clinical trials in compllance with PF‘ACA i _
Kldney, cornea and skin transplants 80% after in-network deductible ; B0% after out-of-network

deductlbte

Behavioral Health Services (Mental Health and Substance Use Disorder)

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

lBenefits ’ i||—In-net\i\rort-c ]l Out-of-network
Inpatient mental health care and inpatient substance use disorder '80% after in-network deductlble 60% after aut-of-netwark
treatment ) o deductible

Note: Facility ser\nces are covered in partlctpatmg facilities on]y Unlimited days

Residential psychlatnc treatment facility: 80% after in-netwark deductible 0% after out—of-network
=« covered mental health services must be performed in a residential . deductible
psychiatric treatment facility
« treatment requires prior authorization
*_ subject to medical criteria :

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2,5KA;CB-ECM-ON $5K A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLV$0ASC;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-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smartd0;XVA ASC

Blue Cross Elue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Assaciation.
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 aur approved amount and the provider's charge.
Page 6 of 11 000025346174



LBeneﬁts -

e —

Qutpatient mental health care:
+ Facility and clinic

Note: Facility services are covered in participating facilities only.
+ Onling visits - for services equivalent to a medical online visit

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

+ Physician's office

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

Qutpatient substance use d:sorder treatment - in approved famlmes on[y

” In- network

80% after in-nelwork:deductible

i Out-of-network
| B0% after in-network deductible
|

Wi W o

$40 copay per online visit ) | 60% after out-of-netwark

* | deductible
]

+80% aiter in-network deductible )

' 60% aftér out-of-network
i deductible”

1
t

Jomr
| 0% after out-of-network
i deductible (in-netwaork cost-
.| sharirig will apply if there is no
| PPO network)

80% after m—network deductable

Autism spectrum disorders, diagnoses a"n,d treatment
[Benefits . o

I In- network ‘ ﬁ'O"ut-cj)f-network

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

Note: Prior to seeking ABA treatment, the member must be evaluated by
an interdisciplinary team including, bul not limited to, a physician,
behavioral health specialist, and a speech and language specialist for the
services to be authorized. This interdisciplinary evaluation can be
perfarmed at an approved autism evaluation center (AAEC).

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

Other c0vered serwces including nutntmnal counsellng and mental health
services, for autism spectrum disorder

Other covered services

[ Benefits

—— - ‘e

i 80% after out-of-network
; deductible

1$40 copay per off ce:visit

! Note: Services rendered by an
1 approved licensed behavior

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

. 60% after out-of-network

80% atfter in-nthorl'; deduc;tible

Outpatient Diabetes Management Program (ODMP)

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

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

Allergy testing and therapy

Chiropractic spinal manipulation and osteopathic manipulative therapy

L | deductible
Physical, speech and occupauonal therapy with an autism diagnosis is
unlimited

80% after in-network deductible | B0% after out-of-network

] ! deductible
H In-network [ut—of—network . I

. 86% aﬂgf In= network deductlb!e f0]' | B0% after out-of-network

diabetes medical’supplies deductible

« 100% (no deductible or
copay/coinsurance) for diabetes’ self—
management training

o et e

) 100% (no deductlble or . Gai'zafieFoul-of-network
copaylcmnsurance)_ ] deduchble

$40 copay per visit ' i 60% aﬂer out-of-network
deductible

lelted toa combmed 24- wsn maximum per member per calendar year

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $5K A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLV$0ASC;CB-OPMIN
6350 A;CB-0V $40 ASG;CBC 20%-IN ASC;CBGC 40%-0N ASC;CBD $2K-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;5D ASC;Walgrns SmartS0;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 geocgraphic area of Michigan deemed a "low access
area” by BCBSM for that particular provider specialty are covered at the in-netwoark 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 pravider's charge.
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[ Benefits

o

s

i

In-network

Quipatient physical, speech and occupational therapy - provided for

rehabilitation

f!3l-2i"/.o-after in-netwdrk E'!BdL]Ct;I.jk;
i

[ .

Out:of-network

G0% after out-of-network
deductible

Note: Services at
nonparticipating outpatient
physical therapy facilities are-not
covered.

Limited to a combined 60-visit maximum per member per caléndar year

Durable medical equipment

Note: DME items required under the preventive benefit provisions of

PPACA are covered at 100% of approved amount with no in-network cost-

sharing when rendered by an in-netwark provider. For a list of preventive
DME items that PPACA requires to be covered at 100%, call BCBSM.

}'80% after.in-network deductible

Prosthetic and orthotic appliances

Private duty nursing care

'|

i

1

} [

i

1]

‘!70% after in-network deductible

L

80% after in-network deduc!ib]e_

80% after in-network deductible

| 80% after in-network deductible

50% after out-of-netwark

! deductible

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $5K A;CB-ECMP-ASC;GB-ET $250 ASC;CB-MTC $40 ASC;CB-OLV$0ASC;CB-OPMIN
6350 A;CB-OV $40 ASC;CBC 20%-IN ASC;CBC 40%-ON ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35/$70ASC;PD-ES90-2x ASC;PD-
PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smarto0;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-netwaork provider in a geographlc area of Michigan desmed a "low access
area” by BCBSM for that particular provider speclalty are covered at the in-netwark benefit level. If you recelve care from a nonparticipating provider, even when referred, you
may be billed for the difference between our approved amount and the provider's charge.
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Preferred Rx Program ASC

This is intended as an easy-to-read summary and provides only a general overview of your benefits. It is not a contract. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amaount, less any applicable deductible and/or copay/coinsurance. For a
complete dascription of benefils 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 pragrams for select medications. This benefit may lower the cost-sharing typically
required for these drugs. Your out-of-pocket expense will be no more than your benefit cost-sharing. When a manufacturer coupon is used, only the
amount you paid for the prescription will apply towards your annual out-of-pocket maximum.

NOTE: Adjustments may be required to accurately reflect your annual out-of-packet maximum to reflect your true oul-of-pocket cost.

This program may be discontinued at any time if it is no longer supported by the vendor,

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

Alist of specialty drugs is available on our website at bchsm.com/pharmacy. Click What are specialty drugs, then click Specially 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 "specially pharmaceutical”. We may make
exceptions if a member requires mere than a 30-day supply. Blue Cross reserves the right to limit the quantity of select spacialty drugs to no more
than a 15-day supply for each fill. Your copay or coinsurance will be reduced by one-half for each fill once applicable deductibles have been met.
Select Controlled Substance Drugs - BCBSM will limit the initial fill of select controlled substances to a 5-day supply. Additional fills for these

medications will be limited to no more than a 30-day supply. The conlrolled 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 amounts, including mail order copay and coinsurance amounts, are subject fo the same annual
out-of-pocket maximum required under your madical 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 cavered brand-name drug

¢ the 25% member liability for covered drugs abtained from an out-of-network pharmacy

Benefits _” In-network pharmacy , HOut-of-network pharmacy i J

B )

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 br_and-nan;e drugs

fYoq pay $35 copay 1 You pay $35 copay plus an additional 25% of
l ; BCBSM approved amount for the drug

Nonp“ref:arr;e}l I-:rand-name drugs

1'You'pay $70 copay - " You pay $70 capay plus an additional 25% of
: * BCBSM approved amount for the drug

N mmsL TS L R R MELTEan o s e 4 amsaiemn e 6 M e bemms L a1 mit R s e = s T o e e a e R ——— A ek v & e

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

Covered services

LBeneﬁts - ” In-network pharmacy "Out;of~network.pharrrfai:y I
FDA-approved drugs "100% of éﬁbﬂ:\féd amount less 'pl'éﬁ' © 1 75% of approved amount less plan
[Copayfcoinsurance ____ ' copaylcainsurance
Prescribed over-the-counter drugs - when covered by :r1 00% of approved amount less plan ' 75% of approved amount less plan
BCBSM :copay/coinsurance copay/coinsurance

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $5K A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLV$BASC;CB-OPMIN
6350 A;CB-OV $40 ASC;CBC 20%-IN ASC;CBC 40%-ON ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/$35/$70ASC;PD-ESS0-2x ASC;PFD-
PD1-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;SD ASC;Walgrns Smart80;XVA ASC
Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Assoeiation.
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Benefits " In-network pharmacy HOUt-Of-HEtWOfk pharmacy

State-controlled drugs “100% of éﬁ'ﬁfc—)-ved—é‘rﬂohhflééé" ﬁéﬁ,ﬂ 1 75% of approved amount less plan
‘copay/coinsurance | copaylcoinsurance

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

prescription preventive drugs, supplements and vitamins

as required by PPACA e »

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

drugs, supplements and vitamins as required by PPACA Eggqg_{lcoinsula_rmlg_e_ e | copayieoinsurance

Adult and childhood select preventive immunizations as IT&J% of approved amount 75% of approved amount

recommended by the USPSTF, ACIP, HRSA or other ' a

sources as recognized by BCBSM that are in compliance i

wilh the provisions of the Patient Protection and - §

Affordable Care Act b '_ﬂ_j

FDA-approved generic and select brand-name E100% of approved amount } 75% of approved amount

prescription contraceptive medication (non-self- ;

administered drugs are not covered) Lo e Y

Other FDA-approved brand-name prescription 1100% of approved amount less plan E 75% of approved amount less plan

contraceptive medication (nen-self-administered drugs are copay/coinsurance 1 copay/coinsurance

not covered) | N

Disposable needles and syringes - when dispensed with {100% of approved amount less plan ! 75% of approved amount less plan

insulin or other covered injectable legend drugs ;copay/coinsurance for the insulin or copay/coinsurance for the insulin or other covered
';other covered injeciable legend drug injectable legend drug
: }

Note: Needles and syringes have no copay/coinsurance. ; N o : o

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

and glucometers) copay/coinsurance , copay/coinsurance
|

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

BCBSM.com/pharmacy.,

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 prescriplion for the select OTC drug is required from the member's physician. In same cases, over-the-counter drugs may need
10 be tried before BCBSM will approve use of other drugs.

Features of your prescription drug plan

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

{Pharmacy and Therapeutics Committee. The Preferred Drug List includes medications that have been selected for
i their.clinical effecliveness, safely and maximized savings. The drug list maintains affordable medication access’
and pramoles the use of lower-cost alternatives for members.

l
!
e Generi¢ drug tier - This tier includes generic drugs made with the same active ingredients, availéble in‘the }
! same sfrengths and dosage forms, and administered in the-same way as equivalent brand:name drugs. They |
t  alsorequire the lowest copay/cainsurance, making them the most cost-effective option for the treatment, i
« Preferred brand-name drug tier - This tier includes non-specialty preferred brahd-name drugs. These drugs
| -are more expensive then generic and members pay more for them, }
Ie Nonpreferred brand-na@me drug tier - This tier includes non-specialfy-brand-name drugs for which there's !
| either a generic alternative or a more cost-effective preferred brand-name drug available..Members pay mare j
! . forthese ponpreferred brand-name drugs.

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;CBEC 20%-IN ASC;CBC 40%-ON ASC;CBD $3K-ON ASC;CBD 1.5K-IN ASC;CBOPMON 12.7K A;CR$7/535/$70ASC;PD-ES90-2x ASC;PD-

Page 10 of 11

PDL-PA ASC;PDRX ASC;RX-VCP ASC;RXGLP-1 CC-WL;5D ASC;Walgrns Smart90;XVA ASC
Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licenses of the Blue Cross and Blue Shield Association.
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Features of your prescription drug plan

Mandatory prior authorization

Quantity limits

Prior authorization/step therapy

Maximum allowable cost drugs

Saver90 Program

A step-therapy approach that encourages physicians to prescribe generic, generic altemalive or aver-the-counter |

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

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

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

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

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

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

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

SaverS0 requires members who use maintenance medications to obtain a 20-day supply from a Walgreens retail 0r§
OptumRx mail order pharmacy. If members do NOT obtain those medications from:a Walgreens retail or OptumRx
mail order pharmacy after their second refill, the member will be required to pay the full approved amount. ¢

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

ADM PLANYR JAN;CB ASC;CB-AMB ASC;CB-ECM-IN$2.5KA;CB-ECM-ON $5K A;CB-ECMP-ASC;CB-ET $250 ASC;CB-MTC $40 ASC;CB-OLV$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;CECPMON 12.7K A;CR$7/$35/670ASC;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 s a nonprofit corporation and independent licensee of the Blua Cross and Blue Shield Asscciation.
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Health Alliance Plan

(Post November 1, 2013 Retirees)




Htmiinistered by Alizne Heath
and Lif2 Insurance Comparny

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

Calendar Year

Summary Self-Funded HMO
AS000096 / XR002356 /| XW000712
{Eitatols)

Cutpatient:Surdleal Services
Outpatient Surgery

" Covered

Benefit Period
Annual Deductible $0 Individual; $0 Family N/A
Coinsurance 0% N/A
Annual Coinsurance Maximum N/A N/A
These values do not accumulate: Premiums,
[Annual Out-of-Pocket Maximum $6,600 Individual; $13,200 Family N/A gzj:g:‘f ;t:{lg:i f,‘,a;?f; ca;:t :E:}-li:gcaarcirr;su?alta:s
unless otherwise specified.
Preventive Services
g:ﬁac;‘e Visit / Physical Exam / Well Baby Coverad NA
g::\a;::gsLaboratory and Radiology Coverad NA
Pap Smear, Mammogram, Tubal Ligation Covered NIA
Immunizations Covered N/A
Outpationt' &IPhysigian' Services
Primary Care Office Visit $20 Copay N/A
Tetenealth Visit $20 Copay WA “l;':lor‘t;:ilg our contracted telehealth services
Specialist Office Visit §30 Copay NIA
Routine Audlology Exam Covered N/A 32;:;:;"8‘;2%;:?&; g‘:ﬁs‘ifor non-routine
Routine Eye Exam Covered N/A ﬁgi?se::emszzr;?a?irs‘tegﬁ?glaéiior nen-routine
Chiropractic Services Net Covered N/A )
Allergy Treatment Covered NiA
Allergy Injections Covered N/A
Labecratory & Pathology Covered N/A .|Some services require preauthorization.
Imaging MR, CT & PET Scans Covered NiA Services require preauthorization.
Radiology (X-ray) Covered N/A Some services require preauthorization.
Radiation Therapy & Chemotherapy Covered N/A
Dialysis Covered NiA
OQutpatient Medical Drugs Covered NI

[Ambulatory Surgical Center

Coverad

N/A

Professional Surgical and Related
Services Covered N/A
Emergency/Urgent Gare

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

Facility Fee ' Covered NiA

Physician Services, Surgery, Therapy,

Laboratory, Radiclogy, Hospital Services Covered NiA

land Supplies

|Barialric Surgery and Related Services $1,000 Copay NiA One procedure per lifetime
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Prenatal Office Visits

Covered

Covered under Preventive Services

Postnatal Cffice Visits

$30 Copay NIA

Labor Delivery and Newbom Care
|Mental Health & SubstanceiUse Disorder
Inpatient Services

See Inpatient Hospital Services

See Inpatient Hospital Services

Cutpatient Services
Other Services.

$20 Copay .

hharmacy,(Alitliated pharmacy,providersionly.

Preferred Generic Drugs

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

Does not include Rehabilitation Senvices.
Home Health Care Covered N/A Unlimited.
Hospice Care Covered N/A Up fo 210 days per lifetime.
Covered for authorized services.Up to 730 days.
Skilled Nursing Care Covered N/A Maximutn benefit renews after 60 days of
nanconfinement.
g;;a;ljecsMedmal Equipment, Prosthetics & Covered N/A Covered for approved equipment only.
Rehabilitation Services: Physical, Covered NIA May be rendered at home. Up to 60 combined
Occupational, and Speech Therapy visits per benefit period.
I . . Limited to services associated with the treatment
gi’ﬂ“aatt'iz’r'] Se;:?; :;'g;‘%ﬁ'er a Covered NFA of Autism Spectrum Disorders through age 18.
P ' p Py 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.
Woluntary Sterilizations See Qutpatient Surgical Services N/A Limited to vasectemy.
Services for diagnosis, counseling, and treatment
Infertility Services Covered N/A, of bodily disorders causing infertitity. Covered for
authorized services only.
Assisted Reproductive Technologies Covered N/A One attempt per lifetime,
Temporomandibular Joint Disorder Covered N/A Caoverage for non-invasive treatments anly.

A 30-day supply of non-maintenance drugs must

iNon-Preferred Generic Drugs

$15 Copay 30 day supply, $30 Copay §0 day supply

be filled at our designated mail order phamacy.

Preferred Brand Drugs

$30 Copay 30 day supply, $60 Copay 80 day supply

Other exclusions & limitations may apply.

Non-Preferred Brand Drugs

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

Certain specialty drugs may be approved for 60

Preferred Specialty Drugs

$50 Copay 30 day supply at specialty phamacy only

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

Non-Preferred Specialty Drugs

$50 Copay 30 day supply at specialty pharmacy only

shown for spectalty 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 ferms and conditions of the Self-Funded

HMO Benefit Guide will govern.

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

or denial of benefits.

- Students away at school are covered for acute lliness 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™ Delta Dental Nonparticipating
Dentist Premier® Dentist Dentist
i ..  PlanPays _ .,  PlanPays Plan Pays*

Diagnostic & Preventive
Diagnostic and Preventive Services — exams, cleanings, ' o o

100% 100% 100%

fluoride, and space maintainers L

Palliative Treatment — to temporarily relieve pain — 100% o 100% - 100%
Radiographs — X-rays _ L 100% 100% _ 100%

Basic Services

Minor Restorative Services — fillings and crown repair . 80% ' 75% 75%

Endodontic Services — root canals . 80% 75% 75%

Periodontic Services — to treat gum disease 80%. ' 75% 75%

Oral Surgery Services — extractions and dental surgery © 80% 75% 75%

Major Restorative Services — crowns T 80% 75% 75%

Other Basic Services — misc. services ] 80% 75% 75%

Relines and Repairs — to prosthetic appliances i C o BO%. 75% 75%

Major Services

Prosthodontic Services — bridges, implants, dentures, and

. 50% 50% 50%
crowns over implants

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

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

» Prophylaxes (cleanings) are payahle twice in any period of 12 consecutive months.

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

» Fluoride treatments are payable twice In any period of 12 consecutive manths for people age 18 and under.

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

» Sealants are not a Covered Service.

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

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

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

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

Services.

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

D-201-Delta-PPOSUM-0725-MI KR#90391047



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

Maximum Payment — 51,000 per Member total per Benefit Year on all services.
Deductible ~ None.

Waiting Period = Enrollees who are eligible for Benefits are covered on the first day of the manth following 30 days of continuous
employment and on retirement date {0015, 1000, 1001).

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

Also eligible are your Spouse and your Children to the end of the month in which they turn 26, including your Children who are
married, who no longer live with you, who are not your dependents for Federal income tax purposes, and/or who are not
permanently disabled.

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

Benefits will cease as determined by Macomb County.

Customer Service Toll-Free Number: 800-524-0149 (TTY users call 711)
https://www.DeltaDentalMl.com
Document Creation Date: October 24, 2025
D-201-Delta-PPOSUM-0725-M] KR#90391047
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Q) Macomb County (M) Ittty
d encap SCHEDULE OF BENEFITS AND FIXED CO-PAYS dencap.com
DEMTAL PLANS
ANNUAL MAXIMUMS. (for each fiiember) ’ $4,500] | OFFICE VISIT'CO-PAY ~ {
Primary Care $3,500] 19430 Office Vislt {for observation) $10
Specialty Care $1,000] |9999 Office Vislt (regutar hours) 310
code description co—pay" code description co-pay
DIAGNOSTIC (Class [ - Preventive) RESTORATIVE (Class Il - Basic)
0120 Perodic Oral Evaluation $0 2140 Amalgam Filing - one surface $22
0140 Limited Oral Evaluation - problem focused %0 2150 Amalgam Filling - two surfaces $33
0150 Comprehensive Oral Evaluation 30 2160 Amalgam Filling - three surfaces $44
0431 Prediagnostic Test %0 2161 Amalgam Filling - four or more surfaces $56
1110 Prophylaxis/Routine Cleaning - adult $0 2330 Composite Filing - one surface, anterior $28
1120 Prophylaxis/Routine Cleaning - child $0 2331 Composite Filling - two surfaces, anterior $37
9995 Teledentistry - synchronous; billéd with exam $30 2332 Composite Filling - three surfaces, anterior 348
9996 Teledentistry - asynchronous; billed with exam $30 2335 Composite Filling - four surfaces, anteriorfincisal angle $67
PREVENTIVE (Class | - Preventive) 2391 Composite Filling - one surface, posterior 549
1206 Topical Application of Fluoride - vamish 50 2392 Composite Filling - two surfaces, posterior $58
1208 Topical Application of Fluoride - excluding vamish $0 2393 Campasite Filling - three sufaces, posterior $69
1330 OQral Hygiene Instructions §0 2394 Compdsite Filling - four surfaces, posterior 879
RADIOGRAPHS (Class [ - Preventive) PROSTHETIC REPAIR (Class [l - Basic)
0210 Intraoral - complete series $0 2910 Re-cement Partial Coverage Restaration $§25
0220 Periapical - first radiographic image $0 2915 Re-cement Indireclly Fabricated or Prefab Post and Caore $25
0230 Periapical - each additional radiographic image $0 2920 Re-cement or Re-bond crown $25
0240 Intraoral - occlusal radiographic image 30 5410 Adjustment to Complete Denture - upper $32
0270 Bitewing - single radiographic image $0 5411 Adjustment to Complete Denture - lower $32
0272 Bitewings - two radiographic images $0 5421 Adjustment to Partial Denture - upper 532
0273 Bitewings - three radiographic images $0 5422 Adjustment to Partial Denture - lower $32
0274 Bitewings - four radiographic images $0 5511 Repair to Broken Complete Denture Base - lawer $50
0330 Panoramic Radiographic image $0 5512 Repair to Broken Complete Denture Base - upper 849
ADJUNCTIVE SERVICES (Class [l - Basic) 5520 Replace Missing/Broken Teeth - denture, per tooth $35
0470 Diagnostic Casts (each) $18 5611 Repair Resin Partial Denture Base - lower $48
1351 Sealant - pertoath $0 5612 Repair Resin Partial Denture Base - upper $49
1353 Repair to Sealant - per tooth $0 5621 Repair Cast Partial Framework - lower $20
1510 Fixed Space Maintainer - unilateral per quadrant $0 5622 Repair Cast Partial Framewark - upper $90
1516 Fixed Space Maintainer - bilateral, upper $0 5630 Repair or Replace Broken Clasp - per tooth $90
1517 Fixed Space Maintainer - bilateral, lower $0 5640 Replace Missing/Broken Teeth - partial, per tooth 332
1520 Removable Space Maintainer - unilateral per quadrant $0 5650 Add Tooth to Existing Partial Denture $53
1526 Removable Space Maintainer - bilateral, upper $0 5660 Add Clasp to Existing Partial Denture - per tooth %1186
1527 Removable Space Maintainer - bilateral, lower $0 5730 Reline Complete Upper Denture - in office $90
1551 Re-cement or Re-band Bilateral Space Maintainer - upper $25 5731 Reline Complete Lower Denture - in office 590
1852 Re-cement or Re-bond Bilateral Space Maintainer - [ower $25 5740 Reline Partial Upper Denture - In office $91
1553 Re-cement or Re-bond Unilateral Space Maintainer - per $25 5741 Reline Partial Lower Denture - in office $92
quadrant 5750 Reline Complete Upper Denture - lab $136
2940 Protective Restoration (sedative filling) $22 5751 Refine Complete Lower Denture - lab $136
9110 Paliative (Emergency) Treatment - minor procedure $21 5760 Reline Partial Upper Denture - lab $135
9215 Local Anesthesia 80 5761 Reline Partial Lower Denfure - lab $135
8230 Inhalation of Nitrous Oxde $21 6930 Re-cement or Re-bond Fixed Partial Denture $27
9239 |V Moderate (Consclous) Sedation/Analgesia - 50% ENDODONTICS (Class lll - Major)
first 15 minute increment 3o Pulp Cap - direct $22
9243 IV Moderate (Conscious) Sedation/Analgesia - 50% 3120 Pulp Cap - indirect %22
each subsequent 15 minute increment 3220 Therapeutic Pulpotomy $110
9310 Consultation (second opinion) $45 3310 Root Canal Therapy - anterior tooth $325
9910 Application of Desensltizing Medicament $22 3320 Root Canal Therapy - premolar tooth $350
9930 Treatment of Complications, Post-Surgical - unusual $16 3330 Root Canal Therapy - molar tooth ‘$400
9944 Hard Occlusal Guard (night guard) - full arch $137 3346 Retreat of Previous Root Canal Therapy - anterior toath $400
9945 Soft Occlusal Guard {night guard) - full arch $137 3347 Retreat of Previous Root Canal Therapy - premolar tooth $500
9946 Hard Occlusal Guard (night guard) - partial arch $137 3348 Relreat of Previous Root Canal Therapy - molar tooth $550
9951 Occlusal Adjustment - fmited $53 3410 Apicoectomy Surgery - anterior tooth $169
) SPECIALTY CARE T 3421 Apicoectomy Surgery - premolar tooth, first root $168
- Endodontics - Oral Surgery - Perlodontics - Pedodontics - 3425 Apicoectomy Surgery - molar tooth, first root $169
Approved referral from DENCAP is required 3426 Apicoectomy Surgery - each additional root $85
3430 Retrograde Filling - per root $55
DENCAP pays 50% of our specialist's fees up to the Specialty Care Annual - LAB WORK AND PRECIOUS METALS
Maximum for covered services; you are responsible for the remaining Additional charges may apply for lab work and precious metals
balance, for procedures involving crowns, bridges, prosthodontics, space
maintainers, appliances and any repairs to such items.
V202508 PH788 [ 1084 | 106911070 CDT thru 2026 EFFECTIVE 10022026
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Macomb County (M)

313-872-1400
888-98-TEETH

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

5110 Complete Upper Denture $500 2390 Crown - resin-based composite, anterior $134
5120 C:omp!ege'Lower Denture $500 2542 Onlay - metallic, two surfaces $407
5130 Immediate Upper Denture $550 2543 Onlay - metallic, three surfaces $405
5140 Immediate Lower Denture $550 2544 Onlay - metallic, four surfaces $417
5211 Upper Pariial Denture - resin base §550 2642 Onlay - parcelain/ceramic, two surfaces $417
5212 Lower Partial Denture - résin base $550 2643 Onlay - pareelainfceramic; three surfaces $400
5213 Upper Partial Denture - cast metal framework with resin 5600 2644 Onlay - parcelain/ceramic, four surfaces $414

base, including clasps, rests, and teeth 2662 Onlay.- resin-based-composite, two surfaces $3g7
5214 Lower Parlial Denture -.cast metal framework with resin $600 2663 Onlay - resin-based composite, three surfaces $401

base, including clasps, rests and teeth 2664 Onlay - résin-based composite, four surfaces $4in
5225 Upper Parfial Denture - flexible base, including any clasps, $600 2740 Crown - porcelainfceramic $507

rests and teeth 2750 Crown - porcelain fused to high noble metal 3477
5226 Lower Partial Denture - flexible base, including atiy clasps, $600 2751 Crown - porcelain fused to predominantly base metal $343

rests a_nd teeth 2752 Crown - porcelain fused to noble metal $362
5820 Interim Partial Denture - upper $375 2780 Crown - 3/4 cast high noble metal $346
5821 Interim Partial Denture - lower $375 2781 Crown - 3/4 cast predominantly base metal $352
5850 Tissue Conditioning - upper $42 2782 Crown - 3/4 cast noble metal $408
‘5851 Tissue Cor]ditioniné - lower $42 2783 Crown - 3/4 parcelain/ceramic $497
6010 Endosteal Implant in Conjunction with Denture $1,142 2790 Crown - full cast high noble metal $399
6012 Endostéal Implant in Conjunction with Denture $988 2791 Crown - full cast predominantly. base metal $325
6210 Pontic - cast high noble metal $470 2782 Crown-{ul cast noble metal $352
6211 Pontic - cast predominantly base metal. $334 2798  Crown- Interim $134
6212 Pontic - cast noble metal $358 2930 Crown - prefabricated stainless steel, primary tooth $79
6240 Pantic - porcelain fused to high noble metal $431 291 Crown - prefabricated stainless steel, permanent tooth $79
6241 Pontic - porcelain fused to predominantly base metal $312 2932 Crown - prefabricated resin $84
6242 Pontic - porcelain fused to noble metal $326 2933 Crown - prefabricated sfainless steel with window $80
6245 Pontic - porcelairn/ceramic $478 2950 Core Buildup - including any pins $79
6740 Retainer Crown - porcelain/ceramic $536 2952 Post and Core In Addition to Crown $95
6750 Retainer Crown - porcelain fused to high noble metal $431 2954 Prefabricated Post and Core in Addition to Crown $95
6751 Retainer Crown - porcelain fused to:predominantly base $305 ORAL SURGERY (Class lll - Major)

metal 7111 Extraction - coronal remnants {primary tooth) $32
6752 Retainer Crown - porcelain fused to noble metal $326 7140 Extraction - erupted tooth or exposed root $32
6780 Retainer Crown - 3/4 cast high noble metal $410 7210 Surgical Removal of an Erupted Tooth $56
6781 Retainer Crown - 3/4 cast predominantly base metal $252 7220 Removal of Impacted Tooth - soft tissue 563
6782 Retainer Crown - 3/4 cast noble metal 3305 7230 Remaval of Impacted Tooth - partially bony $71
6783 Retainer Crown - 3/4 porcelainfceramic $515 7240  Remaval of Impacied Tooth - completely bony $91
6790 Retainer Crown - full cast high noble metal $445 7241 Removal of Impacted Tooth - complicated $127
6791 Retainer Crown - full cast predominantly base metal $254 7250 Surgical Remaoval of Residual Tooth Roots $100
8792 Retainer Crown - full cast noble metal $331 7280 Surgical Access of an Unerupted Tooth $137

PERIODONTICS (Class lil - Major) 7285 Incisional Biopsy of QOral Tissue - hard $340

0180 Comprehensive Periodontal Evaluation $27 7286 Incisional Biopsy of Oral Tissue - soft $185
4210 Gingivectomy/Gingivoplasty - 4+ teeth/spaces 'per quad $132 7287 Exfoliative Cj;'tological Sample Collection 363
4211 Gingivectomy/Gingivoplasty - 1-3 teethvspaces per quad 5108 7310 Alveoloplasty in Conjunction with Extractions - $56
4212 Gingivectomy/Gingivaplasty - access for restorative $81 4+ teeth/spaces per quad

procedire, per taath 7311 Alvecloplasty in Conjunction with Extractions - $43
4240 Gingival Flap Procedure - 4+ teeth/spaces per quad $221 1-3 teath/spaces per quad
4241 Gingival Flap Procedure - 1-3 teeth/spaces per quad $174 7320 Alveocloplasty notin Conjuncfion with Extractions - $95
4249 Clinical Crown Lengthening - hard tissue $368 4+ testh/spaces
4260 Osseous Surgery - 4+ testh/spaces per quad 5268 7321 Alveoloplasty not in Canjunction with Extractions - $74
4261 Osseous Surgery - 1-3 teeth/spaces per quad $221 1-3 teeth/spaces
4341 Perio Scaling and Root Planning - 4+ teeth per quad $58 7471 Removal of Lateral Exostosis $157
4342 Perio Scaling and Root Planning - 1-3 teeth per quad $48 7472 Remeval of Torus Palatinus $151
4355 Full Mouth Debridement ' $37 7473 Removal of Torus Mandibularis $143
4381 Site Specific Therapy, generic - per tooth $45 7510 Incision and Drainage of Abscess - intraoral soft tissue $44
4910 Periodontal Maintenance $42
4921 Gingival Irrigation - per quad 36

ORTHODONTICS (Clas&'V - Onthodontics)

Approved referral from DENCAP to an in-network Orthodontist is required .

Continuous coverage is required for the duration of the treatment
‘Up to Age 19, $1800 benefit / Over age 19, $1200 benefit (Lifetime benefit)
+ 12 to 24 menths standard orthadantic treatment; Interceptive Ortho is not covered

Benefits are subject io change.

Limitations and Exclusions found at:
dencap.com/general-policies

v202508 P#768]1064 [1069]1070

CDT thru 2028

EFFECTIVE 1/01/2028



GENERAL LIMITATIONS & EXCLUSIONS

DIAGNOSTIC: EXAMS T

Perindlc. Limited ar Comprehensive Oral Eualuaﬂon
Comprehensive Periodontal Evaluation
Assessment of a Patient

CnnsultationISecond Oplmun

TWO EXAMS EVERY 12 MONTHS

__ DIAGNOSTIC: X-RAYS

Toplcal Appllcation of Flouride Varnish/Non-Varnish

Full Mouth Radlographs
ONCEEVERY 5 YEARS

Panoramic Radlograph

Periapical Radiographs NOMORETHAN 12 IMAGES PER 12 MONTHS

Bitewing Radiographs NO MORETHAN 4 IMAGES, ONCE EVERY 6 MONTHS

T T - _ PREVENTIVE o T S

TWO EVERY 12 MONTHS

Prophylaxis (Cleaning) - Adult Two adtditional cleanings may be allowed every 12 months for patients that are pregnam diabetic, or atherwise

dicatly compromised, atthe dation of a li d dental p|

Prophylaxis {Cleaning) - Child THREE EVERY 12 MONTHS

Debridement ONCEEVERY 2 YEARS
TWO EVERY 12 MONTHS

Under the age of 3, flourlde is covered 4 every 12 manths

Space Maintainers

ONCE PER2YEARS, PER QUADRANT - COVERED UPTO AGE 14
ONCE PER LIFETIME, PER QUADRANT - OVER THE AGE 14
{Primary Teeth Onty)

Sealant

ONCE EVERY 3 YEARS, PERTOOTH; AGES 5-15
ONCE PER LIFETIME, PERTOOTH; AGES 16-19
First and second unrestored mnlars unly

* RESTORATIONS:MINOR

Amalgam Fillings

ONE FILLING PER SURFAGE, PER TOOTH EVERY 2 YEARS

ONE FILLING PER SURFACE, PERTOOTH EVERY 2 YEARS

Composite Filllngs

e ~ = — — =) = T T —

RESTORATIONS GROWNS, ~ B

- o da

Onlays, Parcelain and Non-Porcetain Crowns

ONCE EVERY 5 YEARS, PERTOOTH

Stainless Steel Crown ONCE EVERY 5 YEARS, PER TOOTH; COVERED UPTO AGE 21
o T o ) " CROWNREPAIR =~ T L ST T
Recement Restoration ONCE EVERY 6 MONTHS, PERTOOTH

Protective Restoration
Pulp Cap

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

Gore Buildup
Post and Core In additlon to Crown

ONCEEVERY 5 YEARS, PERTOOTH

Pln Retention ONCE EVERY 2 YEARS, PERTOOTH

N - T h - _ "ENDODONTICS ) "-“ o
Pulpotomy ONCE PER LIFEI'IME, PEATOOTH - COVERED UP TQ AGE 21
Root Canals ONCE PER LIFETIME, PER TOOTH

Molar root canal therapy Is not a covered henefit for third imelars { 1.6, 17, 32).

Retreatment of Root Canal

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

Apicoectomy

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

" PERIODONTICS

AR PR - .

1Perld0 ntal Scaling and Raat Planing

ONCE EUERYTWO YEARS, PERQUADRﬂN‘l‘
Covered when probing depths are greater than or equal 1o 4mm. The expected prognosis of the teeth must be
more than one year.

Clinical Crown Lengthening

ONGE PERLIFETIME, PERTOOTH

GIngivectomy/Ginglvoplasty

ONCE PERLIFETIME, PER TOOTH OR QUADRANT

Osseous Surgery ONCE EVERY 3 YEARS
Full Mauth Debridement ONCE EVERY 2 YEARS
Perlodantal Matntenance P
o _ L PROSTHODONTICS o o .
Complete ar Immedlate Upper/Lower Denture
Upper/Lower Partial Denture - Resin or Flexible base CONCE EVERY 5 YEARS
Upper/Lower Partial Denture - Cast Metal frame
Occlusal Guard ONCE PER LIFETIME
DV3.2026 DENCAP Dental Plans Effective 01/2026



"~ ADJUSTMENTS TO DENTURES/PARTIALS

ONCEEVERY 3 YEARS
Ad]ust ar repair Complete Upper/Lower Denture or Partial Adiumbment s not payable an same dat of serice & a Rellze.
ONCE EVERY 3 YEARS
Reline cnmplete UP[JEHLOWEI’ Denture or Partial Adjustment is not payable an same date of service as a Rellne.
Replace rissing/broken teeth or Add Tooth to Denture or Partial ONCE EVERY 12 MONTHS, PER TOOTH
Repalr or replace braken clasp ONCE EVERY 12 MONTHS
ONCE EVERY TWO YEARS.
Rebase complete upper/lower denture of partlal, Reline fs not payable on same date of service as an adjustment.
Recement or Re-bond fixed partial denture ONCEEVERY 12 MONTHS
' e .~ ORALSURGERY _ ~ et

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

Removal of Lateral Exostosis - Upper/Lower
Oroantula Fistula Closure

ONCEPERLIFETIME

Primary Closure of Sinus Perforation

ONCE PER LIFETIME, PER QUADRANT
Alveoloplasty with extractions

Alveolaplasty without extractlons . ONCE PER FIVE YEARS, PER QUADRANT

Toath Re!lmplantation ONCE PER LIFETIME, PER TOOTH - COVERED UP TO AGE 22

___PEDODONTICS . .

Pediatric dental services are available for membets under the age of six (6)._'1-'hese services are considered specialty care and are covered under your specialty care
benefit, if applicable. To ensure coverage and minimize out-of-pocket costs, DENCAP recommends obtaining a referral from an in-network general dentist hefore
scheduling an appointment.

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

'- ... .. GENERALEXCLUSIONS (NonGoveredBenerits  _ —

Dental Services not listed on the *Schedule of Benefits and Fixed Co-Pays® is not a covered benefit
Dental treatment for cosmetic purposes, or treatment rendered far the explicit purpose of Improving appearance, such as implants, transplants or grafts.
Treatment for Temporal Mandibular Joint (Ti)) Disarder

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

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

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

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

Retreatment of root canal therapy within five years of the original root canal If the final restoration has not heen completed, Is not a covered benefit.
Treatment of cleft palate, anodontla, and mandibular prognathism 1s not a covered benefit.

hReplacement of lost, missing, or stolen appliances are not a covered benefit.

Behavior management fees for covered persons requiring additional or unusual efforts to complete a dental precedure 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 ot benefits will not be covered.
Parcelain, parcelaln substrate, and cast restorations on primary teeth is not a covered benefit.

Missed appaintments, duplication of radiographs, and oral hygiene instruction procedures aré non-covered benefits.
"" ORTHODONTIC EXCLUSIDNS'

Retreatment of pricr orthodontic services, unless provided under this paolicy is not a covered benefit.
Grthodontic treatment that would not render satisfactory results and/or the overall prognosis is peor is not covered.

Orthodontic treatment duting a peried of ineligibitity is not covered

Repalr or replacement of a lost or broken orthodontic appliance is not a covered benetit,

Interceptive Orthodontic treatmentis not a covered benefit.

Surgical procedures indicental to orthodontic treatment is not covered.

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

o T o7 - " \WAITING PERIODS .»
Refer to the plan Schedule of Benefits and Co-Payments for applicable benefit waiting periods.

DV2.2026 DENCAP Dental Plans Effective 01/2026
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BCBSM Vision Benefits




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

Vision Coverage

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

document will contral.

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 V3P provider

Member's responsibility (copays)
lBenefits S

Eye exam

Prescription glasses (Ienses andlor frames)

Medically necessary conlact Ienses

Contact lens suitability examination (fitting and evaluation)

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

Eye exam
l Benefits

” VSP network doctor lLNOﬂ'VSP provider J
"None ' None
None None (member responsible for

difference between approved
amount and provider's charge)

None : None (member responsible for
' difference between approved
" amount and provider's charge)

Up to $60 copay

| VSP network doctor | Non-VSP provider |

Complete eye exam by an ophthalmologist or aptometrist. The exam
includes refraction, glaucoma testing and other tests necessary to
determine the overall visual health of the patient.

Lenses and frames
[Beneﬁts ‘

Standard [enses (must not exceed 60 mm in diameter) prescribed and
dispensed by an ophthalmologist or optometrist. Lenses may be molded or
ground, glass or plastic. Also covers prism, stab-off prism and special base

curve lenses when medically necessary.

» Standard Progressive Lenses - Coveraed when rendered by a VSP

network doctor

100% of approved amount Reimbursement up to $58 less §5
¢ copay {member responsible for

_ any difference)

One eye exam in any penod of 12 consecutive months

Non-VSP provider

“ VSP network doctor

{

Bt R

- Reimbursement up to approved
amount based on lens type

1 (member responsible for any

. difference)

One pair of lenses, with or without frames, in any period of 12 consecutive
months

100% of approved,amount

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

Blue Cross Blue Shield of Michigan Is a nonprofit carporation and independent licensee of the Blue Cross and Blue Shield Association.
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LBenefits

VSP network.doctor i!Non-VSP provider

Standard frames

Note: All VSP network doctor locations are required to stock at least 100
different frames within the frame allowance.

1$100 allowance thal is applied toward | Reimbursement up to $65 less
|frames (member responsible for any cost $10 copay (member responsible
:g-iceeding the allowance_!_lgss - for any difference)

One frame in any period of 12 consecutive months

Contact Lenses
} Beneﬁt"s

[ VSP network doctor ]Non-VSP provider J

Medically necessary contact lenses {requires prior authorization approval
from VSP-and must meet criteria of medically necessary)

:100% of approved amount Reimbursement up to $210
H (member responsible for any
' | difference)

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

Contact iens suitability examination (fitting and evaluation)

Elective contact lenses that improve vision {prescribed, but do not meet
criteria of medically necessary)

$120 allowance that is applied toward
‘contact lens exam (fiting and materials)

,and the contact lenses (member \ and materials) and the cantact
Eresponsible for any cost exceeding the i lenses (member responsible for
1allowance) any cost exceeding the
Y dllowance)

Conlact lenses up to the allowance In any period of 12 consecutive months

$105 allowance that is applied
toward conlact lens exam (fitting

Page 2 of 2
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HAP

Please refer to the HAP Medical Benefits Summary




LETTER OF AGREEMENT
between
COUNTY OF MACOMB
and
MACOMB COUNTY PROFESSIONAL DEPUTY SHERIFF'S ASSOCIATION (MCPDSA)

RE: Occupational Death Benefit Rider

The County agrees to provide members of this bargaining unit a Life Insurance Rider for an Occupational
Death Benefit. The rider will provide a $450,000 benefit in the event of an occupational death. The

specifics of the rider, such as determining if the occupational death is payable under the rider, are
determined by the benefit provider.

FOR THE UNION: FOR THE EMPLOYER:

KoL Qomlow

GELC Diregtor Karlyn Semlow, Birector

Human ources and Labor Relatio
Y

istopher Co Y, President Anthony M. Wickersham, Sheriff
MCPDSA Macomb County

w%L

William Horan, Recording Secretary
MCPDSA

Dated: S" 8 ’2.(0




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 Macomb County Professional Deputy Sheriffs
Association, on behalf of the Macomb County Sheriff Department Corrections Deputies 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: i FOR THE EMPLOYER:
- o Sopfow
Jim ﬁcﬁowski, C/GELC Director Karlyn Semlow\Birector

Human Re, es and Laborz\atijs
Cﬁfisﬁ)phermgdent Anthony M. Wickersham, Sheriff

MCPDSA Macomb County

letaddo o

William Horan, Recording Secretary
MCPDSA

Dated: g‘ 8 "2(0




