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CONTRACT BETWEEN THE CHARTER TOWNSHIP OF CLINTON
AND
CLINTON TOWNSHIP FIRE CHIEF
AND DEPUTY FIRE CHIEF
This agreement entered into this 25th day of May, 2018 between the CHARTER
TOWNSHIP OF CLINTON, a Michigan Municipal Corporation, hereinafter referred to
as “Township”, and the CLINTON TOWNSHIP FIRE CHIEF AND DEPUTY FIRE
CHIEF, hereinafter referred to as “Employees”.
WITNESSETH:
WHEREAS, the parties hereto in consideration of the mutual covenants and
agreements herein contained, do agree as follows:

ARTICLE I – PURPOSE AND INTENT
The general purpose of this agreement is to set forth terms with respect to rates of
pay, wages, hours of employment, or other conditions of employment, and to promote
orderly and peaceful labor relations for the mutual interest of the Township in its capacity
as employer, the Employees, and the citizens of the Township.
The parties recognize that the interest of the community and the job security of
the Employees depends upon the employer’s success in establishing proper services to
the community.
To these ends the employer and Employees encourage to the fullest degree the
friendly and cooperative relations between one another.

ARTICLE II – RECOGNITION
The Township recognizes the Employees as a bargaining group to the extent permitted
and required by Act 336 of Public Acts of 1947, as amended, and by Act 379 of Public Acts of
1965, as amended.
The Township will not interfere with, discourage, restrain, or coerce the Employees
relative to any lawful activities.
The Township will negotiate with the Employees on items relating to rates of pay,
wages, hours, conditions of employment, and fringe benefits.

Fire Chiefs Collective Bargaining Agreement
April 1, 2018 – March 31, 2023

1

ARTICLE III – REPRESENTATION
The Employees shall be represented in all negotiations by themselves. The
Township shall negotiate with the Employees, as herein provided.
The Deputy Fire Chief shall be allowed time off without loss of benefits to
conduct such collective bargaining business as is necessary, including participation in
grievance procedure, not to exceed one-half hour per day unless a longer time is
approved by the Township.

ARTICLE IV – GRIEVANCE PROCEDURE
Grievance shall mean a complaint by an employee, group of employees, or the
Union, that there has been a violation, misinterpretation, or misapplication of any
provision of this Agreement or any other matter relating to rates of pay, wages, hours of
employment, or other conditions of employment.
The informal resolution of differences or grievances are urged and encouraged to
be resolved at the lowest possible level of supervision. Failure to appeal a decision at any
step of the grievance procedure within the specified time limit shall be deemed a
withdrawal of the grievance.
The employees covered by this agreement shall have the right to present
grievances in accordance with the following procedure:
Step One – If an employee feels he/she has a grievance that cannot be resolved
informally, he/she shall discuss the grievance with the Human Resources Director and
place the grievance in writing within (5) days of the occurrence of the matter being
grieved. The Human Resources Director shall attempt to resolve the grievance
satisfactorily to all parties, but in the event it is not resolved within fourteen (14) days of
presentation then Step Two will be applicable. By the adoption of this contract, the
Township Board agrees that the Human Resources Director has the power and authority
on behalf of the Township to resolve all grievances at this Step One level.
Step Two– If the employee’s grievance has not been satisfactorily resolved at the
Step One level, then he/she shall have the right to present the same to the Township
Supervisor by filing the same grievance in writing within seven (7) calendar days of the
Human Resource Director’s decision or indecision. The Supervisor shall hold a hearing
within fourteen (14) calendar days of receipt of grievance and shall issue his/her
determination within seven (7) calendar days of the termination of the hearing.
At all times the employee shall have the right to have his/her representative,
counsel or any designated person appear at any grievance procedure or have the right to
have assistance in any grievance procedure by such representative.
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Step Three – If a satisfactory settlement is not reached in Step Two or a written
answer is not submitted within the seven (7) calendar days above, then the grievance may
be submitted in written form within fifteen (15) working days of receipt of an
unsatisfactory reply, exclusive of holidays, Saturdays or Sundays to the Act 78 Civil
Service Commission or the American Arbitration Association.
The party that requests arbitration of an unsettled grievance shall submit the
matter to the American Arbitration Association requesting that an Arbitrator be selected
with the assistance, and under the rules of the American Arbitration Association.
The expenses of the Arbitrator shall be shared equally by the parties. Each party
shall make arrangements for, and pay the expense of witnesses which they call.
There shall be no appeal from an Arbitrator’s decision. It shall be final and
binding on the Employees and the Township on those matters within the jurisdiction of
the Arbitrator.
CIVIL SERVICE HEARING – Any unresolved grievances having not been
submitted to Arbitration may be submitted to the Civil Service Commission. Said
submission will be in compliance with and under the jurisdiction of Act No. 78 of the
Public Acts of the State of Michigan for 1935 as amended. However, in those cases
where an Employee files a complaint or grievance with the Civil Service Commission,
they will not be eligible to file with the American Arbitration Association. Continuation
of a grievance beyond the Township Board’s jurisdiction cannot be to both the American
Arbitration Association and the Civil Service Commission.

ARTICLE V – LAY-OFFS, SUSPENSIONS
DISCHARGES AND REINSTATEMENTS
A.

Lay-offs, Suspension, Discharges and Reinstatements

The provisions of Act 78 of 1935 as amended are adopted by reference as if fully
stated herein to control lay-offs, suspensions, discharges and reinstatements.
B.

Disciplinary Records

A written reprimand will be removed from an employee’s personnel file after a
period of two (2) years from the date of discipline, provided that there is no other
disciplinary action during the two (2) year period.

ARTICLE VI – SENIORITY
Accrual of seniority of an employee shall be retroactive to date of employment,
provided the employment is continuous.
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ARTICLE VII - COMPENSATED ABSENCES
Section 1.

Holidays

Employees shall receive pay for thirteen (13) holidays in the last pay period of
November. Provided, that to receive pay, an employee shall be on-call and available
seven (7) holidays each to receive pay for the thirteen (13) holidays. Availability during
holidays must be arranged so that one bargaining unit member will be on-call each of the
holidays to maintain coverage. Said holidays are:
New Year’s Day
Independence Day
President’s Day
Labor Day
Good Friday
Columbus Day
Memorial Day
Veteran’s Day
Christmas Eve
Thanksgiving
Christmas Day
Friday after Thanksgiving
New Year’s Eve
Holidays will be those days observed as holidays by the Township. An employee
must have been employed during the contract period in which the holiday occurred and
must work the scheduled day before and after the holiday unless excused by his/her
supervisor to receive pay for the holiday.
Section 2.

Vacations

Even though the contract year is not a calendar year, the references to vacations in
this article is intended to indicate that records and payments for vacation banks shall be
maintained on a calendar year basis. Vacation days shall be granted on the following
schedule:
YEARS
1 year through 5 years
6 years through 12 years
Over 12 years

14 days @ 11/6 days per month
21 days @ 1-3/4 days per month
26 days @ 2-1/6 days per month

Vacation time is earned based on employment in Clinton Township. Vacation
days accumulated in excess of forty-two (42) days at the end of each calendar year shall
be forfeited.
Upon separation from service, an Employee shall be paid for his/her accrued
vacation days. In the event of death of an Employee, the Employee’s spouse, children or
designated beneficiary shall be paid the vacation pay.
An employee shall be entitled to cash in for full pay, a maximum of ten (10)
vacation days once each year, provided a minimum of ten (10) days remain on the books.
Up to ten (10) vacation days sold each calendar year shall be included in the calculation
of final average compensation. The employee shall submit in writing a request for such
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payment two (2) week prior to the second pay period in December, when this payment
will be made.
Section 3.

Paid Time Off

It is understood between the parties hereto that sick days accrued prior to April 1,
2010 shall be referred to as “banked sick days”. The accrual of banked sick days shall be
frozen as of April 1, 2010. Employees will have the option to sell ninety-six (96) banked
sick hours. Such days will be sold at the rate of one-half of the employee’s base rate of
pay in effect at the time the days are sold. The employee shall submit in writing a request
for such payment two (2) weeks prior to the second pay period in January when this
payment will be made. The value of fifty percent (50%) of up to twelve (12) bank sick
days sold each year shall be included in the calculation of final average compensation.
After five (5) years of continuous service, fifty (50%) percent of accumulated banked
sick leave shall be paid to the employee in case of retirement from the service for any
reason, or payment shall be made, in the event of death, to the representative of the
employee’s estate.
Serious illness of a husband, wife, or child shall warrant use of banked sick leave
by the employee after arrangements have been made with his/her immediate superior.
Bargaining unit members shall accrue paid time off (PTO) at a rate of ten (10)
days per year. Up to ten (10) paid time off days accumulated in excess of ten (10) shall
be paid to the employee in the first pay period following the end of the contract year in
which said days exceed ten (10). Excess days shall be paid at a rate of one-half (1/2) of
base pay. Up to seven (7) days paid time off accumulated in excess of ten (10) shall be
included in the calculation of final average compensation. The last day of the contract
year in which the excess was accumulated will determine the price of the base pay per
day.
All accumulated paid time off shall be paid to the employee at a rate of one-half (1/2) of
base pay in the case of retirement or payment to beneficiaries in the event of death, or if
the member leaves employment of the Township for any reason. For the purpose of
determining if an employee earns PTO credit for a month, the 15th day of month rule shall
apply. If an employee severs employment on or after the 15th, then he/she shall receive
PTO credit for the month. The last day of the actual work will determine the price of the
base pay per day.
At his/her discretion, the Chief may request a physician’s note if an employee
uses two or more PTO days consecutively for normally scheduled shifts.
Section 4

Short and Long Term Disability

(a) The Township shall provide bargaining unit members with a short-term
disability benefit which shall provide sixty-six and two-thirds (66-2/3%) percent of
salary. The short-term disability waiting period shall be seven (7) calendar day, except
when an employee is hospitalized or when the employee is disabled from work due to
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outpatient surgery. Short-term disability shall continue until one-hundred eighty (180)
calendar days from date or injury or illness.
The Township agrees to maintain and provide at no cost to the employee hospital,
medical, life, dental, and optical insurance at the same benefit level being provided to the
collective bargaining group. This coverage shall be maintained during the waiting period
as well as through the short-term disability benefit period.
The Township shall also provide long-term disability benefits which shall provide
sixty percent (60%) of an employee’s base salary after a waiting period of one-hundred
and eighty (180) calendar days, in accord with the benefits of the Insurance Policy and
Summary Plan Description in the Human Resources Department, except as modified by
this collective bargaining agreement. The benefits of the above plan shall not be
diminished without the mutual agreement of both parties. A copy of the long term
benefits policy shall be given to the Union and is available for examination in the Human
Resources Department.
(b) If an employee is absent from work because of injury or sickness, he/she shall
have the option of first using paid time off and/or bank sick days, vacation days, and
compensatory days before applying for the benefits under the short-term disability
program.
Once the said employee applies and qualifies for short-term disability benefits,
he/she shall not have the right to draw on paid time off, vacation days or compensatory
days for any injury or illness arising out of the same cause for which the disability benefit
originated.
(c) Once an employee qualifies for long-term disability benefits, the employer
shall maintain the hospital, medical, life, dental, and optical insurance available pursuant
to the terms of the collective bargaining agreement for a period not to exceed a period of
twelve (12) months from the time of initial injury/illness, provided the employee funds
his/her cost of maintaining such insurance benefits in advance of the time of payment.
(d) The parties agree that both short-term and long-term disability benefits are
available at the option of the employee. The parties further agree that nothing in this
Section shall diminish in any way the benefits currently available to employees under the
terms of the collective bargaining agreement. An employee shall not accrue either PTO
or vacation time while on either short-term or long-term disability leave.
(e) Once an employee is receiving short-term/long-term disability benefits for a
period of twelve (12) months from the time of initial injury/illness, then the employee
shall no longer be an employee of Clinton Township regardless of the fact that there are
sick days paid time off days, banked sick days and vacation days not used.
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Section 5.

Funeral Leave

In the event of death in the immediate family of a bargaining unit member or their
spouse, the bargaining unit member shall be entitled when so required, leave time up to
three (3) normally scheduled working days with regular pay to arrange for and attend the
funeral and burial.
Immediate family shall be defined as: husband, wife, child, mother, father, sister,
brother, grandparent, father-in-law, mother-in-law, stepfather, stepmother, stepchild and
grandchild.
The employee shall be entitled to one (1) day with pay to arrange and attend the
funeral and burial in the event of death of an aunt, uncle, niece, nephew, brother-in-law,
sister-in-law, stepbrother and stepsister.
Section 6.

Jury Duty

Employees required to be available for jury selection or service shall receive their
regular daily wage for each day which would have been worked but for such jury
participation, provided that the employee turns over to the Township any enumeration
received for said jury duty, except mileage fees. The employee shall be allowed a
reasonable period of time within which to return to work upon completion of jury duty,
but the employee will notify the Employer as soon as he/she is excused from jury duty
each day.
Section 7.

Transfer from 24 Hour Work Day to 8 Hour Work Day

It is agreed between the parties hereto that sick, PTO and vacation day banks will
be adjusted as follows when employees transfer from a 24 hour work day to an 8 hour
work day. The number of hours in bank shall be multiplied by 40 and divided by 56 to
establish the number of hours in bank for an 8 hour employee.

ARTICLE VIII – INSURANCE BENEFITS
Section 1.

Life Insurance

The Township shall provide each employee with a term group life insurance
policy in the amount of fifty thousand ($50,000.00) dollars with provision for double
indemnity.
The Township shall offer each full-time employee an option to purchase
additional life insurance benefits up to the guaranteed issuance offered by the selected
carrier and in increments authorized by the carrier. It is understood the guaranteed
issuance and purchase options will vary depending on the life insurance company
selected by the Township. Availability may vary based on total Township participation
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in the plan. Payment for the additional life insurance benefit shall be through payroll
deduction.
Upon normal retirement (25 years of service), the Township shall provide each
employee with a ten thousand ($10,000.00) dollar term life insurance policy for the
employee and the Township shall pay the premium thereon. This policy will not contain
double indemnity.
Section 2.

Hospitalization Insurance

Employees shall be provided the following health insurance choices, including
spouse and dependent children coverage as defined by the carrier, during the Township’s
annual open enrollment period:
A) Blue Cross/Blue Shield Community Enhanced PPO (Division 0048), $15/$30/$60
RX (Appendix C)
B) Blue Cross/Blue Shield Community Base PPO (Division 0049), $15/$30/$60 RX
(Appendix D)
C) Blue Cross/Blue Shield Community Base PPO (Division 0050), $7/$35/$70 RX
(Appendix E)
Employees who select a health plan from above shall pay the difference between the
Township’s PA 152 contribution cap and the premium rate of the selected option, if any.
It is agreed here that the plan choices provided above are plan descriptions and do not
mandate a specific vendor for benefit provision.
In those cases where both husband and wife are covered by the Township, one
person shall carry his/her spouse and dependent(s) on the health insurance policy and the
other person shall elect the cash payment. It shall be up to the employees to determine
which employee retains the health insurance policy and which employee elects the cash
option.
Section 3.
A.

Widows and Family Benefits
Non-Duty Related

Upon death of any full-time employee, the Township shall make available a
hospitalization insurance policy for the deceased’s spouse and family provided the cost of
said policy shall be paid by the widow, widower, or deceased’s family at least one (1)
month prior to the date upon the premium is due.
The policy referred to in this section will be a type policy which shall be as equal
as possible in providing a hospitalization insurance policy as the Township provided for
the employee prior to his/her death, it being fully understood that it might no be possible
for the Township to acquire the same hospitalization policy under its present group
insurance arrangement and the widow, widower, and family shall have the right to
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discontinue the policy at any time since the services rendered by the Township is only
one of servicing and arranging for payments provided the Township is paid in advance.
The service or aid to be rendered by the Township concerning the policy or
hospitalization insurance as provided in this section, shall remain in effect only until the
widow or widower remarries; however, in the case where there are dependent children of
the deceased employee under the age of nineteen (19) years, then and in that event, the
widow, widower, children or guardian for the minor children may elect to have the
Township acquire the said hospitalization insurance policy for said children provided the
full costs of the premium of such insurance shall be paid to the Township at least one (1)
month in advance of any premium due date.
B.

Duty Related

Upon the duty-related death of any full-time employee of the Fire Department, the
Township shall provide a hospitalization and medical insurance policy for the deceased’s
spouse and minor dependent children and the cost of said policy shall be paid for by the
Township.
The policy referred to in this Section will be a type policy which shall be as equal
as possible and providing hospitalization insurance policies at the Township provided for
the employee prior to his/her death, it being fully understood that it might not be possible
for the Township to acquire the same hospitalization policy under its present group
insurance arrangement.
The service or aid to be rendered by the Township concerning the policy of
hospitalization insurance as provided in this Section, shall remain in effect only until the
widow or widower remarries; however, in the case where there are minor dependent
children of the deceased employee, then in that event, the widow, children or guardian for
the minor dependent children may elect to have the Township acquire the said
hospitalization insurance policy for said children, with the cost of said policy being paid
for by the Township until the child(ren) is (are) no longer minor dependent children.
Section 4.

Hospitalization Retiree Benefits

The Township shall provide each employee who retires with at least 25 years of
service with a hospitalization and medical insurance policy equal to Community Blue 10
(Division 0047) (Appendix “F”). The policy shall cover the retiree, retiree’s spouse, and
any minor dependent children, provided that the spouse and minor dependent children
were the spouse and minor dependent children on the date of the employee’s retirement.
When a retiree qualifies for Medicare and enrolls in Parts A and B the Township
shall continue to pay for the hospitalization and medical insurance policy that the retiree
had in retirement prior to turning Medicare eligible or the equivalent that supplements the
Medicare program. This benefit shall be applicable to the widow or widower of a retiree.
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Upon ratification of this agreement, bargaining unit members will be required to
contribute $35 per pay period into the Township Retiree Health Care Fund. Employees
transferring into the bargaining unit and hired by the Township on or after April 1, 2011
shall contribute six percent (6%) of base pay into the Township Retiree Health Care
Fund.
Section 5.

Dental Plan

The Township shall provide a dental plan for the employee and dependents with
equivalent benefits to those of Delta Dental 0016, incorporated herein as Appendix “G”.
The total cost of such a plan shall be paid by the Township for the employees, their
spouse and dependent children. It is agreed here that the plan provided above is a plan
description and does not mandate a specific vendor for benefits provision.
Retirees, their spouses, and any minor dependent children will be provided with
equivalent benefits to Delta Dental Class I &II benefits as described in Appendix “H”,
provided that the spouse and minor dependent children were the spouse and minor
dependent children on the date of the employee’s retirement.
Section 6.

Optical Insurance

The Township shall provide an optical insurance plan which covers annual eye
examinations and the annual purchase and/or replacement of single and multi-corrective
lenses (bi and tri focals), frames, safety glasses (employee only) and contact lenses. The
total cost of such insurance shall be paid by the Township for the employees, their spouse
and minor dependent children.
Scheduled benefits providing for:
Benefit
Eye Examination
Lenses
Single Vision
Bifocal
Trifocal
Lentocular
Frames
Contact Lenses

Amount
$45.00
$40.00
$60.00
$85.00
$105.00
$120.00
$120.00
$120.00

Period
12 months
12 months
12 months
12 months
12 months
12 months
12 months
12 months

Effective upon signing this agreement, the Township shall provide all members of
the bargaining unit with Lasik/RK procedure coverage with a maximum lifetime benefit
of two thousand five-hundred dollars ($2,500).
Retirees, their spouses, and any minor dependent children will be provided with
the same optical insurance plan benefits as are provided to active employees, provided
that the spouse and minor dependent children were the spouse and minor dependent
children on the date of the employee’s retirement.
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Section 7.

Payment in lieu of Health Insurance Coverage

Employees who are covered by another hospital/medical insurance plan may elect
to receive fifty dollars ($50) per week in lieu of participation in the Clinton Township
hospital/medical insurance plan. Employees electing this benefit must meet the
requirements and agree to the stipulations as described in Appendix “A” attached to this
agreement and complete the form “Waiver of Medical Insurance” attached to this
contract as Appendix “B”.
Section 8.

Flexible Spending Accounts

The Township shall establish Flexible Spending Accounts (FSAs) as governed by
IRS Code 125 regulations. Maximum contributions per employee are $2,500 for medical
accounts and $5,000 for dependent care accounts. Upon completion of the program
year, all funds remaining in either the medical or dependent care accounts shall revert to
the Township to cover program costs as specified under IRS regulations.
Section 9.

Workers’ Compensation

No sick days shall be charged to the account of an employee who is ill or who
have suffered an injury arising out of and connected with their employment and which
prevents them from performance of their duties for the Township.
Provisions of the worker’s compensation laws of the State of Michigan shall
apply to all injuries, accident or illness to employees arising from the performance of
their duties. Any employee who is unable to work as a result of such injury, accident or
illness shall be paid by the Township the difference between eighty (80%) percent of
their regular rate of pay and the amount received from workers’ compensation for the
duration of the recovery, not to exceed twelve (12) months from the date of injury,
accident or illness. During the twelve (12) month period, accrual of benefits (i.e.
seniority, pension service credit accrual, vacation and PTO) and medical insurance,
dental insurance, optical insurance and life insurance shall continue at full benefit levels.
At the end of twelve (12) months from date of injury, if the employee cannot
return to work in the same capacity, the employee’s employment relationship shall cease
unless the Township Board grants further extension.
During the twelve (12) month period, and no later than ten (10) months from the
injury, the employee shall notify the Township of his/her decision to apply for a disability
retirement to allow necessary time for the processing prior to the cessation of the
employment relationship with the Township.
Normal payroll tax deductions will be made on the supplement check issued by
the Township. However, total authorized deductions and pension contribution shall be
deducted at the full annualized bi-weekly rate.
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ARTICLE IX - EMPLOYEE COMPENSATION
Section 1.

Salaries Schedule

Salaries are predicted on a thirty-five hour work week schedule which is normally
7 work hours per day plus 1 hour for lunch. (These employees are commonly referred to
as 40 hour employees.) The normal work schedule is Monday through Friday, 8:30 a.m.
until 4:30 p.m. At the discretion of the Fire Chief, bargaining unit members may set an
alternate schedule.
It is agreed that the following annual salary schedule will be adopted.

April 1, 2018 (2%)
April 1, 2019 (2%)
April 1, 2020 (2%)
April 1, 2021 (2%)
April 1, 2022 (2%)
Section 2.

DEPUTY
FIRE CHIEF
$105,441
$107,550
$109,701
$111,895
$114,133

Direct Deposit

All members of the bargaining unit shall participate in direct deposit for all Township
pays. The Township will not issue paychecks in advance.
Section 3.
A.

Overtime & Compensatory Time

Overtime
Effective with the signing of this Collective Bargaining Agreement, off-duty
employees who are called to respond to an emergency situation shall be
compensated at the rate of time and one-half for a minimum of three (3) hours. In
the event an employee is required to work beyond three (3) hours on one call, the
rate of time and one-half shall prevail for the remaining hours or any part thereof
worked.
The call shall start from the time the employee is contacted and responds
affirmatively until the equipment is back in service, upon discretion of the officer
in charge, provided, however, that with relief the employee can be sent home and
the call terminated.
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B.

Compensatory Time
1.

2.

3.

C.

Compensatory time shall be accumulated as follows:
a.

No more than one hundred and twenty (120) hours of
compensatory time will be allowed on the books at any given time
for each individual.

b.

Unlimited hours can be taken in any contract year.

Compensatory time shall be used as follows:
a.

Compensatory time is to be used only when manpower permits,
with the approval of the Chief.

b.

Unlimited hours can be taken in any given schedule.

c.

Compensatory time may be used by itself or in conjunction
with vacation or leave days.

Payment for Compensatory Time
a.

Upon separation from service or entering the “Drop Program”
officers shall be paid for all their accrued compensatory time.

b.

In the event the separation is due to the employee’s death, the
payment for accrued compensatory time shall be paid to the
employee’s estate or legal representative or to their immediate
family as provided by law.

c.

When Compensatory Time is paid in a lump sum at the time of a
employee’s separation from service, a maximum of eighty (80)
hours of such time will be counted towards an employee’s final
compensation to be used in the calculation of his/her pension.

Fire Department Functions
All employees that agree to work and are then scheduled for a fire department
function on an off-duty day shall receive compensatory time or overtime with the
approval of the Fire Chief.

D.

Clinic/Therapy Visits
All employees that are required to attend the Township assigned clinic for an
initial visit, re-visit, or for therapy sessions after their scheduled work day, shall
receive a minimum of two (2) hours of compensatory time, plus mileage.
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Section 4.

Longevity

All employees shall receive longevity pay in accordance with the following
schedule, subject to the condition that said percentage factor shall be applied to base
salary, with a maximum base limit of thirteen thousand ($13,000.00) dollars:
A.

Two percent (2%) of gross base pay beginning with the 6th year of service.

B.

Four percent (4%) of gross base pay beginning with 11th year of service.

C.

Six percent (6%) of gross base pay beginning with the 16th year of service.

D.

Eight percent (8%) of gross base pay beginning the 21st year of service.

E.

Ten percent (10%) of gross base pay beginning the 26th year of service.

Longevity pay shall be due and payable in a lump sum payment on the last pay
day in November in each year during the term of this agreement. In the event of
termination of employment, longevity pay shall be prorated to the date of termination on
a monthly basis with the terminating month being included if the employee worked the
majority of that month.
Section 5.

Uniform & Clothing Allowance

A.
Each employee shall receive the sum of one thousand ($1,000) dollars annually
for the purpose of maintaining, cleaning, altering, sewing on of buttons, repairs, patches,
and/or replacing such uniform or parts thereof.
Employees shall receive such amount on the last pay date in May in accordance
with the policy heretofore established for clothing maintenance and replacement. The
annual payment shall be for the calendar year. In the event of termination of employment,
such payment shall be prorated.
B.
The Township will repair or replace any items broken or damaged in the line of
duty that was not caused through the negligence of the employee up to a maximum of
two hundred ($200.00) dollars.
Section 6.

School Tuition

An employee who on his/her days off attends an accredited college, university, trade
school, or technical school in a course or program related to his/her work in the Township, with the
approval of the Township Supervisor or designee, shall be reimbursed by the Township in the
amount of tuition and books, except that the Township shall only reimburse tuition costs for
college courses up to an amount equal to the cost of twenty (20) credit hours per year based upon
the per credit cost at Macomb Community College. The tuition reimbursement limit for classes
and course material leading to a degree beyond an associate’s degree will be $5,000 per year.
Employees shall be reimbursed by the Township within thirty (30) days upon submission of proper
Fire Chiefs Collective Bargaining Agreement
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documentation that he/she has satisfactorily completed the course with a passing grade of “C” or
better.
If an employee terminates employment within one (1) year of receiving any portion of said
funds, unless for normal age and service retirement, the employee will return said funds on prorata
basis commencing the month of receiving the funds. A month shall be counted for proration only
if the employee worked the greater portion of working days in that month.
Section 7.

Educational Allowance and/or Educational Incentive

To avoid a two tier system, the present educational allowance will be superseded by an
annual allowance to a one time payment unless you possess a bachelor’s degree or higher.
Upon completion of a fire science certificate, which is equal to approximately 30 hours, a
one time bonus would be paid of $500.00.
Upon completion of an associates degree, which is approximately 60 hours, a one time
bonus would be paid of $1,000.00.
Upon completion and achievement of Bachelor of Science Degree in Fire Science or an
associated field, a $600.00 annual payment shall be paid to the employee for a period of 5
consecutive years so long as the employee is employed by the Township.
It is agreed that any employee receiving an educational allowance would have to give back
the allowance if they leave the employ of the Township within 12 months of receiving the same
unless they were retiring. Naturally, if an employee is retiring and if his/her educational incentive
is still active, it will be null and void at the time of retirement.

ARTICLE X – PENSIONS
Section 1.

Multiplier

Each employee, including those currently enrolled in the DROP program, shall be
provided a regular retirement pension equal to two point eight (2.8%) percent of the
member’s average final compensation multiplied by the first Twenty-Five (25) years of
service credited to the member, with a maximum of Seventy (70%) percent.
Section 2.

Average Final Compensation

The Firemen and Policeman Pensions Act (MCLA 38.551), Section 6(1)(f), as
amended for Fire Department members providing that “average final compensation” shall
mean the average of three (3) years of highest annual compensation received by the
member during their ten (10) years of service immediately preceding their retirement or
leaving service, is hereby adopted for the Employees upon execution of this agreement.
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Section 3.

13th Check

For employees who retire on or after April 1, 2000, and after five years of
retirement, said retirees will be eligible yearly for a performance bonus of a 13th
(additional) check, not to exceed an amount greater than their monthly pension check. If
surplus funds are inadequate to provide a full month’s payment, the checks will be
prorated based on the retiree’s monthly benefit. The surplus funds, as determined by the
Annual Actuarial Valuation attributed to fire members of the Clinton Township Fire and
Police Retirement System, will be a maximum of half the excess over the actuarial
assumed rate of return. Surplus or deficit funds in any given year shall not affect any
valuations in subsequent years. Any distributions shall be made no later than the second
month following the publication of the actuarial valuation.
Section 4.

Employee Contribution

The employee’s annual pension contribution shall be seven (7%) percent of all
taxable wages. The appropriate amount shall be deducted from each paycheck the
employee receives.
Section 5.

Annuity Withdrawal

Upon normal service retirement (25 years of service), excluding disability or early
retirement, Employees of the bargaining unit shall be entitled to withdraw up to their
accumulated contributions (including interest) to the system, provided that they agree to
accept an appropriate lesser monthly benefit. Such lesser benefit is to be computed by
the Township’s actuary using a method intended to prevent such contribution withdrawal
from costing the Township or the pension fund any additional monies. For the purpose of
this calculation the actuary shall use the then current interest rate for immediate annuities
published by the Pension Benefit Guarantee Corporation and the actuary shall also use
mortality table used for the most recent regular actuarial determination. In the event the
PBGC interest rate is no longer published, the current interest rate for the ten (10) year T
Bill shall be used. Effective April 1, 1997, the annuity withdrawal option shall be
available to employees who leave the employment of the Township and who vest their
pensions. The withdrawal will be made at the time the employee begins drawing a
pension from the Township.
Section 6.

Service Required For Normal Retirement

The requirement for a normal service retirement shall be 25 years of service with
no age requirement.
Section 7.

Surviving Spouse Benefit For Retiree On Duty Disability Retirement

A surviving spouse of a retiree who is receiving a duty disability pension at the
time of death shall continue to receive the same duty disability pension benefit
throughout the life of the surviving spouse. It is understood that this would entitle the
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surviving spouse to the same benefit he/she would receive had the retiree lived to the age
of fifty-five (55) years and has selected their spouse as beneficiary under Act 345.
Section 8.

Defined Contribution Pension

The Township agrees to create a 401(a) defined contribution plan for bargaining
unit members who have reached the 70% cap in the Act 345 defined benefit pension
system and who were promoted to the unit on or after November 1, 2008. Current
bargaining unit members eligible to participate in the DROP may also enter the defined
contribution plan after expiration of the five (5) year DROP term.
The 401(a) defined contribution plan will be maintained with Fidelity Investments
and will require a mandatory Township contribution of 7% of wages and a mandatory
employee contribution of 7% of wages. Thereafter, the Township will match an
employee’s contribution dollar for dollar at the current maximum allowed by the Internal
Revenue Service up to 25%. Upon entering the 401(a) defined contribution plan, the
employee’s seven percent (7.00%) contribution to the Act 345 pension system will cease.
During participation in the defined contribution plan, the participant continues with full
employment status and receives all future promotions and benefit/wage increases. It is
understood by both parties to this agreement that voluntary employee contributions are
post-tax contributions. It is also understood by both parties that it is the participant’s sole
responsibility for analyzing the tax consequences of participation in the 401(a) defined
contribution system.

ARTICLE XI – VALID MICHIGAN DRIVER’S LICENSE
As a condition of employment, all employees must maintain a valid Michigan
Driver’s License. Failure to maintain such a license shall automatically terminate the
employment agreement.

ARTICLE XII – EMPLOYEES USING TOWNSHIP VEHICLES
Employees may use a Township vehicle for personal use and transportation to and
from work, provided that they reside in Wayne, Oakland, Macomb, or St. Clair Counties.
If they reside in any other county, they will be required to use their own vehicle to
commute from work to home and back. The employees shall otherwise comply with the
Fire Department’s policy regarding the use of a department vehicle.

ARTICLE XIII – OUT OF STATE CONFERENCES
The Fire Chief shall be permitted to attend out of state conferences. The
Employer will be required to pay the expenses of travel, accommodations, and
conference registration in accordance with its travel policy in effect from time to time
that is consistent with other department heads in the Township. In the event travel
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expenses are denied, employee may still attend the particular conference(s) requested and
receive work leave to do so.
ARTICLE XIV – MAINTENANCE OF CONDITIONS
The Township will make no unilateral changes in wage, hours, and conditions of
employment contrary to the provisions of this agreement during the term of this
Agreement.
Pursuant to Act 9 of 2011, the parties are notified that an emergency manager
appointed under the Local Government and School District Fiscal Accountability Act
(Public Act 4 of 2011) may reject, modify, or terminate the collective bargaining
agreement of the parties a provided in Public Act 4 of 2011.
ARTICLE XV – TERM OF CONTRACT
This contract shall be effective as of April 1, 2018 and remain in full force and
effect until March 31, 2023.
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APPENDIX “A”
PAY IN LIEU OF HEALTH INSURANCE COVERAGE
The UNION and the EMPLOYER recognize that in some instances employees have
duplicate health insurance coverage. In these cases the Township and another employer are both
paying insurance premiums and the employee is receiving little or no additional benefits. In an
effort to avoid this wasteful duplication, the parties have agreed upon the following program which
allow employees to decline the Township provided hospital/medical insurance program and
receive instead a contribution to their deferred compensation account.
A.

ELIGIBILITY

All employees who are covered or eligible for coverage by the Employer’s hospital/medical
insurance programs are eligible for this option. They may take advantage of this option by:

B.

1.)

Providing written proof that they have current coverage under another health
insurance plan and;

2.)

Submitting the “Waiver of Medical Insurance” form which appears as Appendix B
to this agreement.

AMOUNT OF BENEFIT

The Employment will compensate the employee in the amount $100 per pay period in addition to
his/her normal pay.
C.

STIPULATIONS

The parties agree to the following stipulations:
1.

Employees may elect this option at any time.

2.

The supplemental pay will begin with the first pay date in the month that insurance
coverage ceases. There will be no retroactive payments.

3.

Employees may elect to reinstate their health insurance coverage and drop the
supplemental pay plan at the annual health insurance open enrollment. If an employee
wishes to reinstate their health insurance coverage at any other time, they may do so only
if the reinstatement is due to loss of coverage as a result of the death of, divorce from, or
loss of coverage due to the unemployment of the individual covering the employee under
another plan.

4.

Those persons who are eligible for hospital/medical insurance at the inception of this
agreement but who have elected not to be insured by the Township plan because they are
covered by another plan, will be eligible for this option.
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5.

In those cases where both a husband and wife work for the Township, one person may
carry his/her spouse and dependents on the health insurance policy and the other person
may elect the supplemental pay plan.

6.

When an employee elects to drop his/her insurance coverage, he/she must drop it for
him/her self and all dependents. (e.g. A parent cannot drop insurance for him/her self
and retain coverage for his/her children).

7.

The Provisions of this plan which pertain to adding or dropping insurance coverage are
subject to the administrative rules of the insurance carriers for the Township.
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APPENDIX “B”
WAIVER OF MEDICAL INSURANCE
AND ELECTION OF SUPPLEMENTAL PAY
IN LIEU OF PARTICIPATION IN GROUP MEDICAL INSURANCE

I hereby authorize the Charter Township of Clinton to cancel my group medical plan if I currently
have group coverage and provide supplemental pay to me of $100.00 per pay in lieu of
participation in any Township group medical plan. I affirm that I am covered by the health plan
coverage offered through:

__________________________________________*
(Name of Company or Carrier)

I understand that by exercising the election to receive these payments, I will receive no benefits or
payments as primary subscriber from any Township group medical plan.
I understand that except in the case of death, divorce from, or lost of coverage due to the
unemployment of the individual covering me under another plan, I will not be eligible for
enrollment in any of Clinton Township’s group medical plans until the next open enrollment
period.
I understand that if I wish to enroll in any if Clinton Township’s group medical plans at a later
date, I will be subject to that plan’s enrollment rules.

______________________________
NAME (PLEASE PRINT)

_______________________________
SIGNATURE

______________________________
DATE

________________________________
DEPARTMENT NAME

______________________________
SOCIAL SECURITY NUMBER

*If covered elsewhere, you must provide written proof of other coverage.
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Blue Cross Blue Shield Michigan: Division 0048
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document by calling Human Resources at 1-586-723-8072
Important Questions

Answers

Why this Matters:

What is the overall
deductible?

You must pay all the costs up to the deductible amount before this plan begins to pay for
$500 person /
covered services you use. Check your policy or plan document to see when the deductible
$1,000 family
starts over (usually, but not always, January 1st). See the chart starting on page 2 for how
Doesn’t apply to preventive care much you pay for covered services after you meet the deductible.

Are there other
deductibles for specific
services?

There are deductibles for
services received by out-ofnetwork providers. $1,000
person / $2,000 family

You must pay all of the costs for these services up to the specific deductible amount
before this plan begins to pay for these services.

Is there an out–of–
pocket limit on my
expenses?

Yes. $2,000 person / $4,000
family for services received by
in-network providers.

The out-of-pocket limit is the most you could pay during a coverage period (usually one
year) for your share of the cost of covered services. This limit helps you plan for health
care expenses. Higher out-of-pocket limits exist for services received by out-of-network
providers.

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

Copays, Premiums, balancebilled charges, and health care
this plan doesn’t cover.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
Total out-of-pocket limit including copays is $6,350 person / $12,700 family.

Is there an overall
annual limit on what
the plan pays?

No.

The chart starting on page 2 describes any limits on what the plan will pay for specific
covered services, such as office visits.

Does this plan use a
network of providers?

Yes. See www.bcbsm.com for
a list of participating providers.

If you use an in-network doctor or other health care provider, this plan will pay some or all
of the costs of covered services. Be aware, your in-network doctor or hospital may use an
out-of-network provider for some services. Plans use the term in-network, preferred, or
participating for providers in their network. See the chart starting on page 2 for how this
plan pays different kinds of providers.

Do I need a referral to
see a specialist?

No. You don’t need a referral to
You can see the specialist you choose without permission from this plan.
see a specialist.

Are there services this
plan doesn’t cover?

Yes.

Some of the services this plan doesn’t cover are listed on page 4. See your policy or plan
document for additional information about excluded services.

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "C"
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Blue Cross Blue Shield Michigan: Division 0048
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

• Copayments are fixed dollar amounts (for example, $10) you pay for covered health care, usually when you receive the service.
• Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.
• The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)
• This plan may encourage you to use participating providers by charging you lower deductibles, copayments and coinsurance amounts.
Your Cost If
Your Cost If
You Use a
Common
You Use a
Services You May Need
Limitations & Exceptions
NonParticipating
Medical Event
Participating
Provider
Provider
Primary care visit to treat an injury or illness $20 copay/visit
40% coinsurance
If you visit a health
Specialist visit
$20 copay/visit
40% coinsurance
care provider’s office
Other practitioner office visit
$20 copay/visit
40% coinsurance
or clinic
Preventive care/screening/immunization
No charge
Not covered
Not covered for non-BCBSM
If you have a test

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

Diagnostic test (x-ray, blood work)
Imaging (CT/PET scans, MRIs)

20% coinsurance
20% coinsurance

40% coinsurance
40% coinsurance

Generic drugs

$15 copay

$15 copay + 25%

Preferred brand drugs

$30 copay

$30 copay + 25%

Non-preferred brand drugs

$60 copay

$60 copay + 25%

Specialty drugs

$60 copay

Not covered

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "C"

Payment increases for non-BCBSM
Payment increases for non-BCBSM
Covers up to a 30-day supply (retail
prescription); 31-90 day supply (mail
order prescription) 2x copay
Covers up to a 30-day supply (retail
prescription); 31-90 day supply (mail
order prescription) 2x copay
Covers up to a 30-day supply (retail
prescription); 31-90 day supply (mail
order prescription) 2x copay
Covers up to a 30-day supply (retail
prescription); 31-90 day supply (mail
order prescription) 2x copay
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Blue Cross Blue Shield Michigan: Division 0048
Summary of Benefits and Coverage: What this Plan Covers & What it Costs
If you have
outpatient surgery
If you need
immediate medical
attention
If you have a
hospital stay
If you have mental
health, behavioral
health, or substance
abuse needs
If you are pregnant

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

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

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

20% coinsurance

40% coinsurance

Payment increases for non-BCBSM

Physician/surgeon fees
20% coinsurance
Emergency room services
$100 copay/visit
Emergency medical transportation
20% coinsurance
Urgent care
$20 copay/visit
Facility fee (e.g., hospital room)
20% coinsurance
Physician/surgeon fee
20% coinsurance
Mental/Behavioral health outpatient services 20% coinsurance
Mental/Behavioral health inpatient services
20% coinsurance
Substance use disorder outpatient services
20% coinsurance
Substance use disorder inpatient services
20% coinsurance
Prenatal and postnatal care
100% covered
Delivery and all inpatient services
20% coinsurance
Home health care
20% coinsurance
Rehabilitation services
20% coinsurance
Habilitation services
20% coinsurance
Skilled nursing care
20% coinsurance
Durable medical equipment
20% coinsurance
Hospice service
100% covered
Eye exam
Not covered
Glasses
Not covered
Dental check-up
Not covered

40% coinsurance
$100 copay/visit
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
20% coinsurance
40% coinsurance
40% coinsurance
20% coinsurance
20% coinsurance
100% covered
Not Covered
Not Covered
Not Covered

Payment increases for non-BCBSM
Waived if admitted to hospital
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
60 visits per calendar year
Payment increases for non-BCBSM
120 days per calendar year

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "C"

Four 90-day periods
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Blue Cross Blue Shield Michigan: Division 0048
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

Excluded Services & Other Covered Services:
Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)
•

Cosmetic surgery

•

Long-term care

•

Routine eye care (Adult)

•

Certain Experimental Medicine

•

Non-emergency care when traveling outside
the U.S.

•

Elective procedures that are not medically
necessary

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these
services.)
•

Organ transplants

•

Chiropractic care

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "C"
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Voluntary sterilization
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Blue Cross Blue Shield Michigan: Division 0048
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

Your Rights to Continue Coverage:
If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply.
For more information on your rights to continue coverage, contact the plan at 1-586-723-8072. You may also contact your state insurance department, the U.S.
Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human
Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact: Human Resources, 40700 Romeo Plank Road, Clinton Township, MI 48038, 1-586723-8072 or the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.
–– Language Access Services:
Spanish (Español): Para obtener asistencia en Español, llame al 1-800-999-0114.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-999-0114.
Chinese (中文): 如果需要中文的帮助，请拨打这个号码 1-800-999-0114.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-999-0114.
––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next page.––––––––––––––––––––––

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "C"
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Blue Cross Blue Shield Michigan: Division 0048
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

About these Coverage
Examples:
These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

This is
not a cost
estimator.
Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of
that care will also be
different.
See the next page for
important information about
these examples.

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

Having a baby

Managing type 2 diabetes

(normal delivery)

(routine maintenance of
a well-controlled condition)

 Amount owed to providers: $7,540
 Plan pays $6,550
 Patient pays $1,845

 Amount owed to providers: $5,400
 Plan pays $3,945
 Patient pays $1,455

Sample care costs:
Hospital charges (mother)
Routine obstetric care
Hospital charges (baby)
Anesthesia
Laboratory tests
Prescriptions
Radiology
Vaccines, other preventive
Total

$2,700
$2,100
$900
$900
$500
$200
$200
$40
$7,540

Sample care costs:
Prescriptions
Medical Equipment and Supplies
Office Visits and Procedures
Education
Laboratory tests
Vaccines, other preventive
Total

$2,900
$1,300
$700
$300
$100
$100
$5,400

Patient pays:
Deductibles
Copays
Coinsurance
Limits or exclusions
Total

$1,000
$45
$800
$0
$1,845

Patient pays:
Deductibles
Copays
Coinsurance
Limits or exclusions
Total

$500
$775
$180
$0
$1,455

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "C"

Note: These numbers assume the patient is
filling scripts at a participating pharmacy.
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Blue Cross Blue Shield Michigan: Division 0048
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

Questions and answers about the Coverage Examples:
What are some of the
assumptions behind the
Coverage Examples?
•
•

•
•
•
•
•

Costs don’t include premiums.
Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.
The patient’s condition was not an
excluded or preexisting condition.
All services and treatments started and
ended in the same coverage period.
There are no other medical expenses for
any member covered under this plan.
Out-of-pocket expenses are based only
on treating the condition in the example.
The patient received all care from innetwork providers. If the patient had
received care from out-of-network
providers, costs would have been higher.

What does a Coverage Example
show?

Can I use Coverage Examples
to compare plans?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Yes. When you look at the Summary of

Does the Coverage Example
predict my own care needs?

 No. Treatments shown are just examples.

The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

 No. Coverage Examples are not cost

estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "C"

Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs I should
consider when comparing
plans?

Yes. An important cost is the premium

you pay. Generally, the lower your
premium, the more you’ll pay in out-ofpocket costs, such as copayments,
deductibles, and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAs) that help you pay out-of-pocket
expenses.
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Blue Cross Blue Shield Michigan: Division 0049
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document by calling Human Resources at 1-586-723-8072
Important Questions

Answers

Why this Matters:

What is the overall
deductible?

You must pay all the costs up to the deductible amount before this plan begins to pay for
$1,000 person /
covered services you use. Check your policy or plan document to see when the deductible
$2,000 family
starts over (usually, but not always, January 1st). See the chart starting on page 2 for how
Doesn’t apply to preventive care much you pay for covered services after you meet the deductible.

Are there other
deductibles for specific
services?

There are deductibles for
services received by out-ofnetwork providers. $2,000
person / $4,000 family

You must pay all of the costs for these services up to the specific deductible amount
before this plan begins to pay for these services.

Is there an out–of–
pocket limit on my
expenses?

Yes. $3,000 person / $6,000
family for services received by
in-network providers.

The out-of-pocket limit is the most you could pay during a coverage period (usually one
year) for your share of the cost of covered services. This limit helps you plan for health
care expenses. Higher out-of-pocket limits exist for services received by out-of-network
providers.

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

Copays, Premiums, balancebilled charges, and health care
this plan doesn’t cover.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
Total out-of-pocket limit including copays is $6,350 person / $12,700 family.

Is there an overall
annual limit on what
the plan pays?

No.

The chart starting on page 2 describes any limits on what the plan will pay for specific
covered services, such as office visits.

Does this plan use a
network of providers?

Yes. See www.bcbsm.com for
a list of participating providers.

If you use an in-network doctor or other health care provider, this plan will pay some or all
of the costs of covered services. Be aware, your in-network doctor or hospital may use an
out-of-network provider for some services. Plans use the term in-network, preferred, or
participating for providers in their network. See the chart starting on page 2 for how this
plan pays different kinds of providers.

Do I need a referral to
see a specialist?

No. You don’t need a referral to
You can see the specialist you choose without permission from this plan.
see a specialist.

Are there services this
plan doesn’t cover?

Yes.

Some of the services this plan doesn’t cover are listed on page 4. See your policy or plan
document for additional information about excluded services.

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "D"
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Blue Cross Blue Shield Michigan: Division 0049
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

• Copayments are fixed dollar amounts (for example, $10) you pay for covered health care, usually when you receive the service.
• Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.
• The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)
• This plan may encourage you to use participating providers by charging you lower deductibles, copayments and coinsurance amounts.
Your Cost If
Your Cost If
You Use a
Common
You Use a
Services You May Need
Limitations & Exceptions
NonParticipating
Medical Event
Participating
Provider
Provider
Primary care visit to treat an injury or illness $30 copay/visit
40% coinsurance
If you visit a health
Specialist visit
$30 copay/visit
40% coinsurance
care provider’s office
Other practitioner office visit
$30 copay/visit
40% coinsurance
or clinic
Preventive care/screening/immunization
No charge
Not covered
Not covered for non-BCBSM
If you have a test

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

Diagnostic test (x-ray, blood work)
Imaging (CT/PET scans, MRIs)

20% coinsurance
20% coinsurance

40% coinsurance
40% coinsurance

Generic drugs

$15 copay

$15 copay + 25%

Preferred brand drugs

$30 copay

$30 copay + 25%

Non-preferred brand drugs

$60 copay

$60 copay + 25%

Specialty drugs

$60 copay

Not covered

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "D"

Payment increases for non-BCBSM
Payment increases for non-BCBSM
Covers up to a 30-day supply (retail
prescription); 31-90 day supply (mail
order prescription) 2x copay
Covers up to a 30-day supply (retail
prescription); 31-90 day supply (mail
order prescription) 2x copay
Covers up to a 30-day supply (retail
prescription); 31-90 day supply (mail
order prescription) 2x copay
Covers up to a 30-day supply (retail
prescription); 31-90 day supply (mail
order prescription) 2x copay
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Blue Cross Blue Shield Michigan: Division 0049
Summary of Benefits and Coverage: What this Plan Covers & What it Costs
If you have
outpatient surgery
If you need
immediate medical
attention
If you have a
hospital stay
If you have mental
health, behavioral
health, or substance
abuse needs
If you are pregnant

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

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

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

20% coinsurance

40% coinsurance

Payment increases for non-BCBSM

Physician/surgeon fees
20% coinsurance
Emergency room services
$150 copay/visit
Emergency medical transportation
20% coinsurance
Urgent care
$30 copay/visit
Facility fee (e.g., hospital room)
20% coinsurance
Physician/surgeon fee
20% coinsurance
Mental/Behavioral health outpatient services 20% coinsurance
Mental/Behavioral health inpatient services
20% coinsurance
Substance use disorder outpatient services
20% coinsurance
Substance use disorder inpatient services
20% coinsurance
Prenatal and postnatal care
100% covered
Delivery and all inpatient services
20% coinsurance
Home health care
20% coinsurance
Rehabilitation services
20% coinsurance
Habilitation services
20% coinsurance
Skilled nursing care
20% coinsurance
Durable medical equipment
20% coinsurance
Hospice service
100% covered
Eye exam
Not covered
Glasses
Not covered
Dental check-up
Not covered

40% coinsurance
$150 copay/visit
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
20% coinsurance
40% coinsurance
40% coinsurance
20% coinsurance
20% coinsurance
100% covered
Not Covered
Not Covered
Not Covered

Payment increases for non-BCBSM
Waived if admitted to hospital
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
60 visits per calendar year
Payment increases for non-BCBSM
120 days per calendar year

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "D"

Four 90-day periods
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Blue Cross Blue Shield Michigan: Division 0049
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

Excluded Services & Other Covered Services:
Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)
•

Cosmetic surgery

•

Long-term care

•

Routine eye care (Adult)

•

Certain Experimental Medicine

•

Non-emergency care when traveling outside
the U.S.

•

Elective procedures that are not medically
necessary

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these
services.)
•

Organ transplants

•

Chiropractic care

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "D"

•

Voluntary sterilization
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Blue Cross Blue Shield Michigan: Division 0049
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

Your Rights to Continue Coverage:
If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply.
For more information on your rights to continue coverage, contact the plan at 1-586-723-8072. You may also contact your state insurance department, the U.S.
Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human
Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact: Human Resources, 40700 Romeo Plank Road, Clinton Township, MI 48038, 1-586723-8072 or the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.
–– Language Access Services:
Spanish (Español): Para obtener asistencia en Español, llame al 1-800-999-0114.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-999-0114.
Chinese (中文): 如果需要中文的帮助，请拨打这个号码 1-800-999-0114.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-999-0114.
––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next page.––––––––––––––––––––––

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "D"
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Blue Cross Blue Shield Michigan: Division 0049
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

About these Coverage
Examples:
These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

This is
not a cost
estimator.
Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of
that care will also be
different.
See the next page for
important information about
these examples.

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

Having a baby

Managing type 2 diabetes

(normal delivery)

(routine maintenance of
a well-controlled condition)

 Amount owed to providers: $7,540
 Plan pays $4,935
 Patient pays $2,605

 Amount owed to providers: $5,400
 Plan pays $3,545
 Patient pays $1,855

Sample care costs:
Hospital charges (mother)
Routine obstetric care
Hospital charges (baby)
Anesthesia
Laboratory tests
Prescriptions
Radiology
Vaccines, other preventive
Total

$2,700
$2,100
$900
$900
$500
$200
$200
$40
$7,540

Sample care costs:
Prescriptions
Medical Equipment and Supplies
Office Visits and Procedures
Education
Laboratory tests
Vaccines, other preventive
Total

$2,900
$1,300
$700
$300
$100
$100
$5,400

Patient pays:
Deductibles
Copays
Coinsurance
Limits or exclusions
Total

$1,900
$45
$660
$0
$2,605

Patient pays:
Deductibles
Copays
Coinsurance
Limits or exclusions
Total

$1,000
$775
$80
$0
$1,855

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "D"

Note: These numbers assume the patient is
filling scripts at a participating pharmacy.
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Blue Cross Blue Shield Michigan: Division 0049
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

Questions and answers about the Coverage Examples:
What are some of the
assumptions behind the
Coverage Examples?
•
•

•
•
•
•
•

Costs don’t include premiums.
Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.
The patient’s condition was not an
excluded or preexisting condition.
All services and treatments started and
ended in the same coverage period.
There are no other medical expenses for
any member covered under this plan.
Out-of-pocket expenses are based only
on treating the condition in the example.
The patient received all care from innetwork providers. If the patient had
received care from out-of-network
providers, costs would have been higher.

What does a Coverage Example
show?

Can I use Coverage Examples
to compare plans?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Yes. When you look at the Summary of

Does the Coverage Example
predict my own care needs?

 No. Treatments shown are just examples.

The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

 No. Coverage Examples are not cost

estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "D"

Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs I should
consider when comparing
plans?

Yes. An important cost is the premium

you pay. Generally, the lower your
premium, the more you’ll pay in out-ofpocket costs, such as copayments,
deductibles, and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAs) that help you pay out-of-pocket
expenses.
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Blue Cross Blue Shield Michigan: Division 0050
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document by calling Human Resources at 1-586-723-8072
Important Questions

Answers

Why this Matters:

What is the overall
deductible?

You must pay all the costs up to the deductible amount before this plan begins to pay for
$250 person /
covered services you use. Check your policy or plan document to see when the deductible
$500 family
starts over (usually, but not always, January 1st). See the chart starting on page 2 for how
Doesn’t apply to preventive care much you pay for covered services after you meet the deductible.

Are there other
deductibles for specific
services?

There are deductibles for
services received by out-ofnetwork providers. $500
person / $1,000 family

You must pay all of the costs for these services up to the specific deductible amount
before this plan begins to pay for these services.

Is there an out–of–
pocket limit on my
expenses?

Yes. $750 person / $1,500
family for services received by
in-network providers.

The out-of-pocket limit is the most you could pay during a coverage period (usually one
year) for your share of the cost of covered services. This limit helps you plan for health
care expenses. Higher out-of-pocket limits exist for services received by out-of-network
providers.

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

Copays, Premiums, balancebilled charges, and health care
this plan doesn’t cover.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
Total out-of-pocket limit including copays is $6,350 person / $12,700 family.

Is there an overall
annual limit on what
the plan pays?

No.

The chart starting on page 2 describes any limits on what the plan will pay for specific
covered services, such as office visits.

Does this plan use a
network of providers?

Yes. See www.bcbsm.com for
a list of participating providers.

If you use an in-network doctor or other health care provider, this plan will pay some or all
of the costs of covered services. Be aware, your in-network doctor or hospital may use an
out-of-network provider for some services. Plans use the term in-network, preferred, or
participating for providers in their network. See the chart starting on page 2 for how this
plan pays different kinds of providers.

Do I need a referral to
see a specialist?

No. You don’t need a referral to
You can see the specialist you choose without permission from this plan.
see a specialist.

Are there services this
plan doesn’t cover?

Yes.

Some of the services this plan doesn’t cover are listed on page 4. See your policy or plan
document for additional information about excluded services.

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "E"
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Blue Cross Blue Shield Michigan: Division 0050
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

• Copayments are fixed dollar amounts (for example, $10) you pay for covered health care, usually when you receive the service.
• Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.
• The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)
• This plan may encourage you to use participating providers by charging you lower deductibles, copayments and coinsurance amounts.
Your Cost If
Your Cost If
You Use a
Common
You Use a
Services You May Need
Limitations & Exceptions
NonParticipating
Medical Event
Participating
Provider
Provider
Primary care visit to treat an injury or illness $20 copay/visit
40% coinsurance
If you visit a health
Specialist visit
$20 copay/visit
40% coinsurance
care provider’s office
Other practitioner office visit
$20 copay/visit
40% coinsurance
or clinic
Preventive care/screening/immunization
No charge
Not covered
Not covered for non-BCBSM
If you have a test

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

Diagnostic test (x-ray, blood work)
Imaging (CT/PET scans, MRIs)

10% coinsurance
10% coinsurance

40% coinsurance
40% coinsurance

Generic drugs

$7 copay

$7 copay + 25%

Preferred brand drugs

$35 copay

$35 copay + 25%

Non-preferred brand drugs

$70 copay

$70 copay + 25%

Specialty drugs

$70 copay

Not covered

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "E"

Payment increases for non-BCBSM
Payment increases for non-BCBSM
Covers up to a 30-day supply (retail
prescription); 2x copay for 31-90 day
supply (mail order prescription)
Covers up to a 30-day supply (retail
prescription); 2x copay for 31-90 day
supply (mail order prescription)
Covers up to a 30-day supply (retail
prescription); 2x copay for 31-90 day
supply (mail order prescription)
Covers up to a 30-day supply (retail
prescription); 2x copay for 31-90 day
supply (mail order prescription)
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Blue Cross Blue Shield Michigan: Division 0050
Summary of Benefits and Coverage: What this Plan Covers & What it Costs
If you have
outpatient surgery
If you need
immediate medical
attention
If you have a
hospital stay
If you have mental
health, behavioral
health, or substance
abuse needs
If you are pregnant

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

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

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

10% coinsurance

40% coinsurance

Payment increases for non-BCBSM

Physician/surgeon fees
10% coinsurance
Emergency room services
$50 copay/visit
Emergency medical transportation
10% coinsurance
Urgent care
$10 copay/visit
Facility fee (e.g., hospital room)
10% coinsurance
Physician/surgeon fee
10% coinsurance
Mental/Behavioral health outpatient services 10% coinsurance
Mental/Behavioral health inpatient services
10% coinsurance
Substance use disorder outpatient services
10% coinsurance
Substance use disorder inpatient services
10% coinsurance
Prenatal and postnatal care
100% covered
Delivery and all inpatient services
10% coinsurance
Home health care
10% coinsurance
Rehabilitation services
10% coinsurance
Habilitation services
10% coinsurance
Skilled nursing care
10% coinsurance
Durable medical equipment
10% coinsurance
Hospice service
100% covered
Eye exam
Not covered
Glasses
Not covered
Dental check-up
Not covered

40% coinsurance
$50 copay/visit
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
40% coinsurance
10% coinsurance
40% coinsurance
40% coinsurance
10% coinsurance
10% coinsurance
100% covered
Not Covered
Not Covered
Not Covered

Payment increases for non-BCBSM
Waived if admitted to hospital
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
Payment increases for non-BCBSM
60 visits per calendar year
Payment increases for non-BCBSM
120 days per calendar year

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "E"

Four 90-day periods
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Blue Cross Blue Shield Michigan: Division 0050
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

Excluded Services & Other Covered Services:
Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)
•

Cosmetic surgery

•

Long-term care

•

Routine eye care (Adult)

•

Certain Experimental Medicine

•

Non-emergency care when traveling outside
the U.S.

•

Elective procedures that are not medically
necessary

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these
services.)
•

Organ transplants

•

Chiropractic care

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "E"

•

Voluntary sterilization
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Blue Cross Blue Shield Michigan: Division 0050
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

Your Rights to Continue Coverage:
If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply.
For more information on your rights to continue coverage, contact the plan at 1-586-723-8072. You may also contact your state insurance department, the U.S.
Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human
Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact: Human Resources, 40700 Romeo Plank Road, Clinton Township, MI 48038, 1-586723-8072 or the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.
–– Language Access Services:
Spanish (Español): Para obtener asistencia en Español, llame al 1-800-999-0114.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-999-0114.
Chinese (中文): 如果需要中文的帮助，请拨打这个号码 1-800-999-0114.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-999-0114.
––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next page.––––––––––––––––––––––

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "E"
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Blue Cross Blue Shield Michigan: Division 0050
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

About these Coverage
Examples:
These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

This is
not a cost
estimator.
Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of
that care will also be
different.
See the next page for
important information about
these examples.

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

Having a baby

Managing type 2 diabetes

(normal delivery)

(routine maintenance of
a well-controlled condition)

 Amount owed to providers: $7,540
 Plan pays $6,374
 Patient pays $1,166

 Amount owed to providers: $5,400
 Plan pays $4,300
 Patient pays $1,100

Sample care costs:
Hospital charges (mother)
Routine obstetric care
Hospital charges (baby)
Anesthesia
Laboratory tests
Prescriptions
Radiology
Vaccines, other preventive
Total

$2,700
$2,100
$900
$900
$500
$200
$200
$40
$7,540

Sample care costs:
Prescriptions
Medical Equipment and Supplies
Office Visits and Procedures
Education
Laboratory tests
Vaccines, other preventive
Total

$2,900
$1,300
$700
$300
$100
$100
$5,400

Patient pays:
Deductibles
Copays
Coinsurance
Limits or exclusions
Total

$500
$21
$645
$0
$1,166

Patient pays:
Deductibles
Copays
Coinsurance
Limits or exclusions
Total

$250
$735
$115
$0
$1,100

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "E"

Note: These numbers assume the patient is
filling scripts at a participating pharmacy.
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Blue Cross Blue Shield Michigan: Division 0050
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals | Plan Type: PPO

Questions and answers about the Coverage Examples:
What are some of the
assumptions behind the
Coverage Examples?
•
•

•
•
•
•
•

Costs don’t include premiums.
Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.
The patient’s condition was not an
excluded or preexisting condition.
All services and treatments started and
ended in the same coverage period.
There are no other medical expenses for
any member covered under this plan.
Out-of-pocket expenses are based only
on treating the condition in the example.
The patient received all care from innetwork providers. If the patient had
received care from out-of-network
providers, costs would have been higher.

What does a Coverage Example
show?

Can I use Coverage Examples
to compare plans?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Yes. When you look at the Summary of

Does the Coverage Example
predict my own care needs?

 No. Treatments shown are just examples.

The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

 No. Coverage Examples are not cost

estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Questions: Call 1-586-723-8072
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can
call 1-586-723-8072 to request a copy.
Appendix "E"

Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs I should
consider when comparing
plans?

Yes. An important cost is the premium

you pay. Generally, the lower your
premium, the more you’ll pay in out-ofpocket costs, such as copayments,
deductibles, and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAs) that help you pay out-of-pocket
expenses.
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Blue Cross Blue Shield of Michigan: Division 0047
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Important Questions

Answers
In-Network
Out-of-Network

$250 Individual/
What is the overall deductible?
$500 Family

$500 Individual/
$1,000 Family

Are there other deductibles for
No.
specific services?
Is there an out-of-pocket limit
on my expenses?
$750 Individual/ $4,500 Individual/
(May include a co-insurance
$1,500 Family
$9,000 Family
maximum)
Premiums, balance-billed charges, any
What is not included in the
pharmacy penalty and health care this
out-of-pocket limit?
plan doesn’t cover.
Is there an overall annual limit
No.
on what the plan pays?
Does this plan use a network
of providers?
Do I need a referral to see a
specialist?
Are there services this plan
doesn’t cover?

Coverage Period: 01/01/2018 – 12/31/2018
Coverage for: Covered Individuals
Plan Type: PPO
Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins to pay
for covered services you use. Check your policy or plan document to see when the
deductible starts over (usually, but not always, January 1st). See the chart starting on
page 2 for how much you pay for covered services after you meet the deductible.
You don’t have to meet deductibles for specific services, but see the chart starting on
page 2 for other costs for services this plan covers.
The out-of-pocket limit is the most you could pay during a coverage period (usually
one year) for your share of the cost of covered services. This limit helps you plan for
health care expenses.
Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
The chart starting on page 2 describes any limits on what the plan will pay for specific
covered services, such as office visits.

If you use an in-network doctor or other health care provider, this plan will pay some
Yes. For a list of in-network providers,
or all of the costs of covered services. Be aware, your in-network doctor or hospital may
see www.bcbsm.com or call the
use an out-of-network provider for some services. Plans use the term in-network,
number on the back of your BCBSM
preferred, or participating for providers in their network. See the chart starting on
ID card.
page 2 for how this plan pays different kinds of providers.
No.

You can see the specialist you choose without permission from this plan.

Yes.

Some of the services this plan doesn’t cover are listed on page 5. See your policy or plan
document for additional information about excluded services.

Group Number 007011509-0047
Questions: Call the number on the back of your BCBSM ID card or visit us at www.bcbsm.com. If you aren’t clear about any of the underlined terms used in this
form, see the Glossary. You can view the Glossary at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call
the number on the back of your BCBSM ID card to request a copy.
SBC000000603400
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• Co-payments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.
• Co-insurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the plan’s
allowed amount for an overnight hospital stay is $1,000, your co-insurance payment of 20% would be $200. This may change if you haven’t met
your deductible.
• The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed
amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed
amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

• This plan may encourage you to use in-network providers by charging you lower deductibles, co-payments and co-insurance amounts.
Common
Medical Event

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

If you have a test

If you need drugs to
treat your illness or
condition
Some plans may have a
separate out of pocket
maximum for
prescription drug
coverage, for more
information please
contact your plan
administrator

Your cost if you use a
In-Network Provider Out-of-Network Provider
Primary care visit to
40% co-insurance after
$10 co-pay
treat an injury or illness
deductible
40% co-insurance after
Specialist visit
$10 co-pay
deductible
40% co-insurance after
No Charge for chiropractic
Other practitioner office
deductible for chiropractic
and osteopathic manipulative
visit
and osteopathic manipulative
therapy
therapy
Preventive care/
No Charge
Not Covered
screening/immunization

Services You May
Need

Limitations & Exceptions
---none-----none--Limited to a combined maximum of 24 visits per
member per calendar year for chiropractic and
osteopathic manipulative therapy.
---none---

Diagnostic test (x-ray,
blood work)

10% co-insurance after
deductible

40% co-insurance after
deductible

Imaging (CT/PET
scans, MRIs)

10% co-insurance after
deductible

40% co-insurance after
---none--deductible
In-Network co-pay plus an
For information on women's contraceptive
additional 25% of the
coverage, contact your plan administrator. 90-day
BCBSM approved amount for supply not covered out-of-network. Specialty
the drug
drugs limited to a 30-day supply per fill.
In-Network co-pay plus an
additional 25% of the
Specialty drugs limited to a 30-day supply per fill
BCBSM approved amount for
the drug

$10 co-pay for retail 30-day
Generic or prescribed
supply; $10 co-pay for retail
over-the-counter drugs
or mail order 90-day supply
Preferred brand-name
drugs

$20 co-pay for retail 30-day
supply; $20 co-pay for retail
or mail order 90-day supply

Nonpreferred brandname drugs

$40 co-pay for retail 30-day
supply; $40 co-pay for retail
or mail order 90-day supply.

---none---

In-Network co-pay plus an
additional 25% of the
Specialty drugs limited to a 30-day supply per fill
BCBSM approved amount for
the drug
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Common
Medical Event

Services You May
Need

Your cost if you use a
In-Network Provider Out-of-Network Provider

Facility fee (e.g.,
10% co-insurance after
ambulatory surgery
deductible
If you have outpatient center)
surgery
10% co-insurance after
Physician/surgeon fees
deductible

40% co-insurance after
deductible

---none---

40% co-insurance after
deductible

---none---

$50 co-pay

$50 co-pay

Co-pay waived if admitted or for an accidental
injury.

10% co-insurance after
deductible

10% co-insurance after
deductible

---none---

$10 co-pay

40% co-insurance after
deductible

---none---

Facility fee (e.g., hospital 10% co-insurance after
room)
deductible

40% co-insurance after
deductible

---none---

Physician/surgeon fee

10% co-insurance after
deductible

40% co-insurance after
deductible

---none---

Mental/Behavioral
health outpatient
services

10% co-insurance after
deductible

40% co-insurance after
deductible

---none---

Mental/Behavioral
10% co-insurance after
health inpatient services deductible

40% co-insurance after
deductible

---none---

Substance use disorder 10% co-insurance after
outpatient services
deductible

40% co-insurance after
deductible

---none---

Substance use disorder 10% co-insurance after
inpatient services
deductible

40% co-insurance after
deductible

---none---

Prenatal and postnatal
care

No Charge

40% co-insurance after
deductible

---none---

Delivery and all
inpatient services

10% co-insurance after
deductible

40% co-insurance after
deductible

---none---

Home health care

10% co-insurance after
deductible

10% co-insurance after
deductible

---none---

Rehabilitation services

10% co-insurance after
deductible

40% co-insurance after
deductible

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

Emergency room
services
If you need immediate Emergency medical
medical attention
transportation
Urgent care

If you have a hospital
stay

If you have mental
health, behavioral
health, or substance
abuse needs

If you are pregnant

If you need help
recovering or have
other special health
needs

Limitations & Exceptions
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Common
Medical Event

Services You May
Need

Your cost if you use a
In-Network Provider Out-of-Network Provider

Limitations & Exceptions

Habilitation services

Not Covered

Not Covered

Not covered

Skilled nursing care

10% co-insurance after
deductible

10% co-insurance after
deductible

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

Durable medical
equipment

10% co-insurance after
deductible

10% co-insurance after
deductible

---none---

Hospice service

No Charge

No Charge

---none---

Not Covered

Not Covered

---none---

Not Covered

Not Covered

---none---

Not Covered

Not Covered

---none---

If your child needs
Eye exam
dental or eye care
Glasses
For more information on
pediatric vision or dental,
Dental check-up
contact your plan
administrator
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Excluded Services & Other Covered Services:
Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)
•

Acupuncture

•

Hearing aids

•

Routine eye care (Adult)

•

Cosmetic surgery

•

Infertility treatment

•

Routine foot care

•

Dental care (Adult)

•

Long-term care

•

Weight loss programs

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these
services.)
•

Bariatric surgery

•

Chiropractic Care

•
•

Coverage provided outside the United States.
See http://provider.bcbs.com

•

Non-Emergency care when traveling outside the U.S

•

Private Duty Nursing

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, co-payments, or co-insurance, or
benefits not otherwise covered

Appendix "F"
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Your Rights to Continue Coverage:
If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay while
covered under the plan. Other limitations on your rights to continue coverage may also apply.
For more information on your rights to continue coverage, contact the plan at the number on the back of your BCBSM ID card. You may also contact your state
insurance department, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S.
Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions
about your rights, this notice, or assistance, you can contact Blue Cross®and Blue Shield®of Michigan by calling the number on the back of your BCBSM ID card.
Or, you can contact Michigan Office of Financial and Insurance Regulation at www.michigan.gov/ofir or 1-877-999-6442. For group health coverage subject
to ERISA, you may also contact Employee Benefits Security Administration at 1-866-444-EBSA (3272).

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does provide
minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This health
coverage does meet the minimum value standard for the benefits it provides. (IMPORTANT: Blue Cross Blue Shield of Michigan is assuming that your coverage
provides for all Essential Health Benefit (EHB) categories as defined by the State of Michigan. The minimum value of your plan may be affected if your plan does
not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage of specific EHB categories, for example prescription drugs,
through another carrier.)

Language Access Services
For assistance in a language below please call the number on the back of your BCBSM ID card.
SPANISH (Español): Para ayuda en español, llame al número de servicio al cliente que se encuentra en este aviso ó en el reverso de su tarjeta de identificación.
TAGALOG (Tagalog): Para sa tulong sa wikang Tagalog, mangyaring tumawag sa numero ng serbisyo sa mamimili na nakalagay sa likod ng iyong pagkakakilanlan
kard o sa paunawang ito.
CHINESE (中文): 要获取中文帮助，请致电您的身份识别卡背面或本通知提供的客户服务 号码。
NAVAJO (Dine): Taa’dineji’keego shii’kaa’ahdool’wool ninizin’goo, beesh behane’e naal’tsoos bikii sin’dahiigii binii’deehgo eeh’doodago di’naaltsoo bikaiigii
bichi’hoodillnii.
––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next page.––––––––––––––––––––––
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About these Coverage
Examples:
These examples show how this plan might
cover medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.
This is
not a cost
estimator.
Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of
that care will also be
different.
See the next page for
important information about
these examples.

Having a baby

Managing type 2 diabetes

(normal delivery)

(routine maintenance of
a well-controlled condition)

 Amount owed to providers: $7,540
 Plan pays $6,620
 Patient pays $920

 Amount owed to providers: $5,400
 Plan pays $2,000
 Patient pays $3,400

Sample care costs:
Hospital charges (mother)
Routine obstetric care
Hospital charges (baby)
Anesthesia
Laboratory tests
Prescriptions
Radiology
Vaccines, other preventive
Total

Sample care costs:
Prescriptions
Medical Equipment and Supplies
Office Visits and Procedures
Education
Laboratory tests
Vaccines, other preventive
Total

$2,900
$1,300
$700
$300
$100
$100
$5,400

Patient pays:
Deductibles
Co-pays
Co-insurance
Limits or exclusions
Total

$250
$100
$120
$2,930
$3,400

Patient pays:
Deductibles
Co-pays
Co-insurance
Limits or exclusions
Total

$2,700
$2,100
$900
$900
$500
$200
$200
$40
$7,540

$250
$0
$500
$170
$920

Please note: Coverage examples are calculated
based on individual coverage and calculations
may not include a coinsurance maximum.
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Questions and answers about the Coverage Examples:
What are some of the
assumptions behind the
Coverage Examples?
•
•

•
•
•
•
•

Costs don’t include premiums.
Sample care costs are based on national
averages supplied by the U.S. Department
of Health and Human Services, and aren’t
specific to a particular geographic area or
health plan.
The patient’s condition was not an excluded
or preexisting condition.
All services and treatments started and
ended in the same coverage period.
There are no other medical expenses for
any member covered under this plan.
Out-of-pocket expenses are based only on
treating the condition in the example.
The patient received all care from innetwork providers. If the patient had
received care from out-of-network
providers, costs would have been higher.

What does a Coverage Example
show?
For each treatment situation, the Coverage
Example helps you see how deductibles,
co-payments, and co-insurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Does the Coverage Example
predict my own care needs?
No. Treatments shown are just examples.

The care you would receive for this condition
could be different, based on your doctor’s
advice, your age, how serious your condition
is, and many other factors.

Does the Coverage Example
predict my future expenses?
No. Coverage Examples are not cost

Can I use Coverage Examples to
compare plans?
Yes. When you look at the Summary of Benefits

and Coverage for other plans, you’ll find the same
Coverage Examples. When you compare plans,
check the “Patient Pays” box in each example. The
smaller that number, the more coverage the plan
provides.

Are there other costs I should consider
when comparing plans?
Yes. An important cost is the premium you pay.
Generally, the lower your premium, the more you’ll
pay in out-of-pocket costs, such as
co-payments, deductibles, and co-insurance.
You should also consider contributions to accounts
such as health savings accounts (HSAs), flexible
spending arrangements (FSAs) or health
reimbursement accounts (HRAs) that help you pay
out-of-pocket expenses.

estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your own
costs will be different depending on the care
you receive, the prices your providers charge,
and the reimbursement your health plan
allows.

Questions: Call the number on the back of your BCBSM ID card or visit us at www.bcbsm.com. If you aren’t clear about any of the underlined terms used in this
form, see the Glossary. You can view the Glossary at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call
the number on the back of your BCBSM ID card to request a copy.
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Delta Dental PPO (Point-of-Service)
Summary of Dental Plan Benefits
For Group# 7280-0016, 9016
Township of Clinton
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
Plan Pays
Plan Pays
Plan Pays*
Diagnostic & Preventive
Diagnostic and Preventive Services – exams, cleanings,
100%
65%
65%
fluoride, and space maintainers
Emergency Palliative Treatment – to temporarily relieve pain
100%
65%
65%
Brush Biopsy – to detect oral cancer
100%
65%
65%
Radiographs – X-rays
100%
65%
65%
Basic Services
Minor Restorative Services – fillings and crown repair
80%
65%
65%
Endodontic Services – root canals
80%
65%
65%
Periodontic Services – to treat gum disease
80%
65%
65%
Oral Surgery Services – extractions and dental surgery
80%
65%
65%
Other Basic Services – misc. services
80%
65%
65%
Relines and Repairs – to bridges, implants, and dentures
80%
65%
65%
Major Restorative Services – crowns
75%
60%
60%
Major Services
Prosthodontic Services – bridges, implants, and dentures
60%
60%
60%
Orthodontic Services
Orthodontic Services – braces
60%
60%
60%
Orthodontic Age Limit –
Up to age 19
Up to age 19
Up to age 19
* 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. The Nonparticipating Dentist Fee may be less than what the dentist
charges and you are responsible for that difference.









Oral exams (including evaluations by a specialist) are payable twice in any period of 12 consecutive months.
Prophylaxes (cleanings) are payable twice in any period of 12 consecutive months.
People with specific at-risk health conditions may be eligible for additional prophylaxes (cleanings) or fluoride treatment. The
patient should talk with his or her dentist about treatment.
Fluoride treatments are payable twice in any period of 12 consecutive months for people up to age 19.
Bitewing X-rays are payable once in any period of 12 consecutive months and full mouth X-rays (which include bitewing X-rays)
are payable once in any five-year period.
Composite resin (white) restorations are optional treatment on posterior teeth.
Porcelain and resin facings on crowns are optional treatment on posterior teeth.
Implants and implant related services are payable once per tooth in any five-year period.
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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
worldwide network of dentists and dental clinics. English-speaking operators are available around the clock to answer questions and
help you schedule care. For more information, check our Web site or contact your benefits representative to get a copy of our
Passport Dental information sheet.

Maximum Payment – $1,500 per person total per Benefit Year on all services except orthodontic services. $1,500 per person total
per lifetime on orthodontic services.
Payment for Orthodontic Service – When orthodontic treatment begins, your Dentist will submit a payment plan to Delta Dental
based upon your projected course of treatment. In accordance with the agreed upon payment plan, Delta Dental will make an initial
payment to you or your Participating Dentist equal to 30% of Delta Dental’s stated Copayment of the Maximum Allowed Amount for
Orthodontic Services as set forth in the Summary of Dental Plan Benefits. Delta Dental will make additional payments as follows:
Delta Dental will pay 60% of the per monthly fee charged by your Dentist based upon the agreed upon payment plan provided by
your Dentist to Delta Dental.
Deductible – None.
Waiting Period – Subscribers who are eligible for Benefits are covered on the first of the month following the date of hire.
Eligible People – All Mid-Management and UAW Technical Office Professionals, DPW employees, Professional Water Workers,
Supervisory Personnel and Non-Union employees, Property Appraisers, Building Inspectors Dispatchers, Police Captains, Command,
Patrol, Fire Chiefs and Firefighters of the Contractor (0016) and COBRA (Consolidated Omnibus Budget Reconciliation Act of 1985)
enrollees (9016).
Also eligible are your legal spouse and your children to the end of the month in which they turn 26, including your children who are
married, who no longer live with you, who are not your dependents for Federal income tax purposes, and/or who are not
permanently disabled.
Coordination of Benefits – If you and your Spouse are both eligible to enroll in This Plan as Subscribers, you may be enrolled as both
a Subscriber 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 on the last day of the month in which the employee is terminated.

Customer Service Toll-Free Number: 800-524-0149 (TTY users call 711)
www.DeltaDentalMI.com
November 9, 2017
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Appendix "G"

This plan complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability or sex. This plan does not exclude people or treat them differently because of race, color, national origin, age, disability or sex.
This plan provides free aids and services to people with disabilities to communicate effectively with us, such as:
•
•

Qualified sign language interpreters
Written information in other formats (large print, audio, accessible electronic formats)

This plan provides free language services to people whose primary language is not English, such as:
•
•

Qualified interpreters
Information written in other languages

If you need these services, call 1-800-524-0149 (TTY users call 711).
If you believe that this plan has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age,
disability or sex, you can file a grievance with the civil rights coordinator at PO Box 9089, Farmington Hills, MI 48333-9089; by phone at
1-800-524-0149 (TTY users call 711) or fax to 517-706-3513. You can file a grievance by mail, fax or phone. If you need help filing a grievance, the
civil rights coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington,
DC 20201; 1-800-368-1019, 1-800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
KUJDES: Nëse flitni shqip, për ju ka në dispozicion shërbime të
asistencës gjuhësore, pa pagesë. Telefononi në 1-800-524-0149
(TTY: 711).

주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로
이용하실 수 있습니다. 1-800-524-0149 (TTY: 711) 번으로 전화해
주십시오.

. ﻓﺗﺗوﻓر ﺧدﻣﺎت اﻟﻣﺳﺎﻋدة اﻟﻠﻐوﯾﺔ ﻣﺟﺎﻧًﺎ ﺑﺎﻟﻧﺳﺑﺔ ﻟك، إذا ﻛﻧت ﺗﺗﺣدث اﻟﻠﻐﺔ اﻟﻌرﺑﯾﺔ:اﻧﺗﺑﺎه
.(711 : )رﻗم اﻟطﺎﺑﻌﺔ اﻟﮭﺎﺗﻔﯾﺔ1-800-524-0149 اﺗﺻل ﻋﻠﻰ اﻟﮭﺎﺗف رﻗم

মেনােযাগ িদন: আপিন যিদ বাংলা ভাষায় কথা বেলন, তাহেল ভাষাগত সহায়তা পিরেষবাগুিল,
আপনার জন9 িবনামূেল9 পাওয়া যােব। <ফান করুন 1-800-524-0149 (TTY: 711)।
သတိျပဳရန္- သင္ ျမန္မာဘာသာစကား
ေျပာဆိုပါကဘာသာစကားအကူအညီဝန္ေဆာင္မႈမ်ားကိုအခမဲ့ရရွိႏိုင္ပါ
သည္။ေခၚဆိုရန္ 1-800-524-0149 (TTY- 711)။
注意：如果您使用繁體中文，您可以免費獲得語言援助服務。
請致電 1-800-524-0149 (TTY：711)。
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa
afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 1-800-524-0149
(TTY: 711).

ਿਧਆਨ ਿਦਓ: ਜੇ ਤੁਸ, ਪੰ ਜਾਬੀ ਭਾਸ਼ਾ ਬੋਲਦੇ ਹੋ, ਤ7 ਭਾਸ਼ਾਈ ਸਹਾਇਤਾ ਸੇਵਾਵ7
ਤੁਹਾਡੇ ਲਈ ਮੁਫ਼ਤ ਉਪਲਬਧ ਹਨ। ਇੱਥੇ ਕਾਲ ਕਰੋ
1-800-524-0149 (TTY: 711).
Wann du [Deitsch (Pennsylvania German / Dutch)] schwetzscht,
kannscht du mitaus Koschte ebber gricke, ass dihr helft mit die
englisch Schprooch. Ruf selli Nummer uff: Call 1-800-524-0149
(TTY: 711).
UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej
pomocy językowej. Zadzwoń pod numer 1-800-524-0149
(TTY: 711).
ATENȚIE: Dacă vorbiți limba română, vă stau la dispoziție servicii
de asistență lingvistică, gratuit. Sunați la 1-800-524-0149
(TTY: 711).

AANDACHT: Als u nederlands spreekt, kunt u gratis gebruikmaken
van de taalkundige diensten. Bel 1-800-524-0149 (TTY: 711).

ВНИМАНИЕ: Если вы говорите на русском языке, то вам
доступны бесплатные услуги перевода. Звоните
1-800-524-0149 (телетайп: 711).

ATTENTION: Si vous parlez français, des services d'aide linguistique
vous sont proposés gratuitement. Appelez le 1-800-524-0149
(ATS: 711).

OBAVJEŠTENJE: Ako govorite srpsko-hrvatski, usluge jezičke
pomoći dostupne su vam besplatno. Nazovite 1-800-524-0149
(TTY- Telefon za osobe sa oštećenim govorom ili sluhom: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos
sprachliche Hilfsdienstleistungen zur Verfügung. Rufnummer:
1-800-524-0149 (TTY: 711).

ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos
de asistencia lingüística. Llame al 1-800-524-0149 (TTY: 711).

"यान द' : य(द आप (ह,द- बोलते ह3, तो भाषा सहायता सेवाएँ, आप के ;लए
<न:शु?क उपलAध ह3। कॉल कर' 1-800-524-0149 (TTY: 711).
ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili
servizi di assistenza linguistica gratuiti. Chiamare il numero
1-800-524-0149 (TTY: 711).
注意事項：日本語を話される場合、無料の言語支援をご利用
いただけます。1-800-524-0149 (TTY: 711)
まで、お電話にてご連絡ください。

Taglines-TRISTATE-GROUP

 ﺗﺘﻮﻓﺮ ﻟﻚ ﺧﺪﻣﺎت اﻟﻤﺴﺎﻋﺪة اﻟﻠﻐﻮﯾﺔ، إذا ﻛﻨﺖ ﺗﺘﺤﺪث اﻟﻠﻐﺔ اﻟﻌﺮﺑﯿﺔ اﻟﺴﻮرﯾﺔ:ﯾﺮﺟﻰ اﻻﻧﺘﺒﺎه
.(711 : )اﻟﮭﺎﺗﻒ اﻟﻨﺼﻲ1-800-524-0149 : ﯾﺮﺟٮﺎﻻﺗﺼﺎل ﺑﺎﻟﺮﻗﻢ.اﻟﻤﺠﺎﻧﯿﺔ
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit
ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag
sa 1-800-524-0149 (TTY: 711).
УВАГА! Якщо ви розмовляєте українською мовою, ви можете
звернутися до безкоштовної служби мовної підтримки.
Телефонуйте за номером 1-800-524-0149 (телетайп: 711).
CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn
phí dành cho bạn. Gọi số 1-800-524-0149 (TTY: 711).
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