) SAUGATUCK TOWNSHIP FIRE DISTRICT

St i Proudly serving : Douglas | Saugatuck | Saugatuck Township
3342 Blue Star Highway
Saugatuck, MI 49453
269 857-3000 / Fax: 269 857-1228
E-mail: info@saugatuckfire.org
({4 1
FIRE DISTRICT “SPECIAL” BOARD MEETING
2:00pm — November 11, 2024
AGENDA

1. Callto Order:

2. Pledge of Allegiance (Stand if you are able):

3. Roll Call:

4. Reminder: Itis requested the board silences cell phones and put them away for the duration of the meeting.

5. Approval of Agenda (additions / deletions):

6. Public Comment on Agenda Items On Iy: (The Fire Board requests that speakers respect the three-minute time limit for individual comments
and the five-minute time limit for an individual speaking on behalf of a group. This is not a question-and-answer session, it is an opportunity to voice your
thoughts with the Fire Board.)

7. Unfinished Business:

A. Letter of Agreement with Local 5291 Regarding Health Insurance (Roll Call Vote)
8. New Business:
A. Collective Bargaining Agreement with Local 5291 — 15 Reading
1. To be distributed at the meeting for a proposed vote on Monday 11/18/2024.
9. Correspondence:
A. None

10. Public Comments: (The Fire Board requests that speakers respect the three-minute time limit for individual comments and the five-minute time limit for
an individual speaking on behalf of a group. This is not a question-and-answer session, it is an opportunity to voice your thoughts with the Fire Board.)

11. Fire Board Comments:

12. Adjournment:

Posted 11/8/2024 —1:15pm

NOTICE
Request for accommodations or interpretive services must be made 48 hours prior to this meeting.
Please contact Saugatuck Township Fire District at 269-857-3000 for further information.
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ltem #7A

STFD Health-Care Costs under the Collective Bargaining Agreement

Under the collective-bargaining agreement (which affects 8 of our professional firefighters), the
health insurance-related costs absorbed by the STFD fall into two component “buckets:” (1) STFD-
paid health insurance coverage, and (2) STFD-paid contributions into the covered individuals’
Health Savings Accounts (HSA). Changes to these two benefit buckets for the agreement under
discussion are presented and explained below.

(1) STFD-paid health-insurance-related costs

Since 2021, employee-paid health insurance deductibles have increased by 14%. At the
same time, the insurance plan coverage (Priority Health) has dropped from 90% (after
deductible) to 85% (and if that policy is renewed will drop to 80%).

Since 2021, the STFD-paid contributions to the union-employees’ HSA accounts have not
been increased and stand at $1,400/year for an individual and $2,500 for families.

The STFD also currently reimburses up to $2,500 annually per union employee for dental
and vision expenses.

Union employees are proposing to change from the Priority Health plan to one offered by
Blue Cross’ Blue Care Network. This plan will increase the deductible from $1,600/$3,200
(individual/family) to $2,500/$5,000, but the coverage after deductible is 100%.

Under this change, the STFD’s annual cost for this component would decrease by $575
(from $7,671 for the renewal cost increase of the Priority Health current plan to $7,096 for
the Blue Care Network plan).

(2) The STFD-paid health-savings account costs

Since 2021, the STFD’s payments into the HSA accounts have remained unchanged at
$1,400/$2,500 (individual/family). The union is proposing increasing this to $2,184/$3,900.
Under this proposal, STFD’s HSA-account total annual payments would be $26,052 versus
the current level of $16,700, an increase of $9,352, or 56%. In addition, any future increase
in the deductible will be represented in an equivalent increase to the HSA.

To offset the HSA increase, the union is proposing to decrease Dental & Vision
reimbursements from $2,500 per covered employee to $1,500, a net annual cost reduction
to the STFD of $8,000.

The net/net financial consequences to the STFD from the changes proposed and outlined here
would be an annual increase of $777 or 5%.
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Blue Care
Network
of Michigan

I\ ALERAGROUP

HSA/HRA Required Employer Contribution

In-Network Coverage

Embedded Coi

Deductible

ance M

True Out-Of-Pocket Maximum (TROOP includes
deductible, coinsurance, copays and Rx)

PCP Office Visit
Specialist Office Visit

Virtual Visits

Preventive Health Care Services

Urgent Care Center

Emergency Room

Ambulance

Outpatient Services (i.e., diagnostic lab, x-ray,

surgery, etc.)

Advanced Diagnostic Imaging

Inpatient & Outpatient Hospital

Prescription Drug Copay

Tier 1
Tier 2
Tier 3
Tier 4
Tier 5

(A) Pediatric Dental & (B) Pediatric Vision

Saugatuck Township Fire District

Fully Insured Medical Benefits and Cost Analysis
Rates Effective December 1, 2024

Priority Health

Current Plan

Alternate Plan D

Blue Care Network

Alternate Plan E

Alternate Plan F

ltem #7A

HMO HSA Gold - 85%

HMO HSA Gold - 80%,

BCN HSA Gold Option 2

gBCN HSA Cold Option 3

BCN HSA Gold Option 1
00/$3,000 deductible $1,600/$3,200 deductifle B ;

\No Restrictions No Restriction! No Restrictions )’ No Restrictions No Restrictions
$1,500/98,000 (Aggregate) regate) $1,600/$3,200 (Aggregat $2,500/$5,000 (Aggregate)

NotWpplicable

85% after d
85% after de

Covered in Ful
85% after deductib

85% after deductible

85% after deductible
85% after deductible

85% after deductible
85% after deductible
AFTER DEDUCTIBLE:

% after deductible
80% after deductible

80% after deductible

80% after deductible

80% after deductible
80% after deductible
FTER DEDUCTIBLE:

Not Applicable
$4,500/$9,000 (Aggregat
80% after deductible
80% after deductible

80% after deductible

Covered in Full
80% after deductible

80% after deductible

80% after deductible
80% after deductible

80% after deductible
80% after deductible
AFTER DEDUCTIBLE:

Not Applicable

$4,500/$9,000 (Aggregate)
100% after deductible
100% after deductible
100% after deductible

Covered in Full
100% after deductible

100% after deductible

100% after deductible
100% after deductible

100% after deductible
100% after deductible
AFTER DEDUCTIBLE:

,200/$6,400 (Embedded)
Not Applicable
,200/$6,400 (Embedded)
100% after deductible
100% after deductible
100% after deductible
Covered in Full
100% after deductible
100% after deductible
100% after deductible
100% after deductible
100% after deductible
100% after deductible
AFTER DEDUCTIBLE:

$5 /$30 $5 /435 1A-$10 /1B - $30 1A - $15/1B - $40 100%
$65 $65 $60 $80 100%

$85 $85 $80 $100 100%

20% (Max $25 % (Max $250) 20% (Max $200) 20% (Max $200) 100%
20% (Max $4 6 (Max $450) 20% (Max $300) 20% (Max $300) 100%

(A) Not Included /

(A) Not IncRded / (B) Includ

ed

(A) Included / (B) Included

(A) Included / (B) Included

:2(A) Included / (B) Included

Not available unlglfs referred by

Not available

less referred by

Not available unless referred Py

Not available unless referred by

t available unless referred by

Out-of-Network Coverage | your Primary Cagf Provider and | your Primary C§e Provider and your Primary Care Provider an your Primary Care Provider and | yQur Primary Care Provider and
authorized i the carrier. authorized bfjthe carrier. authorized by the carrier. authorized by the carrier. authorized by the carrier.
Currfint Plan \ S Alternate Plan D Alternate Plan E Alternate Plan F
Single 4
Double 0 MEMBER LEVEL RATES MEMBER LEVEL RATES
Family 4
Avg Monthly Cost PEPM 8 $853.35 $933.27 $916.21 $927.27 $898.62
Avg Monthly Cost PMPM 19 $359.31 $392.95 $385.77 $390.43 $378.37
ESTIMATED MONTHLY PREMIUM $6,826.81 $7,466.13 $7,329.71 $7,418.17 $7,188.98
ESTIMATED ANNUAL PREMIUM $81,921.72 $89,593.56 $87,956.52 $89,018.04 $86,267.76
DIFFERENCE (EST. ANNUAL) $7.671.84 \ $6,034.80 y $7,096.32 ') $4,346.04
% DIFFERENCE 9.4% 7.4% [\ 87% 4 53%
*NOTES: Includes Estimated taxes and fees. Blue Care Network rates include pediatric dental.
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Although care has been taken to ensure the accuracy, completeness, and reliability of the information in this document or otherwise provided by Lighthouse Group, an Alera Group Agency LLC, it should not be construed as all-inclusive or constituting legal or tax advice. Consultation with your legal and/or tax professional regarding these

topics is advised. This document contains information that may continue to be updated based on new regulations or guidance. Any dissemination, copying, or disclosure of this communication outside of this company is prohibited without the express written authorization of Lighthouse Group, an Alera Group Agency LLC. This document

represents a summary of your benefit programs. Every effort has been made to ensure accuracy; however, actual plan benefits, and 15 will be
LLC. Lighthouse Group, an Alera Group Agency, LLC is an Alera Group company. Insurance products and services are offered by Lighthouse Group, an Alera Group Agency, LLC, a licensed producer.

by the official plan documents, contracts and certificates. This material cannot be duplicated without the permission of Lighthouse Group, an Alera Group Agency
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ltem #/7A

LETTER OF AGREEMENT

The Letter of Agreement (“LOA”) is made and entered into this __ day of
2024, by and between the Saugatuck Township Fire District, County of Allegan, State of
Michigan, a public entity (hereinafter, the “District”), and the Saugatuck Area Professional Fire
Fighters Union, Local 5291, (hereinafter, the “Union”), who shall be collectively known as “the
Parties.”

WHEREAS, the Parties wish to amend Article 19 (Insurance) and Appendix E: Benefits
Summary, of the Parties’ Collective Bargaining Agreement (“CBA”) in effect from September 20,
2021, through June 30, 2024;

WHEREAS, the Parties are currently in contract negotiations and recognize the eminent
deadline to complete changes to the health insurance program during the open enrollment period
no later than November 15™, 2024. The parties recognize the balance of the CBA will be finalized
and adopted at a future date.

NOW THEREFORE, the Parties agree to the following:

1. The previous version of Section 19.1 of the CBA shall be deleted in full, and shall
be replaced by an amended version of Section 19.1 of the CBA, which is deemed incorporated into
the CBA, and reads as follows:

Section 19.1. Health Insurance. The Employer will provide, under the same conditions
currently in place, a group health insurance plan (“plan”) covering certain hospitalization,
surgical, and medical expenses for participating employees and their eligible dependents.
Participation in this plan shall be on a voluntary basis for all full-time employees who
elect to participate. The current Blue Cross Blue Shield BCN HSA Gold Option 2 plan
provides the coverage options outlined in Appendix E. The specific coverage provisions,
terms, and conditions are identified in the plan policy issued by the carrier. The employer
will make the following annual contributions into the employee’s HSA account:
$2,184.00 for single coverage and $3,900.00 for double or family coverage. The HSA
contribution will increase matching the equivalent percentage of the deductible increase
on an as the health plan changes. The District shall consult with the Union prior to
making changes to the health insurance plan.

2. The previous version of Appendix E: Benefits Summary of the CBA shall be
deleted in full, and shall be replaced by an amended version of Appendix E: Benefits Summary of
the CBA, which is deemed incorporated into the CBA, and reads as follows:

1
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Appendix E: Benefits Summary

1Y

Benefits-at-a-Glance

2024 BCN HSA Gold Option 2
Saugatuck Township Fire District
Effective Date: 12/01/2024

This is inkended a5 an easy-to-read summary and provides only a general overview of your bensfits, it is not a contract, Additional limitations and exclusions may
apply to covered senices, For a complete description of benefits, please see the applicable Blue Care Nebwork carificatas and riders, Payment amouwnis are basad
on the Blue Care Metwork approved amount, less any applicable deductible, coinsurance and'or copay amaunts required by the plan, If there is a discrepancy
between this Benefits-at-a-Glance and any apphcable plan documents, the plan document wil control, This coverage is provided pursuant to a contract entered info
in the state of Michigan and shall be construed under the jurisdicion and acconding to the laws of the state of Michigan. Sandces must be provided or arranged by the
mambers primary care physican or health plan.

Preauthorization for Select Services - Services listed in this summary are coverad when provided in accordance with Cerificate requirements and, when required,
are preautharized or approved by BON except in an emergency.

MNeste: A list of services that require approval befere they are provided is available onling a1 Mips:iibebsm.comipriorauth.

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

Deductible $2.500 per member/35,000 per family per cabendar year {no 4th quarter
Mote: The Deductible will apply to all services excepl preventive CAMY-0Ver)
SEMVICES
The deductible is combined for both medical and prescription drug The full family deduchible must be met under a two-person or family contract
coverage. before benefits are paid for any person on the contract
Nane
Coinsurance 50% for sedect services as noted below
Mote: Coinsurance apglies onca the deductible has been mel
Out of Pocket Maximum - applies to deductibles, copays and $4.500 per member/39,000 per family per calendar year

coinsurance amounts for all covered services

Preventive services

Benefits

Health Maintenance Exam 100%
Annual Gynecological Exam 100%
Pap Smear Screening 100%
Well-Baly and Well-Child Visits 100%
Immunizations 100%%
Prostale Specific Antigen (FSA) Screening - laboratory services only - 100%
laboratory sarvices only

Riouting Colonoscopy 1005
Mammegraphy Screening 100%
F#m.r.s TSP

110872024 10:36:12 AM

2
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Appendix E: Benefits Summary (Continued)

Preventive services (continued)

Benefits

Voluniary Steilization of Female Reproductive Organs 100%
Breast Pumps (DVE guidelines apply.) 100%
Routine Matemity Prenatal and Postnatal Care 100%

Physician office services

Benefits

PCP Office Wisils 100% after deductible
Mote: Applicable cost sharing applies when other services are raceived
in the: office

Medical Onling Visits - when performed by a BCM parficipating provider 100% after deductible
or BCH designated online vendor

Mote: Mol all services delivered virlually are considered an online visit

but may be considersd telemedicing, Telemedicine services will be

subject to the applicable cost share associated with the service

proviced,

Referral Physician Visits - when referrad 100% after deductible

Emergency medical care

Benefits

Hospital Emergancy Room 100% after deductible
|Irgent Care Center 100% after deductible
Retail Haalth Clinic 100% after deductible
Ambulance Services - medically necessary 100%% after deductible
Diagnostic services

Benefits

Laboratory and Pathology Tests 100% after deductible
Diagnostic Tesls and X-rays 100% after deductible
High Technology Radiology Imaging (MR, MRA, CAT, PET) 100% after deductible
Radiation Therapy 100% after deductible

Matemity services provided by a physician

Benefits
Foutine Prenatal and Fosinatal Care Visits 100%
Dalivery and Mursery Care 100% after deductible

Hospital care

Benefits

General Mursing Care, Hospital Services and Supplies 100% after deductible

Cutpatient Surgery - see member certificate for specific surgical 100% after deductible

coinsurance

F#h.r.s oo

11082024 10:36:12 AM

3

Page 6 of 13



Appendix E: Benefits Summary (Continued)

Alternatives to hospital care

Benefits
Skilled Mursing Care 100% after deductible

Up to 45 days per calendar year
Hospice Care 100% after deductible
Home Health Care 100% after deductible
Benefits
Surgery - includes all related surgical services and anesthasia 100% afler deductible

Voluntary Sterlization of Male Reproductive Organs - see Preventve  50% after deducible
Services for Voluntary Sterilization of Female Reproductive Organs

Elective Abortion {One procedurs per two-year period of membership) Mot Coverad

Human Qrgan Transplants {subject to medical eriteria) 100% after deductibla
Reduction Mammoplasty (subject 1o medical criteria) 50% after deductible
Male Mastectomy (subject to medical criteria) 50% after deductible
Temporomandibular Joint Syndrome (subject to medical criteria) 30% after deductible
Orthegnathic Surgery {subject to medical criteria) 50% after deductible

Weight Reduction Procedures (subject to medical criteria) - Limited fo 0% after deductitle
one procedure per lifetime

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

Benefits
Inpatient Mantal Health Care 100% after deductible
Residential Substance Use Disardar 100% after deductible

Outpatient Mental Health Care includes online and telemedicing wisits  100% after deductible
Naote: For diagnostic and therapeutic services, see the Diagnostic
Services section above for applicable cost sharing.

Quipatient Substance Use Disorder 100% afler deductible

Autism spectrum disorders, diagnoses and treatment
Benefits

Applied behavioral analysis (ABA) treatment 100% after deductble
Wote: Prior lo seeking ABA treatment, the member must be evalualed

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

behavioral health specialist, and a speech and language specialist for

the services to be authorized. This inferdisciplinary evaluation can be

perormed at an approved autism evaluation center (AAEC)

Ouipatient physical therapy, speech therapy and occupational therapy  100% after deductible
for autism spectrum disorder, Unlimited visits for PTIOTIST with autism

spectrum disorder diagnosis.

Other covered services, including mental health services, for aufism  See your outpafient mental health, medical office visit and preventive
spectrum disorder benefit

Pn.g.aﬁniuﬁ SO

T1DAZ024 10:36:12 AM
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Appendix E: Benefits Summary (Continued)

Benefits

Allergy Testing and Therapy 100% after deductble

Allergy Injections 100% after deductible

Chircpractic Spinal Manipulation - when refarred 100%, after deductible
Limibed ta 30 visits per calendar year

Rehabilitative Services -subject to meaningful improvement within 30 100% after deductible

days
Rehabilitative ouipabent physical and occupational therapy - imited to a
combined benefit maximum of 30 visits per calendar year,
Rehabilitative outpatient speech therapy - limited to 30 visits per calendar
YEaT,

Habilitative Services 100% after deductible
Habilitative outpatient physical and occupational therapy - limited to a
combined benefit maximum of 20 vizits per calendar year
Habilitative outpatient speech therapy - imiled to 30 visits per calendar year

Cutpatient Cardiac and Pulmonary Rehabilitation 100% after deductible
Cardiac and pulmonary rehab limited to 30 visits combined per calendar
WEar

Infertility Counseling and Treaiment 50% after deductible (excludes in-vitro ferfilization)

Durable Medical Equipment 50% after deductible

Prosthetic and Orthabic Appliances 50% after deductible

Diabetic Supplies 100% after deductible

Note: Cerfain diabetic supplies are covered through the phammacy
bensfit, Applicable pharmacy cost-sharing will apply.

Pediatric Vision - Eye exam and prescrption glassss (chosen froma  100%
selact collection) limited to once per calendar year through the last day
of the year in which an individual turns 19

Hearing Aid Mot Covered

Benefits

Preferred Generic Tier $15 copay afler deductible

Nonpreferred Generic Tier $40 copay after deductible

Preferred Brand Tier £80 copay afier deductible

Monpreferred Brand Tier 3100 copay after deductible

Praferrad Specialty Tier 20% coinsurance (max 5200 after deductible

Monpreferred Specialty Tier 20% coinsurance (max 5300) afier deductible

Contraceptives Wamen's Contraceptives - Preferred Generic - 100%, Non-Preferred

Generic- CopaymentCainsurance above applies afler deductible, Prefermad
Brand -CopaymentiCoinsurance above applies after deductible, Non-
Preferred Brand - Copayment'Coinsurance above applies after deductible

Orugs for the Treatment of Sexual Dysfunction, Weight Loss, Cough & Mot covered
Cold

Pagedof § bebsm,cam 000022788651
11CE2024 10:36:12 AM
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Appendix E: Benefits Summary (Continued)

Prescription drugs (continued)

Benefits

Mail Order Prescription Dvugs 30 day supply or less - apphcable liered copayfcoinsurance, 31-80 day
supply - 3x's the 30 day copay/coinsurance minus $10 after deductible

Diabetic Supplies Select diabetic supplies and equipment are coverad, applicable cost sharing
will apply. Cost sharing may not apply to certain prefered glucometers as
defined on the drug list,

Specialty Drug Pharmacy Specialty drugs are covered only when purchased through the BCN
Exclusive Pharmacy Metwork for Specialty Druegs

Wariable Cost Share Coupon Program Your plan includes a prescription drug discount program for certain
medications, When a manufacturer coupon is used through the BCN
discount program, the amount paid after the discount applies toward the out
of pocket maximum.

Prescription Drug Deductible Prescriplion drug deductible integrated with the medical deductible

Cuslom Select Drug List The list of prescrption drugs that have been approved by the U.S. Food and
Drug Administration and approved by the BCESMIECH Pharmacy and
Therapeutics Committee. The list represents the clinical judgment of
Michigan physicians, pharmacists and other experts in the diagnosis and
treatment of disease and promaotion of health. Medications are selected
based on clinical effectiveness, safety and opporiunity for cost savings.
Some drugs included in the Custom Select Drug List require prior
authorzation andlor step therapy by BCM before they are coverad. The
Custom Salect Drug List may be modified by BCN as needed to remove or
add a covered drug or fo modify the requiremants for authorization of a
coverad drug. The list may be found at Mips-isww, bobsm.comidruglists

For internal Purposas Oinly
Banefits Selected - HOHPSM : 2500HD £50MHD, 3003 P1 5430 FVEN REVAR

Page §of § bebsim,cam QU002 284651
TUCR2024 10:36:12 AM
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Appendix E: Benefits Summary (Continued)

Saugatuck Township Fire District
AOA-0000253595

Dental Coverage (Pediatric)

Effective Date: On or after December 2024
Benefits-at-a-glance

Thits i imended as an aasy-to-read summary and provides only a general overview of your benefils, 1 is nol a contrec, Additional lmitalions and
axclugions may apply. Payren] amounts are based on BCBSM's aggroved amaunt, less any applicable deduslible andion copay. Far a complels
description of henefiis please see the applicable BOBSM certilicates and riders, if your group is undersritten. If your group is self-unded. please see
any olher plan documents your group uses. I there i a discrepancy between this Benafits-al-a-Glance and any applicable plan document, the plan
daciireant will conthol

Cowerage determination: Claims are subpect 1o dental necessity venfication and availability of dentzl benefils when they ane processed, as well &g
the tarme and conditions of the applcathe BCESM cerificates and riders.

Hate: Pedlatric members are members who are 18 years of age or younger on the group’s renewal date. They will recelve padiatric dental
benafits up to the group®s renewal date after they turn age 19,

Dantist information
‘With Blus Dental PPO, wou can choose any licensed dantist anywhera. Howawar, you'l get tha best coverage and save tha most monay whan you
choosa a Tiar 1 PPO (in-natwork) dentist,

ou have outslanding access o thousands of Tier 1 PPO dantisis across the country throwgh the Bles Dendal PPO network. Tier 1 PPOD dentists
agren o accepl our PPO approved amount a5 full payment for coverned serices, 5o you'll pay your applicable coinsurance and deductible amounts,
To find a Tier 1 PPO denlist near you, log imo your member account af bebsm.com or call 1-888-826-8152,

I yous go o a nen-PPO dentist, you can sH save maney by chaosing a Tier 2 paricipating non-PPO {ma-of-netwark]) dentist, Tier 2 denlists
parlicipabe wilh us on a "per claim”™ basis through our Blue Par Select (BPS) arrangesnient, They acoept our BPS apgroved amaum as full paymment for
corvisred Services, so youll pay your applcable coinsurance and deduclible amaunle, Te find & Tier 2 participaling non-PPO dentisl near you, log inbo
your member accounl al bebsm.com. You shoulkd a5k your dentisl il Ihey parlicipale wilh BCBSM before every Iréalment,

MNote: I you go 1o a nonparticipating dentist, you are respansible for any difference bebween our approved amount and the denlials charge.

Member's responsibility (deductible, coinsurance and dollar maximums)

Benefits Cowverage

Deductibles 525 per mamber,
S50 for two maembars,
&7E per family per calendar yaar

Colnsurance (percentage of BCBSM's approved amount for covered 20%,

BEMVICES)

= Clasa | ganices

= Clasa ll services 5%

& Class lll sarvicas 505

*  Clags IV services Mat mavired

Dallar maximums Mane

= Annual maximum for Class |, 1 and Il sarvices

*  Lifatme maximum for Class IV sanices Mot applicable

BD-PEDE; BOPED OFME400; BDPPOAN/S0/%0

Blus Crogs Bluse Shiekd of Michigan 5 & nongrefit conporation and independant licenses of the Blis Cross and Blue Shield Aszociation
Page 1af 3 ODM2 2263652
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Appendix E

Benefits Summary (Continued)

Benefits

Out-al-pockel mazimum

«  The maximum out-of-pocke] expensa pedistric members will pay in a
calendar year for deductible and coinsurance amaunls applied to moat
cowverad in-network dental servicas. The out-of-pockel maximum does not
apply to charges that exceed our approved FPO fee, sendces provided by
non-FRO denlists, or non-covened Services.

Plan's responsibility

The plan's responsiility is subject to a review of the repaortad diagnosis, dental necessity venfication and the availability of dental benefits at the tma
the claim is processed, as well as the conditions, exclusions and limitations, and deduchible and coinsurance requiramants undar the applicabls

BCBSM cartificates and riders

Class | services

Benefits

Most diagnostic and preventive services:
Routine oral axaminationsdéevaluations - twice per calendar year
Prophylaxes (deanings) - thraa times per calandar yaar

-

-

-

Fluaride treatments or topical fluonde vamishas- twice every calkendar year
fior members o the and of the manth of thair 199 birthday

Sealants - once per fully erupted first and second pamanant molar avery
36 months for members to the and of the month of thair 165 birthday

Bitewing X-rays-one sei (up bo four films) per calendar yesr
Oral brush biepsy sample collection -twice per calendar year

Class |l services

Beonefits

Othar diagnostic and preventive services:

+ [agnosho bests and laboratory examinations

+ Space maintiners - for missing posterior prmary teeth for memibers (o the
and of the manth of their 15 bidhday

Pancramic or full-mouth ¥-rays -once per &) manths

Emergency palliative traatment

Minor restorative services:

Smalgam and resinbased composile Gillings and Gllings of similar materials
= oo per loolh and surface per 48 months Tor permanent leath; once per
oot and surface per 24 rmonths for prirsary laalh

Recermentalion or repair of posls, crowns, vensers, inlays annd onlays -
thraa Limes par kool per calendar year

Sirnple and surgical extrisctions of non-impacted teath

Non-surgical endodontic sarvices:

Rizot canal treatments - once per looth per lifetime (retreatmeant of & root
canal is payable once per tooth per lifetime)
Tharapeutic pulpsiomies or pulpal debridement

‘ital pulpotomies on primary teeth
Apesification

-

-
-

Non-surgical periodontic services:

+ Perigdontal maintenance - thres times per calendar year in place of routine
dental prophylaxis

* Penodontal scaling and reat planing - enoe per quadrant per 24 monthis

Adjustments, repalrs, relines, rebases and tissue conditioning for
removable prosthetic appliances:

* Relines or rebasas of partial dentures or complete dentures - once par 36
manth per arch

+ Tiesue conditioning - once per 36 manths per arch

Coverage

5400 for one pediatric memibar or 3800 for two or more pediatric

mambers par calendar yaar.

Mate: This out-of-pocket maximum (& saparate from the annual out-af-
pocket maxmum that spplies under your hospital and medical covarsge

(if &ny).

Coverage
80% of approved amound

80% of approved amount
80% of approved amount
80% of approved amount

80% of approved amount
80% of approved amount

Coverage

50% of approved amound aler deductible

60% of approved amount afier deductible

50% of approved amound afier deductible
50% of approved amount after deductible
50% of approved amount afer deductibla

S0% ol approved amound afer deductibhe

0% ol approved amount aller deduclible
50% of approved amound afler deductible

50% of approved amount after deductible
50% of approved amount after deductible
50% of approved amount afler deductible
50% of approved amound aler deductible

60% of approved amount after deductible
50% of approved amount after deductible

50% of approved amount after deductible

BO-PEDE; BOPED OFME400; BDPPORNE00

Blus Croes Blse Shiekd of Michigen is & nonprofit corparation and indapendant licenses of the Bliss Cross and Blue Shiakd Assadiation

Fage 2ol 3 D022 2E3G52
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Appendix E: Benefits Summary (Continued)

Benefits
Adjunctive general servicas:

*
-

General anesthesia or IV sedation
OMice visils after regulary schediuled hours

Class Il services

Coverage

50% of approved amount after deductible

50% of approved amount afer desductible

Benefits

Major restorative services:

-

COnlays, crowns and vensars - ance par parmanant tooth par 80 months
Substruciuras, incduding cores and posts

Oral surgery services:

-

-

Surgical exposure and facilitation of eruplion of unerupled teath

Incigion and drainape of celulifis or fscial space absceseas ol intraoral
2odt ligsie

Remowval of exosloses [excess bony growths of the upper and lawer j@w)
Eucision of hyparplastic issue per arch

Soft tissue biopsies

Franulectomias

Surgical endodontic serdices:

Apical Surgery on permansn] beeth

Hoemiseclions - ancie per lnath per lifetimo

Surgical periodontic services:

-

Ginghvectarny and gingivoplasty
Clinical crown lengihening - hard tisaue
Girgival lap proceduies

Solt issue grafts

Prosthodontic services:

-

Complate danturas - once per 84 maonths

Ramowsila partial dantures and fixed partisl denturas (bridges), including
abutmeant crowns and pontics - ence per 84 months fer members age 16
and older only

Racementation and repairs of bridges
Stayplates b replace recenty extracted permanent anterior (front) teath

Class IV services

Coverage
60%. of approved amound aller deductible

60% of approved amount after deductible
50% of approved amount after deductible
50% of approved amount afier deductible
50%. of approved amound aller deductible

505 ol approved amount aler deductibhe
B0% of approvied amount afier deductible
G0%. of approved amount afier deductibles
50% of approved amount after deductible
50% of approved amount after deductible
50% ol approved amound aler deductible
G0%. of approvied amount afier deductible
60% of approved amount afer deductible
50% of approved amount after deductible
50%. of approved amount afer deductible
50% of approved amoun afer deductible
0% of approved amount afler deductible
50% of approved amount afier deductible

50% of approved amount after deductible

50% of approved amount after deductible
50% of approved amount after deductible

Benefits
Orthodontics and related services

Mol covered

BO-PEDE;BOPED OFM 5400, BDPPOANS00

Bz Cross Blus Shiekd of Michigan 5 & nonprefit cerparation and indapendant licansas of the Blise Croas and Blie Shiskd Assodiation

Paqe 3ol 3
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3. This LOA shall only become effective upon ratification by the Fire Board for the
District. The Parties agree that this LOA shall supersede and amend the current CBA. All other
Articles and Sections of the CBA not otherwise amended by this LOA remain in effect and are
hereby affirmed by the Parties. This LOA shall remain in full force and effect through the current
term of the Parties” CBA, and shall be deemed incorporated therein.

SAUGATUCK TOWNSHIP FIRE SAUGATUCK AREA PROFESSIONAL
DISTRICT FIRE FIGHTERS UNION, LOCAL 5291,
Gregory Janik, Fire Chief Michael Betts, President
Jane Verplank, Fire Board Chairperson Christopher Mantels, Secretary/Treasurer
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