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PREAMBLE

This Agreement is entered into by the Sheriff of Kane County ("Sheriff") and
County of Kane ("County"), hereinafter referred to as the "Sheriff", "County" or
“Employer”, and the International Brotherhood of Teamsters Local 330, hereinafter
referred to as the “Union™.

In consideration of mutual promises, covenants and Agreement contained herein,
the parties hereto, by their duly authorized representative and/or agents, do mutually
covenant and agree as follows:



ARTICLE 1
RECOGNITION

Section 1. Unit Deseription

The Employer hereby recognizes the Union as the sole and exclusive collective
bargaining representative for the purpose of collective bargaining on matters relating to
wages, hours, working conditions and other terms and conditions of employment for the
following unit;

All full-time Court Security Sergeants. Excluded: Director of Court
Security, Court Security Lieutenant and all other supervisory, managerial,
and confidential employees and all other employees excluded by the Illinois
Public Employees Labor Relations Act and all employees within any other
collective bargaining agreement.

Section 2. New Classifications

If a new position classification is created by the Employer, the Employer shall set
the proper pay grade for the classification.

The Employer shall determine the proposed salary grade in relationship to:

1. The job content and responsibilities attached thereto in comparison with the
job content and responsibilities of other position classifications in the
Employer’s work force;

2, Like positions with similar job content and responsibilities within the Kane
County Government System if available otherwise to the Kane County
Labor Market generally;

3. Significant differences in working conditions to comparable position
classifications.

If the Union does not agree with the determination of the proposed salary grade the
Employer establishes under this paragraph, then the Union shall within ten (10) days
request a meeting with the Employer to discuss the Employer’s action. The Employer shall
thereafter meet with the Union and render a decision within twenty (20) calendar days. If
the Union still disagrees with the decision of the Employer, they may submit the matter to
Step 4 of the Grievance Procedure within ten (10) days from receipt of the Employer’s
decision.

Section 3. Non-Bargaining Unit Personnel

Non-Bargaining Unit Personnel may continue to perform bargaining unit work
which is incidental to their jobs. However, they may perform bargaining unit work in
emergency situations and where such work is necessary to train a bargaining unit
employee. Such work by said personnel shall not cause any layoffs of the bargaining unit



employees. Nothing in this paragraph is intended to alter or reduce the Employer’s
Management Rights.

Section 4, Student Interns

The Sheriff may continue to utilize the services of student interns to assist and
observe bargaining unit work in accordance with past practice and the Illinois Public Labor
Relations Act.

Section 5. Abolition, Merger or Change of Job Classification

If the Employer determines to abolish, merge or change existing classifications, the
Employer shall negotiate with the Union over the impact of such. Such negotiations shall
include good faith impact bargaining as required under the Illinois Public Labor Relations
Act. The Parties agree that a change in job title in the bargaining unit shall not remove the
job position from the bargaining unit as long as the type of work performed by the position
remains essentially the same.

Section 6. Job Audit/Reclassification

Any employee who believes that he/she is performing work outside his/her job
description shall be granted a job audit on the work being performed. A written request for
a job audit or reclassification will be submitted through the Union and a written decision
returned by management within sixty (60) days. If the job audit creates a reclassification
for that employee, the affected employee(s) shall receive any retroactive increase in pay
that was created by the reclassification.

ARTICLE 2
PROBATIONARY EMPLOYEES

Employees shall be “probationary employees™ for his/her first twelve (12) months
of employment with the Sheriff’s Office. No matter concerning the discipline, layoff,
transfer or termination of a probationary employee shall be subject to the grievance and
arbitration procedures. A probationary employee shall have no seniority except as
otherwise provided in this Agreement, until he/she has completed his/her probationary
period. Upon completion of his/her probationary period, he/she will acquire seniority from
his/her date of hire.

ARTICLE 3
SAVINGS CLAUSE

If any provision of this Agreement or any application thereof should be rendered or
declared unlawful, invalid, or unenforceable by virtue of any judicial action, the remaining
provisions of this Agreement shall remain in full force and effect. In such event, upon the
request of either party, the parties shall meet promptly and negotiate with respect to
substitute provisions for those provisions rendered or declared unlawful, invalid, or
unenforceable.



ARTICLE 4
UNION SECURITY

Section 1. Maintenance of Membership

Check Off: When a new employee is hired, the Employer shall make a legitimate effort
to notify the Union's designated Business Agent and the Union office on, or before, the
first (1° day of employment. Such notice shall contain the employee's name, address,
phone number, position title and rate of pay. The Union will be given the opportunity to
meet with the new employee on their first (1*") day of employment, subject to operational
needs, so that the Union may present him/her with membership materials including a dues
check off card. Where laws require written authorization by the employee, same is to be
furnished on the required form. No deductions shall be made which are prohibited by
applicable law. Upon receipt of a voluntarily signed written dues check off authorization
from an employee covered by this Agreement, the Employer shall deduct the uniform
Union dues of such employee from his/her regular pay and remit such deductions to the
Union office. The Parties agree to the extent the rights contained within this Section exceed
the requirements contained within the Illinois Public Labor Relations Act (the “Act™), but
are not pre-empted or barred by the Act, the provisions of this Section will control. Nothing
in this collective bargaining agreement shall be construed as a waiver of the Employers’,
employees’ or the Union’s rights under applicable law.

Section 2. Notice and Appeal

The Union agrees to provide notices and appeal procedures to employees in
accordance with the applicable law.

Section 3. Indemnification

The Union shall indemnify, defend, and hold the Employer harmless against any claim,
demand, suit or liability arising from any action taken by the Employer in complying with
this Article.

ARTICLE 5
NON-DISCRIMINATION

Section 1. Prohibition against Discrimination

Both the Employer and the Union agree not to illegally discriminate against any
employee on the basis of race, sex, creed, religion, color, marital or parental status, age,
national origin, political affiliation, disability, or veteran status; provided, however, that all
personnel of the Sheriff must at all times support and defend the Constitution and laws of
the United States, State of Illinois and laws promulgated therefrom.

Section 2. Union Membership or Activity

Neither the Employer nor the Union shall interfere with the right of employees
covered by this Agreement to become or not become members of the Union, and there shall
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be no discrimination against any such employees because of lawful Union membership or
non-membership activity or status.

Section 3. Equal Employment/Affirmative Action

The parties recognize the Employer’s obligation to comply with federal and state
Equal Employment and sex discrimination laws applicable to the Sheriff.

ARTICLE 6
NO STRIKE OR LOCKOUT

Section 1. No Strike Commitment

Neither the Union nor any bargaining unit employee will call, initiate, authorize,
participate in, sanction, encourage, or ratify any work stoppage, slowdown, or the
concerted interference with the full, faithful, and proper performance of the duties of
employment with the Sheriff during the term of this Agreement. No bargaining unit
employee shall refuse to cross any picket line, by whomever established.

Section 2. Performance of Duty

It is recognized that employees covered by this Agreement may be required in the
line of duty to perform duties growing out of or connected with labor disputes which may
arise within the County. The Union agrees that no disciplinary action or other action will
be taken by the Union against any employee or employees covered by this Agreement by
reason of any such action or conduct in the line of duty.

Section 3. Resumption of Operations

In the event of action prohibited by Section 1 above, the Union immediately shall
disavow such action and request the employees to return to work and shall use its best
efforts to achieve a prompt resumption of normal operations. The Union, including its
officials and agents, shall not be liable for any damages, direct or indirect, upon complying
with the requirements of this Section.

Section 4. No Lockout

No lockout of employees shall be instituted by the Employer during the term of this
Agreement.

ARTICLE 7
SENIORITY

Section 1. Definition
For the purpose of this Agreement the following definitions shall apply:

1. County-wide Seniority means an employee’s uninterrupted employment
with the County since their last date of hire as listed in Appendix A.



2. Classification Seniority means the length of uninterrupted employment an
employee has in their current classification. Where employees have the
same classification seniority date, any such tie shall be broken at the time
of hire or promotion by drawing lots.

3. Office Seniority means the length of uninterrupted employment an
employee has in the Sheriff’s Office.

Section 2. Loss of Seniority

An employee shall lose his/her applicable seniority in accordance with Section 1
and no longer be an employee if:

I. He/she resigns or quits by giving an official letter of resignation.

2. He/she is discharged for just cause unless reversed through the Grievance
or Arbitration Procedure or the Merit Commission, whichever is applicable.

3. He/she retires.

4, He/she does not return to work from layoff or authorized leave of absence
within ten (10) calendar days after being notified by certified mail to return.

5. He/she has been on layoff for a period of time equal to his/her seniority at
the time of his/her layoff or two (2) years, whichever is greater.

6. Accepts “gainful employment™ that is inconsistent with the purpose of the
authorized leave while on an approved leave of absence from the Sheriff’s
Office.
Section 3. Classification Seniority List

The Sheriff and Union have agreed upon the initial classification seniority list
setting forth the present seniority dates for all employees covered by this Agreement and
shall become effective on or after the date of execution of this Agreement. Such lists shall
resolve all questions of seniority affecting employees covered under this Agreement or
employed at the time the Agreement becomes effective. Disputes as to seniority listing
shall be resolved through the grievance procedure. The initial agreement is attached hereto
as Appendix A and made a part thereof.

Section 4, Seniority While on Leave

. Employees will not continue to accrue seniority credit for all time spent on

authorized unpaid leave of absence beyond three (3) months except for authorized leave
due to circumstances beyond the control of the employee such as medical leave, military
leave, etc.



Section 1.

1.

Section 2.

ARTICLE 8
LAYOFF AND RECALL

Procedure for Layoff

When employees are removed from a classification for the purpose of
reducing the work force of that classification, the employee with the least
seniority in the affected classification and bargaining unit shall be removed
first.

A removed employee shall be transferred, conditioned upon being qualified
to perform the work available in the following order or priority:

a. To a vacancy, if any, in another classification in the same pay grade
within the same bargaining unit;

b. To replace an employee with less seniority, if any, in another
classification in the same pay grade within the same bargaining unit;

c. To a vacancy, if any, in a classification assigned to the next lower
pay grade with the same bargaining unit;

d. To replace an employee with less seniority, if any, in a classification
assigned to the next lower pay grade within the same bargaining
unit.

A removed employee not transferred as provided in 2 above shall have the
procedure set forth in 2c above applied to classifications assigned to each
succeeding next lower pay grade until he/she is transferred or laid off.

The procedure set forth in 2 and 3 above shall be applied for an employee
who is replaced as a result of the application of the above procedure until
he/she is transferred or laid off.

In applying the procedures set forth 2, 3, and 4 above, a removed or replaced
full-time employee shall be transferred to another full-time position.

In applying the above procedures, full-time probationary employees shall
be removed from the affected classification or replaced, as the case may be,
prior to removing or replacing full-time, non-probationary employees.

Temporary employees shall be laid off prior to the layoff of any full-time
employees.

Procedure for Reeall

An employee with seniority who has been laid off or transferred as a result of a
layoff shall be recalled to work, conditioned upon ability to perform the work available, in
accordance with the reverse application of the procedure for layoff. Recall rights shall



continue for two (2) years after an employee has been laid off. No new employees at all
shall be hired until all employees on layoff desiring to return to work shall have been given
the opportunity to return to work.

In the event of recall, eligible employees shall receive notice of recall either by
actual notice or by certified mail, return receipt requested. It is the responsibility of all
employees eligible for recall to notify the Sheriff of their current address. Upon receipt of
the notice of recall, employees shall have five (5) working days to notify the Sheriff of
their acceptance of the recall. The employee shall have five (5) working days thereafter to
report to duty.

Section 3. Notice

The Employer shall notify the Union thirty (30) days prior to the intended effective
date of a planned layoff. The Employer and the Union will discuss alternatives to the layoff
if put forth by the Union.

Any employee to be laid off will be notified thirty (30) calendar days prior to the
effective date.

ARTICLE 9
GRIEVANCE PROCEDURE

Section 1. Grievance

A Grievance is defined as a dispute or disagreement as to the interpretation and
application of any provision in this Agreement. Grievances may be processed by the Union
on behalf of an employee or on behalf of a group of employees or itself setting forth
name(s) or group(s) of the employee(s). Either party may have the grievant or one (1)
grievant representing a group grievance present at any step of the grievance procedure. The
resolution of a grievance filed on behalf of a group of employees shall be made applicable
to the appropriate employees within that group. Nothing in this Article is designed to alter
a superior officer’s duties in the chain of command.

Business days shall include the weekdays of Monday through Friday, excluding
holidays or other days the Sheriff’s Office administrative functions are closed.

Section 2. Grievance Steps
Step 1. Licutenant of Court Security

The Employee and/or the Union shall orally raise the grievance with the Lieutenant
of Court Security. The employee shall inform the Lieutenant of Court Security that this
discussion constitutes the first step of the grievance procedure. All grievances must be
presented not later than ten (10) business days from the date the grievant became aware of
the occurrence giving rise to the complaint. The Lieutenant of Court Security shall render
an oral response to the grievance within ten (10) business days after the grievance is
presented. [f the oral grievance is not resolved at Step 1, the Lieutenant of Court Security
shall sign the written statement of grievance prepared for submission at Step 2
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acknowledging discussion of the grievance. In those circumstances where securing the
signature of the Lieutenant of Court Security who is physically not available to sign would
have adversely affected a timely submittal to the second level, the grievance will be
submitted to the second level without such signature. A copy of the grievance shall
subsequently be provided to the Lieutenant of Court Security for such signature. The
parties recognize that variations from the Lieutenant of Court Security, where mutually
agreeable, may exist. The Unijon is entitled to be present at any grievance mecting and any
grievance settlement should not conflict with this Agreement.

Step 2. Chief Deputy/Undersheriff

In the event the grievance is not resolved in Step 1, it shall be presented in writing
by the Union to the Chief Deputy/Undersheriff or his/her designee within five (5) business
days from the receipt of the answer, or the date such answer was due, whichever is earliest.
Within five (5) business days after the grievance is presented to Step 2, the Chief
Deputy/Undersheriff shall render a written answer to the grievant and provide a copy of
such answer to the Union. The written grievance shali be on an agreed upon form. The
written grievance shall contain a statement of the grievant’s and/or Unjon’s complaint, the
section(s) of the Agreement allegedly violated, if applicable; the date of the alleged
violation, if applicable, and the relief sought. The grievance form will be the standard
Teamsters Local 330 form (a copy of which is attached hereto as Appendix F) and shall be
signed and dated by the grievant or Union. An improper grievance form, date, or section
citation shall not be grounds for denial of the grievance.

Step 3. Sheriff

If the grievance is still unresolved, it shall be presented by the Union to the Sheriff
or histher designee in writing within five (5) business days after receipt of the Step 2
response or after the Step 2 response is due, whichever is earliest, or within five (5) business
days after the Step 1 response, or after Step 1 response is due, if Step 2 is not applicable,

Within five (5) business days after receipt of the written grievance the parties shall
meet or hold other discussions in an attempt to solve the grievance unless the parties
mutually agree otherwise. The Sheriff or designee shall give his/her written response within
five (5) business days following the meeting.

Step 4. Arbitration

If the grievance is still unsettled, and the Union wishes to proceed to arbitration,
the grievance must be presented to arbitration within fifteen (15) business days after the
receipt of the Step 3 response or the date the response was due, whichever is earlier. The
Union shall notify the Sheriff in writing of the intent to proceed to arbitration.

Upon written request of either party, the Sheriff and the Union, with mutual consent,
may meet within ten (10) business days after receipt of the Step 3 response or the date the
response was due for the purpose of conducting a pre-arbitration conference in a final
attempt to resolve the grievance without proceeding to arbitration.



If no resolution is reached and arbitration is requested, representatives of the Sheriff
and the Union shall meet to select an arbitrator. If the parties are unable to agree on an
arbitrator within five (5) business days, the parties shall request the Federal Mediation and
Conciliation Service to submit a list of seven (7) arbitrators. The parties shall alternately
strike the names of three (3) arbitrators. The Sheriff shall be the first to strike, and the
Union will follow. The person whose name remains shall be the arbitrator, provided that
either party, before striking any names, shall have the right to reject one (1) panel of
arbitrators. The arbitrator shall be notified of his/her selection by a joint letter from the
Sheriff and the Union, requesting that he/she set a time and place for the hearing, subject
to the availability of the Sheriff and Union representatives and shall be notified of the issue
where mutually agreed by the parties.

The Employer or Union shall have the right to request the arbitrator to require the
presence of witnesses and/or documents. Each party shall bear the expense of its own
witnesses who are not employees of the Employer.

The arbitrator shall neither amend, modity, nullify, ignore, add nor subtract from
the provisions of the Agreement.

The expenses and fees of the arbitrator and the cost of the hearing room shall be
shared equally by the parties. Nothing in this Article shall preclude the parties from
agreeing to use expedited arbitration procedures.

The decision and award of the arbitrator shall be final and binding on the Employer,
the Union, and the employee or employees involved.

If either party desires a verbatim record of the proceeding, it may cause such a
record to be made, providing it pays for the record and makes a copy available without
charge to the arbitrator. If the other party desires a copy it shall pay for one half (1/2) the
transcription fee and the cost of duplicating its copy.

Section 3. Time Limits

1. Grievances may be withdrawn at any step of the Grievance Procedure. Such
withdrawal shall not constitute a decision on the merits of the Grievance.
Grievances not raised or appealed within the designated time limits will be
barred.

2. The time limits at any step or for any hearing may be extended by mutual
agreement of the parties involved at that particular step.

3. Failure to respond within the time limits by the designated person shall
automatically advance the grievance to the next step.

Section 4. Time Off, Meeting Space and Telephone Use

1. Time Off: The grievant(s) and/or Union grievance representative will
be permitted reasonable time without loss of pay during their work hours to
investigate and process grievances. A grievant who is called back on a
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different shift or on his/her day off as a result of the Sheriff scheduling a
grievance meeting shall have such time spent in the meeting considered as
time worked. Witnesses whose testimony is pertinent to the Union’s
presentation or argument will be permitted reasonable time without loss of
pay to attend grievance meetings and/or respond to the Union’s
investigation. No employee or Union representative shall leave his/her work
to investigate, file or process grievances without first notifying and
receiving permission from his/her supervisor or designee as well as the
supervisor of any unit to be visited, and such permission shall not be denied
unreasonably. Employees attending grievance meeting shall normally be
those having direct involvement in the grievance.

2, Meeting Space and Telephone Use: Upon request, the employee and
Union representative shall be allowed the use of an available appropriate
room while investigating or processing a grievance; and, upon prior general
approval, shall be permitted the reasonable use of telephone facilities for
the purpose of investigating or processing grievances. Such use shall not
include any long distance or toll calls at the expense of the Employer.

Section 5. Advanced Grievance Step Filing

Certain issues which by nature are not capable of being settled at a preliminary step
of the grievance procedure or which would become moot due to the length of time
necessary to exhaust the grievance steps, may by mutual agreement be filed at the
appropriate advance step where the action giving rise to the grievance was initiated. Mutual
agreement shall take place between the appropriate Union representative and the
appropriate Employer representative at the step where it is desired to initiate the grievance.

Section 6. Pertinent Witnesses and Information

Either Party may request the production of specific documents, books, papers or
witnesses reasonably available from the other party and substantially pertinent to the
grievance under consideration. Such request shall not be unreasonably denied, and shall be
in conformance with applicable laws, and rules issued pursuant thereto, governing the
dissemination of such materials. This paragraph is not applicable to Step 1 of the grievance
procedure. Requests made pursuant to this section by the Union may only be initiated by a
Union Representative or his designee.

ARTICLE 10
DISCIPLINE AND DISCHARGE

Section 1. Discipline and Discharge
The parties recognize the principles of progressive and corrective discipline.
Disciplinary action or measures shall include the following:

1. Oral Reprimand
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2. Written Reprimand

3. Suspension (notice to be given in writing)

4. Discharge (notice to be given in writing)

Disciplinary action may be imposed upon an employee only for just cause.

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

Employees must sign for receipt of oral and written reprimands, but the signature
does not indicate that employees are in agreement with the discipline.

Oral or written reprimands shall be subject to the grievance procedure through Step
3 thereof but shall not be subject to arbitration.

Section 2. Limitation

The Sheriff’s agreement to use progressive and corrective disciplinary action does
not prohibit the Sheriff in any case from imposing discipline which is commensurate with
the severity of the offense. The Sheriff shall notify both the employee and Union of
disciplinary action. Such notification shall be in writing and shall refiect the specific nature
of the offense.

Section 3. Pre-Disciplinary Meeting

For discipline other than oral and written reprimands, prior to imposing the
contemplated discipline on the employee, the Sheriff or his/her designee shall meet with
the employee involved and inform the employee of the contemplated discipline and the
reason thereof. The employee shall be informed of his contract rights to Union
representation and shall be entitled to such, if so requested by the employee, and the
employee and Union representative shall be given the opportunity to rebut or clarify the
reasons for such discipline and further provided that a Union representative shall be
available within twenty-four (24) hours of notification or as mutually agreed by the parties.

Section 4. Investigative Interviews

Where the Sheriff or his designee desires to conduct an investigative interview of
an employee where the results of the interview might result in discipline, the Sheriff agrees
to first inform the employee that the employee has the right to Union representation at such
interview. If the employee desires such Union representation, no interview shall take place
without the presence of a Union representative. The role of the Union representative is
limited to assisting the employee, clarifying the facts and suggesting other employees who
may have knowledge of the facts.
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Section 5. Removal of Discipline

Records of discipline other than suspensions shall be removed from the employee’s
personnel file if one (1) year passes from the date of the offense without the employee
receiving discipline for the same offense.

Section 6. Merit Commission

Sheriff’s Merit System Employees covered under this Agreement shall be
disciplined pursuant to Section 3-8013 of the Sheriff’s Merit System Law, 55 ILCS 5/3-
8013 (2011) subject to the alternative grievance review provisions provided in this
Agreement.

In the event charges are referred to the Merit Commission, the employee shall have
the option of waiving a hearing before the Merit Commission and shall then be disciplined
by the Sheriff subject to the contractual grievance appeal procedure. To effectuate this
election, the following procedure shall be utilized:

1. Within ten (10) business days of the employee receiving a copy of the
charges referred to the Merit Commission and the entire investigation file
relating to the charges, the Union will advise the Sheriff and the Merit
Commission of the employee’s election under this Section to waive his or
her right to a Merit Commission review and/or hearing and proceed, instead,
in accordance with the grievance/arbitration provisions of Article 9 of this
Agreement, upon the issuance of discipline by the Sheriff. Such notice shall
be in writing and shall include a written waiver, executed by the employee,
acknowledging that the employee is knowingly waiving his or her rights to
a hearing before the Merit Commission. If no such notice/waiver is
provided within the ten (10) business days, the employee and the Union
shall be deemed to have elected to proceed under the rules of the Merit
Commission and all rights under Article 9 shall be deemed waived.

2. Upon receipt of a notice from the Union that the employee is electing to
proceed under the grievance/arbitration provisions of Article 9, the Sheriff’s
Office will withdraw the charges before the Merit Commission. Thereafter,
the Sheriff or his designee will make a determination regarding discipline.

3. Once discipline is issued by the Sheriff or his designee, the employee, or
the Union, as applicable, may grieve the discipline, as provided in Article 9
of the CBA commencing at Step 4. The filing of said grievance shall serve
as a Request for Arbitration under Step 4 of the grievance procedure.

In the event the Sheriff's Merit System Law is amended in a manner which nullifies
the rights of parties to a collective bargaining agreement to negotiate, pursuant to Section
3-8013 of the Sheriff's Merit System Law, an alternative disciplinary review process, or
which makes the alternative grievance review provisions contained in this section illegal,
either party may request to immediately re-negotiate the terms of this section. Such
negotiations shall thereafter commence immediately.
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Section 7. Suspension Day Defined

A suspension day is a twenty-four (24) hour period during which an employee was
scheduled to work a regular tour of duty but has been ordered not to report for duty. If the
suspension is administrative in nature, the employee will be paid for the time as if he or
she had worked. If the suspension is disciplinary in nature, the employee will have his or
her pay docked the appropriate amount.

Section 8. Limitation of the Suspension Period

During any suspension period, defined as the period between the first and final
actual suspension days (inclusive), an employee may not work for paid overtime, providing
the duration of the suspension period is not more than four (4) times the number of actual
suspension days. The suspension period shall start not more than fifteen (15) days from
the date of the pre-disciplinary hearing.

ARTICLE 11
PERSONNEL FILES

Section 1. Personnel Files

The Sheriff shall keep a central personnel file for each employee within the
bargaining unit. The Sheriff is free to keep working files, but material not maintained in
the central personnel file may not provide the basis for disciplinary or other action against
an employee.

Section 2. Inspection

Upon request of an employee, the Sheriff shall reasonably permit an employee to
inspect his personnel file subject to the following:

1. Such an inspection shall occur within two (2) business days following
receipt of the request. The Sheriff or his designee may be present during
such inspection;

2. Such inspection shall only occur during daytime office staff working hours
Monday through Friday upon written request;

3. The employee shall not be permitted to remove any part of the personnel
file from the premises but may obtain copies of any information contained
therein;

4. Upon written authorization by the requesting employee, that employee may

have a representative of the Union present during such inspection;

5. Pre-employment information, such as reference reports, credit checks or
information provided to the Sheriff with a specific request that it remain
confidential, shall not be subject to inspection or copying.
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6. An employee may not place any type of document into the personnel files
maintained by the Sheriff without permission, except pursuant to the Illinois
Employee Personnel Record Review Act.

Section 3. ~  Notification

Employees shall be given notice by the Sheriff when any materials are placed in
their personnel file except those of a routine, clerical nature.

Section 4. Limitation on Use of File Material

It is agreed that any material not available for inspection, such as provided in
Sections 1 and 2 above, shall not be used in any manner or any forum adverse to the
employee’s interest.

Section 5. Personnel Record Correction

If the employee disagrees with any information contained in the personnel record,
a removal or correction of that information may be mutually agreed upon by the employee
and Sheriff. The employee may submit a written statement explaining the employee’s
position, which shall be attached to the personnel record.

ARTICLE 12
EMPLOYEE DEVELOPMENT & TRAINING

Section 1. Orientation

The Sheriff and the Union recognize the need for the training and development of
employees in order for services to be efficiently and effectively provided, and employees
are afforded the opportunity to develop their skills and potential. In recognition of such
principle, the Sheriff shall endeavor to provide employees with reasonable orientation with
respect to current procedures, forms, methods, techniques, materials, and equipment
normally used in such employees’ work assignments and periodic changes therein,
including, where available and relevant to such work, procedural manuals. Within their
first (1) year of hire or promotion, the Employer will utilize best efforts to provide
employees with a minimum of forty (40) hours of supervisory training, unless
circumstances arise that preclude the Sheriff from providing such training.

Section 2. Time Off
If, because of changes in certification, accreditation or licensure, employees are

required by the Sheriff to take courses so as to retain their present position classification,
such employees shall be granted reasonable time for such without loss of pay.
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ARTICLE 13
HOLIDAYS

Section 1.

All employees shall receive holidays approved annually by the Chief Judge for
court related offices of Kane County,

Section 2.

Permanent full-time employees shall receive a full day’s pay for the scheduled
holiday.

Section 3.

To qualify for holiday pay, an employee must be in paid status the day preceding
and following the holiday.

Section 4.

When a scheduled holiday occurs during a scheduled vacation, an additional day of
vacation will be allowed.

Section 5.

Except as otherwise set forth in this Article, employees shall not be scheduled or
called in to work on holidays. In the event the Chief Judge orders the court to be open on
a holiday and employees are called in to work, employees shall be paid at one and one-half
(1 %2) times their regular rate of pay and receive an accumulated paid holiday off to be
taken at a later date in accordance with classification seniority.

ARTICLE 14
VACATIONS

Section 1. Accrual

All employees shall earn paid vacation in accordance with the schedule below. Part
time employees shall receive vacation time proportionate to the average hours worked.
Employees shall accumulate vacation based on countywide seniority. Accrual and use of
vacation time are based on the fiscal year, December 1 through November 30.

1. From hire date through the end of the fiscal year, vacation time is earned at
a rate of .833 days per month (.833 x 12 = 10) to determine the number of
vacation days accrued for the following fiscal year. Any fraction of accrued
vacation days will be converted to the nearest whole day using standard
mathematical rounding (.49 or lower to be rounded down and .50 and higher
to be rounded up). At the start of the second fiscal year following an
employee’s start date to five years of service, the employee will receive a
total of ten (10) vacation days during that fiscal year. Vacation time is
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Section 2.

earned at a rate of .833 days per month (.833 x 12 = 10) to determine the
number of vacation days accrued for the following fiscal year.

At the completion of four (4) years of service, vacation time is earned at a
rate of 1.25 days per month (1.25 x 12 = 15). During the fiscal year in which
the employee completes five (5) years of service, the employee will receive
five (5) additional vacation days upon the anniversary of his/her hire date.
At the start of the fiscal year immediately following the completion of five
(5) years of service, the employee will receive a total of fifteen (15) vacation
days for use in that fiscal year.

At the completion of nine (9) years of service, vacation time is earned at a
rate of 1.66 days per month (1.66 x 12 = 20). During the fiscal year in which
the employee completes ten (10) years of service, the employee will receive
five (5) additional vacation days upon the anniversary of his/her hire date.
At the start of the fiscal year immediately following the completion of ten
(10) years of service, the employee will receive a total of twenty (20)
vacation days for use in that fiscal year.

At the completion of twenty-four (24) years of service, vacation time is
earned at a rate of 2.08 days per month (2.08 x 12 = 25). During the fiscal
year in which the employee completes twenty-five (25) years of service, the
employee will receive five (5) additional vacation days upon the
anniversary of his/her hire date. At the start of the fiscal year immediately
following the completion of twenty-five (25) years of service, the employee
will receive a total of twenty-five (25) vacation days for use in that fiscal
year.

Use

Vacation time may be taken in increments of not less than one (1) hour at a time
subject to accrual as outlined above. Vacation time must be used prior to November 30 of
each year or it will be forfeited. In certain extraordinary circumstances, unused vacation
time may be carried over if specifically authorized by the Employer. Vacation time that is
carried over will be used based on the operational needs of the Office, and must be taken
within sixty (60) days.

Employees who by length of continuous service are entitled to fifteen (15) or more
days of vacation may request the following:

After accrual of fifteen (15) days of vacation, a maximum of five (5) days
may be turned back in to be paid at straight time in lieu of time off. After
accrual of twenty (20) days of vacation, a maximum of ten (10) days may
be turned back in to be paid at straight time in lieu of time off. Employees
who are selling back vacation time must indicate in writing their intent to
do so by September | of the applicable fiscal year. Once made, such
election is irrevocable, and the time will be paid out via direct deposit within
two regular payroll periods following the election.

17



Section 3. Scheduling of Single Vacation Days, Personal/Sick Days and
Compensatory Time Off

Provided the maximum number of employees permitted to be off on a single day,
as described herein, has not been reached, an employee will be granted a single vacation
day, personal/sick day or compensatory time off on a first come, first serve basis. Unless
otherwise approved by the Court Security Lieutenant or another supervisor higher in the
chain of command, no more than one (1) Employee will be granted confirmed time off
(including vacations, single vacation days, personal/sick days, and compensatory time, but
excluding FMLA and extended sick leave) for a specific day.

Section 4. Vacation Periods Scheduled by Seniority

A vacation period will be considered in increments of one (1) or more full week(s)
beginning at 0001 Sunday and ending at 2359 Saturday.

After completion of the shift bid process, the supervisor who is outside the
bargaining unit will tally the total number of weeks of vacation due the employees on a
shift.

Beginning October 1 and continuing for one (1) month, employees may bid for
vacation periods (one (1) or more weeks) based on classification seniority. This will be
done by filling in slots on a posted list of weeks in the following fiscal year (i.e., December
1 — November 30). Bids shall be submitted by employees in a timely manner, with
employees receiving up to twenty-four (24) hours to complete their bids, On or about the
first week in November, the Lieutenant of Court Security will review the posted list and
finalize the seniority bid vacation lists. Conflicts in scheduling will be resolved in favor
of the employee having the greatest classification seniority.

Vacation periods requested other than as described above shall be granted on a first-
come first-served basis. Requests will be considered on the basis of calendar date of
submission to and confirmed by the Lieutenant of Court Security. Employees will be
notified in writing as to the number of available vacation slots via posting of the vacation
list and will be notified of the number of uncommitted vacation weeks still held by the
employee via email. It will be up to the employee to submit a request for any of the
remaining available weeks or face the loss of vacation time when no open weeks remain in
the fiscal year.

If an employee decides to remove his or her name from a scheduled vacation week
or weeks, another employee may bid for the open slot and be granted the time based on
classification seniority.

Once a vacation is approved and scheduled, an employee who is transferred non-
voluntarily will be allowed to take that vacation even if a scheduling conflict develops.

Section 5. Holidays

When a scheduled holiday occurs during a scheduled vacation, an alternate day of
vacation will be allowed.
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Section 6. Separation Pay

Employees, or his/her estate in case of death, shall be compensated for all unused
vacation time already accrued at the time they separate.

ARTICLE 15
SICK LEAVE POLICY

Section 1.

It is the policy of Kane County to provide protection for eligible employees against
loss of income because of illness. To ensure that protection, the County has made
provisions for both short-term and extended sick leave reserves. All regular full-time and
regular part-time employees are eligible.  Sick leave pay is based on the employee’s
regular straight-time rate in effect when the sick leave is taken. An employee may use
extended sick leave whenever under the care of a physician.

Section 2. Short-Term Sick Leave/Personal Day Accumulation

“Sick leave year” is defined as the twelve (12) month period beginning December
1 of each year. Eligible employees who have completed twelve (12) months of continuous
service as of December 1, of the applicable sick leave year, will be credited with five (5)
days. Employees who have completed less than twelve (12) months of continuous service
as of December 1 of the applicable sick leave year, will be credited with short-term sick
leave at the rate of one and a quarter (1.25) day for each remaining quarter within that year
once they have completed six (6) months of employment with the Sheriff’s Office.

Section 3. Short-Term Sick Leave/Personal Day Utilization

An employee’s short-term sick leave credit can be used for personal and family
injury or illness, maternity, doctor and dentist appointments or personal days. Such leave
may be used in increments of no less than one (1) hour at a time. Any such use is subject
to twenty-four (24) hours prior notification to the employee’s supervising Court Security
Lieutenant or his/her designee, if at all possible. Vacation pay cannot be substituted for
short-term sick pay.

Section 4. Unused Short-Term Sick Leave/Carry Over and Payment at
Termination

Short-term sick leave will not accumulate from year to year. At the end of the sick
leave year, all unused short-term sick leave for nonexempt employees will roll over into
extended sick leave. Upon termination, nonexempt employees will be expected to pay
back any and all short-term sick days used that were not previously earned, at a rate of one
and a quarter (1.25) day(s) for every quarter not worked. If a nonexempt employee
terminates and has unused short-term sick leave, the employee will be paid at a rate of one
and a quarter (1.25) day(s) for every quarter worked in the benefit year provided the
employee gives fourteen (14) calendar days’ written notice to the employee’s designated
supervisor.
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Section 5. Extended Sick Leave Accumulation

Eligible employees will be credited with one (1) day of extended sick leave per
month after six (6) months of continuous employment. Unused extended sick leave will
carry over from year to year and may accumulate to a maximum of two hundred forty (240)
days.

Section 6. Extended Sick Leave Utilization

An employee may utilize extended sick leave for himself/herself prior to utilizing
short-term sick leave if the employee has a serious health condition and is under a doctor’s
care at home or in the hospital. A doctor’s certification and/or note, as applicable, is
required to support the request for extended sick leave.

Extended sick leave may be used during periods of personal injury, illness or
maternity until IMRF disability benefits begin. The IMRF disability benefit is payable
after thirty (30) calendar days of disability and is equal to fifty percent (50%) of the
employee’s average monthly earnings during the preceding twelve (12) months.

An employee may utilize up to six (6) days of accrued extended sick leave per fiscal
year for absences due to illness or injury of the employee’s child, stepchild, spouse,
domestic partner, sibling, parent, mother-in-law, father-in-law, grandchild, grandparent or
stepparent on the same terms upon which the employee is able to use extended sick leave
days for his or her own absences. A doctor’s certification is required to support the request
to use extended sick leave to care for such family members.

Extended sick days run concurrently with Family and Medical Leave.
Section 7. Payment for Unused Extended Sick Leave

No payment for unused extended sick leave is made at termination. Retiring
employees under IMRF qualify for up to one year of additional pension service for unused
extended sick leave at the rate of one (1) month for every twenty (20) days or fraction
thereof. To qualify for this pension credit, the effective date of pension must be within
sixty (60) days of termination. This additional pension service credit provision applies
solely to employees retiring with an IMRF pension. Converted extended sick leave cannot
be used to meet the requirements of a minimum of eight (8) years for an IMRF pension or
thirty-five (35) years for a non-discounted pension under age sixty (60).

ARTICLE 16
MISCELLANEOUS PROVISIONS

Section 1. Use of Masculine Pronoun

The use of the masculine pronoun in this or any other document is understood to be
for clerical convenience only, and it further understood that the masculine pronoun includes
the feminine pronoun as well.
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Section 2. Definition

Whenever the term Sheriff is used in this Agreement, it shall mean the Sheriff or
his authorized officer or agent.

Section 3. Notification of Leave Balance

Employees shall be given a statement of leave balances (sick leave, vacation days,
holidays, and accumulated compensatory time) on request, but no more than twice
annually.

Section 4. Evaluations

The Union and the Sheriff encourage periodic evaluation conferences between the
employee and his/her supervisor. The written evaluation done once a year by the
supervisor shall be discussed with the employee and the employee shall be given a copy
immediately after completion. The employee shall sign the evaluation as recognition of
having read it but such signature shall not constitute agreement with the evaluation.

Section 5. Copies of the Agreement

A copy of this Agreement shall be posted to the Sheriff’s Office’s internal intranet
site.
Section 6. Meeting Place

All meetings or hearings or other proceedings over which the parties have control
shall be held in the Sheriff’s complex in Kane County, Illinois, unless there is a reasonable
basis to hold such meetings, hearings or other proceedings elsewhere.

Section 7. Job Descriptions

Within ninety (90) days of the execution of this Agreement, employees shall have
a copy of his/her current job description which shall include principle duties and
responsibilities. When requirements are revised and the duties and responsibilities remain
essentially unchanged, incumbents in these positions who qualified under previous
requirements for the class shall be considered qualified.

ARTICLE 17
LEAVES OF ABSENCE

Section 1, Policy

Leaves of absence may be granted to maintain continuity of service and to protect
the employer-employee relationship in instances where circumstances require an
employee’s absence. Leaves of absence are required when the employee’s absence, other
than vacation, will extend beyond a two (2) week period. Leaves are granted based on each
individual case and at the discretion of the Sheriff. Leaves of absence are without pay
unless the Sheriff requires, or the employee elects with the Sheriff’s approval, accrued sick
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pay, holiday pay, vacation pay, or compensatory time be used during the leave of absence.
A leave of absence will not be granted for the purpose of trying another job. Failure to
return at the end of an approved leave may result in termination.

It is the Sheriff’s policy to grant leaves of absence to eligible employees in
accordance with all applicable federal and state laws. Where provisions of this Article
conflict with any applicable federal or state law, the provisions of such law shall prevail.

Section 2. Eligibility

Employees may be eligible for a leave of absence if they have worked for at least
twelve (12) months and for at least one thousand two hundred fifty (1,250) hours during
the year preceding the start of the leave of absence. Eligibility and entitlement to leaves of
absences governed by state or federal law shall be determined in accordance with the
provisions of the applicable law.

Subject to the policy statement above, employees may be eligible for up to twelve
(12) work weeks of leave a year, which is based on a rolling twelve (12) month period
measured backward from the first date leave is used, unless otherwise. required by law. In
other words, each time an employee takes a leave, the remaining leave for which the
employee may be eligible would be any balance of the twelve (12) work weeks which has
not been used during the immediately preceding twelve (12) months.

Employees must give a thirty (30) calendar day advance notice of the need to take
a leave of absence when it is foreseeable. Foreseeable leaves include, but are not limited
to, maternity/paternity leave, placement leave, military leave, educational leave, personal
leave or planned medical treatment leave. Where it is not possible under the circumstances
to provide advance notice, notice must be given as soon as possible.

Section 3. Types of Leaves of Absence
I. Family and Medical Leave:

Eligible employees may be granted a family or medical leave of absence under the
provisions of the Family and Medical Leave Act (“FMLA™) for one (1) or more of the
following reasons:

a. Birth Leave: For birth of a child of an employee and to provide care
for the child following birth,

b. Placement Leave: For placement of the child with an employee for
adoption or foster care.

C. Personal Illness: For a serious health condition when an employee
is unable to perform their job.

d. Family Iliness: For an employee to care for their son, daughter,
spouse, or parent who has a serious health condition.
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e. Because of any qualifying exigency arising out of the fact that the
spouse, or a son, daughter, or parent of the employee is a covered
military member on active duty (or has been notified of an
impending call or order to active duty) in the Armed Forces in
support of a contingency operation.

f. To care for a covered service member with a serious injury or illness
if the employee is the spouse, son, daughter, parent or next of kin of
the service member.

All aspects of FMLA leaves of absences shall be governed by the provisions of the
FMLA and the regulations promulgated thercunder, all as may be amended from time to
time. The Sheriff will exercise his discretion in connection with FMLA leaves of absences
in accordance with the FMLA and the applicable regulations.

2.

Military Leave: Eligible employees will be granted military leaves with or
without pay in accordance with all applicable state and federal laws. For all
Military Leaves, employees should provide their supervisor with a copy of
their written orders, including any subsequent changes, within the time
limits prescribed by law. If an employee is applying for differential pay,
the employee should provide payroll with the amount of their base pay prior
to the leave. If an employee desires to use benefit time during the leave, the
employee should also notify payroll prior to the leave. Upon completion of
military service, a copy of the employee’s Leave and Earnings Statement
verifying the duration of the employee’s military service and base pay must
be provided to payroll by the employee.

Victim’s Economic Security and Safety Act (VESSA) Leave — Eligible
employees will be granted leaves to address domestic or sexual violence in
compliance with VESSA. Neither this section nor VESSA creates
additional rights for an employee to take leave that exceeds the unpaid leave
time under, or is in addition to unpaid leave time permitted by, the FMLA.
All aspects of the leave shall be governed by the provisions of VESSA.

Personal Leave: May be granted or denied at the discretion of the Sheriff
based on the facts of each individual case. The reason for this type of leave
must be of a nature involving a serious family problem, or some similar
circumstance. Personal leaves are governed in the same manner as any other
type of leave. The guidelines listed under other Sections of this policy must
be adhered to in all cases.

Educational Leave: May be granted at the discretion of the Sheriff without
pay to eligible employees who wish to continue their education provided
the course of study is beneficial to the Sheriff’s Office.

Workers” Compensation Leave: All employees experiencing an
occupational disability due to an accident or illness arising out of and in the

course of their employment may be placed on a Workers’ Compensation
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Section 4.

1.

Section 5,

1.

Leave. Participating employees should apply for IMRF Disability Benefits
if eligible (See Workers’ Compensation). -

Other Leaves Required by Law: Eligible employees will be granted leaves
of absences required by state or federal law in accordance with the
provisions of the applicable law.

Controls and Rules During a Leave

The Sheriff may require that an employee requesting any type of leave
designate that accrued sick days, accrued vacation and, if applicable,
personal days and compensatory time be used during the leave of absence.

Duration of Leave: The cumulative time off of a leave of absence shall not
be longer than six (6) months, unless otherwise required by law.

Extended Leave of Absence: Any leave over twelve (12) work weeks in
duration is considered an extended leave of absence. Employees in this
extended period must contact the Sheriff at least thirty (30) calendar days
prior to their expected return to work, unless otherwise required by law.
Every effort will be made to place the employee returning from an extended
leave to the same or substantially similar position.

Health Care Coverage during a Leave of Absence: Group hospitalization
coverage will continue for up to six (6) months. The employee portion of
the payment for this coverage must be received in the Human Resource
Management Department no later than the 1st of each month during the
leave of absence. A limited continuation option is available to eligible
employees after this period under COBRA, a limited extension of health
insurance coverage.

Vacation. Sick Pay Benefits and Holiday Pay: Sick pay credit and vacation
time will not continue to accrue after the last day paid on any authorized
leave of absence. Employees will be paid for holidays which fall during the
period they are receiving pay from the County. The use of any leave will
not result in the loss of any employment benefit that accrued prior to the
start of an employee’s leave.

Procedure

A “Request for Leave of Absence” form should be completed by the
employee defining the reason for the leave, its duration, and the amount of
vacation, compensatory time, holiday and sick pay to be used during the
leave (if any).

This request should be submitted through the chain of command.

A medical certification and/or fitness for duty report is required upon
commencing and returning from a family and medical leave or workers’
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Section 6.

1.

Section 7.

compensation leave. Employees must provide medical certification within
fifteen (15) calendar days of the request. Medical re-certification may be
required at the County’s expense.

IMRF Leave of Absence Authorization and Disability Benefits

Employees who have a medical certification of a disability which may
extend for thirty (30) calendar days or more could be eligible for disability
benefits under the Illinois Municipal Retirement Fund (see IMRF Disability
Benefits), To be eligible, an employee must have twelve (12) months or
more of service credit with IMRF. Pregnancy is included as a disability
under IMRF if the employee is eligible, and claims should be submitted in
the same manner as other disability claims. The County’s Human Resource
Management Department should be contacted for the forms for application.

Employees participating under IMRF and on a leave of absence without pay
from Kane County or disability pay under IMRF (i.e., family illness,
placement leave) will not be protected for death or disability benefits during
the unpaid period. A Benefit Protection Leave of Absence Authorization
should be filed with IMRF before the leave commences. Death and
disability benefits are reinstated immediately upon returning to work.
Employees may establish service credits for retirement (not to exceed
twelve (12) months) for this leave by paying the employee contributions
which would have been paid if actvally working plus interest. The County
Board must approve the acceptance of employer paid IMRF obligations.
Forms are available in the Human Resource Management Department.
Leaves of absence may be granted to maintain continuity of service and to
protect the employer-employee relationship in instances where unusual
circumstances require an employee’s absence. Leaves are granted on the
assumption that the employee will be available to return to regular
employment when the conditions necessitating the leave permit.

Worker’s Compensation

The Worker’s Compensation law provides protection for employees experiencing
occupational disabilities through accidents or by exposure to disease arising out of and in
the course of employment.

1.

When an employee suffers an on-the-job injury or exposure, whether or not
medical attention is required, a “Report of Injury” form must be completed
by the employee and forwarded to both the Insurance Coordinator and up
the chain of command as soon as possible.

All expenses involved with the treatment of the exposure or injury are
covered by the Illinois Worker’s Compensation Act. That Act provides
payment of sixty six and two-thirds (66 2/3) of the employee’s wages for
lost time at work after a three (3) day waiting period. If the employee is off
work for more than fourteen (14) days because of a job-related injury or
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exposure, then the employee will be compensated for the waiting period. In
addition to this partial payment of wages pursuant to the Hlinois Workers’
Compensation Act (hereinafter referred to as “The Act”), employees with
more than one (1) year of service with the County will also receive a
minimal amount of disability through IMRF.

The County, in addition to compliance with the Act, shall pay an additional one-
third (1/3) of the average weekly wage to employees for the first thirty (30) days that the
employee is totally disabled. This is a voluntary payment by the County and by accepting
such payments; employees shall recognize and will assist the County in enforcing its
subrogation rights.

Nothing in this policy shall be construed as limiting or contravening the Public
Employee Disability Act, 5 ILCS 345/1.

Section 8. Jury Duty/Work-Related Court Duty

Court leave shall be granted to employees who are called to jury duty or are required
to be absent from work because of subpoena from any legislative, judicial, or
administrative tribunal. Time away from work with pay shall be granted for such purposes.
All compensation received for court or jury shall be remitted by the employees to the
County Auditor, to be returned to the County Treasurer from which the original payroll
warrant was drawn. The County feels that by volunteering to appear as a witness, an
employee may create the impression that the County favors one (1) litigant to the detriment
of the other. Therefore, to avoid any suspicion of favoritism, County employees are
instructed not to appear as a witness unless properly subpoenaed.

Section 9, Funeral/Bereavement Leave

In the event of a death in an employee’s immediate family, the employee will be
allowed up to three (3) days leave with pay for the time actually lost. Immediate family
members are defined as including the employee’s children (including step and adopted),
father, mother, current spouse, brother, sister, father-in-law, mother-in-law, brother-in-law,
sister-in-law, son-in-law, daughter-in-law, grandparents and grandchildren.

These days will not be deducted from sick pay. Employees must notify their
immediate supervisor of the death, relationship to the deceased and expected time of
absence. Any additional time off beyond three (3) days will be granted at the sole discretion
of the Sheriff or his designee and will be deducted from the employee’s unused vacation
time, personal/sick time or comp time.

In addition to the above provisions, the Illinois Family Bereavement Leave Act
provides that all eligible employees shall be entitled to use a maximum of 2 weeks (10
working days) of unpaid bereavement leave to (1) attend the funeral or alternative to a
funeral of a “covered family member” under the Act, (2) make arrangements necessitated
by the death of a “covered family member,” (3) grieve the death of a “covered family
member,” or (4) be absent from work due to a miscarriage, an unsuccessful round of
intrauterine insemination or of an assisted reproductive technology procedure, a failed
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adoption match or an adoption that is not finalized because it is contested by another party,
a failed surrogacy agreement, a diagnosis that negatively impacts pregnancy or fertility, or
a stillbirth. Pursuant to the Act, a “covered family member” means an employee’s child,
stepchild, spouse, domestic partner, sibling, parent, mother-in-law, father-in-law,
grandchild, grandparent, or stepparent. In the event of the death of more than one “covered
family member” in a 12-month period, the employee is entitled to a total of 6 (six) weeks
of bereavement leave during that 12-month period. All family bereavement leaves will be
granted in accordance with the Family Bereavement Leave Act. Leaves must be completed
within 60 days after the date on which the employee receives notice of the death of the
covered family member.

ARTICLE 18
UNION RIGHTS

Section 1. Union Activity During Working Hours

Employees shall be allowed necessary and reasonable time off with pay during
working hours to attend committee meetings, negotiations, and other necessary and
reasonable activities so long as they have been established by this Agreement, and/or other
meetings called or agreed to by the Employer if such employees are entitled or required to
attend such meetings by virtue of being participants.

Section 2. Access to Premises by Union Representatives

The Employer agrees that local representatives and officers and Union staff
representatives shall have reasonable access to the premises of the Employer, giving notice
upon arrival to the appropriate Employer representative. Such visitations shall be for the
reason of the administration of this Agreement. By mutual agreement with the Employer
in emergency situations, Union staff representatives or Local Union representatives may
call a meeting during work hours to prevent, resolve or clarify a problem.

Section 3. Union Bulletin Boards
The Employer shall provide bulletin boards and/or space at each work location.
Section 4. Information Provided to Union

The Employer shall notify the Union in writing of the following personnel
transactions involving bargaining unit employees as they occur: New hires, promotions,
layoffs, reemployment, transfers, leaves, returns from leave, suspension, discharge and
termination.

At the request of the Union, the Employer shall furnish the Union a current seniority
roster and reemployment lists, applicable under the seniority provisions of this Agreement.

Section 5. Union Orientation

Each newly hired bargaining unit employee shall, during the employee’s first (1)
day of employment, subject to operational needs, be scheduled at a time mutually agreeable
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to the parties, for an orientation which shall be provided by the Union. The Union
orientation period shall be a maximum of one (1) hour and shall take place during the
employee’s regular working hours with no loss of pay to the employees involved.

Section 6. Distribution of Union Literature

During employee’s non-working hours, he/she shall be permitted to distribute
Union literature to other non-working employees in non-work areas and in work areas
during non-work hours.

Section 7. Union Meetings on Premises

The Employer agrees to make available conference and meeting rooms for Union
meetings upon prior notification by the designated Union representative, unless to do so
would interfere with the operating needs of the Employer, or cause additional cost or undue
inconvenience to the Employer. The Sheriff will provide the Union space for a computer
outlet, desk, and filing cabinet on the premises.

Section 8. Rate of Pay

Any time off with pay provided for under this Article shall be at the employee’s
regular rate of pay as though the employee were working, not to exceed the employee’s
regular working scheduled hours.

ARTICLE 19
WAGES

Section 1. Wage Schedule

Employees shall be compensated in accordance with the wage schedule attached to
this Agreement and marked Appendix B. The attached wage schedule shall be considered
part of this Agreement,

Section 2. Pay Period

Employees are paid on a bi-weekly schedule. Each payroll period shall consist of
fourteen (14) calendar days, so that the bi-weekly rate of pay of each employee shall be
one twenty-sixth (1/26th) of the employee's annual salary. In a year in which twenty-seven
(27) pay periods shall occur, the bi-weekly rate of pay for each employee shall be one
twenty-seventh (1/27th) of the annual salary. When a payday falls on a holiday, the
paycheck is distributed the preceding workday. Employees are encouraged to sign up for
direct deposit of their paychecks through Payroll in the Human Resources Management
Department.

Section 3. Uniform Allowance

All regular full-time employees will be given a uniform allowance of one thousand five
hundred dollars ($1,500.00). The employees’ uniform allowance of one thousand five
hundred dollars ($1,500.00) per year shall be evenly divided and paid on the first regular
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payroll checks in December and June of each year. The employee must complete a one (1)
year probationary period and wait for the subsequent date of issuance prior to receiving
uniform allowance. Until an employee receives the uniform allowance, the Sheriff’s Office
is responsible to supply and repair or replace, if damaged in the line of duty, at no cost to
the employee, all items required for a proper uniform. In addition, the Employer shall
supply one bullet proof vest for new full-time employees upon hire. Employees must return
all issued uniforms and equipment if employment with the Sheriff’s Office ends within
his/her first (1%) year of hire.

Section 4. Other Pay Provisions

1. Interpreter/Bilingual Sergeants — One Hundred dollars ($100.00) per month

Any Sergeant who is fluent in Spanish, sign language, Polish or other foreign
language(s) and who proves certification of said language(s) by letter from a third-party
vendor approved by the Sheriff shall receive additional compensation of one hundred
dollars ($100.00) per month upon assignment by the Sheriff.

2. Range Instructors — One Hundred dollars ($100.00) per month

Range Instructors who are assigned and state certified as range instructors shall
receive this specialty pay. All range instructors shall be allowed to attend a certified
training program, provided such programs are available locally and funding is available.

3. Field Training Sergeant — One Hundred Seventy-Five dollars ($175.00) per
month

Field Training Sergeants who are assigned by the Sheriff and are state-certified as
training officers shall receive additional compensation of one hundred seventy-five
($175.00) per month upon assignment by the Sheriff. All training officers shall be allowed
to attend a certified training program, provided such programs are available locally and
funding is available.

As with all assignments, the above specialty assignments are at the sole discretion
of the Sheriff. Employees shall be eligible for multiple assignments.

Section 5. Meal Allowance

Employees assigned to travel greater than twenty-one (21) miles from the Sheriff’s
Office, whether for training or otherwise, shall be provided meal allowances if they are
also required to work outside their eight (8) hour workday in conjunction with the travel.
Voluntary request for training made by Employees shall waive meal allowance benefit to
facilitate training in the agency.

1. Employees who are required to travel, as stated above, outside their regular
eight (8) hour workday, but who are not required to stay overnight. Amount
shall be determined in accordance with County per diem guidelines.
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2. Employees who are required to travel, as stated above, outside their regular
eight (8) hour workday and who are additionally required to stay overnight.
Amount shall be determined in accordance with County per diem
guidelines.

Section 6. Travel Time/Vehicle Usage

If the Sheriff approves training for an employee, the sheriff agrees to pay for travel
time by automobile to said training in all cases whereby the training facility is more than
twenty-one (21) miles from the Sheriff’s Office. Voluntary request for training made by
Employees shall waive the twenty-one (21) mile travel time benefit to facilitate training in
the agency.

Employer shall provide a vehicle for use to travel back and forth to all training.
This section shall comply with current Sheriff’s Office policy for vehicle usage.

Section 7. Callback/Callout

Callback/callout is defined as an official assignment of work which does not
continuously precede or follow an employee’s regularly scheduled working hours. When
an employee is called out/back by the Employer outside his/her normal work schedule by
the Sheriff or his designee, he/she will be compensated at a rate of time and one-half (1
1/2) pay with a two (2) hour minimum.

ARTICLE 20
OUT OF TITLE WORK

The Sheriff may temporarily assign an employee to perform the duties of another
employee.

Employees who are assigned to perform a significant number of duties of another
employee for more than five (5) consecutive working days (counted individually and
cumulatively) from the start to the end of the entire period shall be paid the greater of the
following:

1. The pay of the employee whose duties the assigned employee is performing,
or

2. The current pay of the assigned employee, after said five (5) day period.

ARTICLE 21
INSURANCE

Section 1. Medical, Vision and Dental Coverage

1. The Employer shall provide comprehensive group insurance programs for
hospitalization, medical, vision and dental coverage (collectively referred
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to as “health insurance coverage”) for each eligible employee who chooses
to participate and the employee’s eligible dependents similar to the
coverage which is currently in effect. Plan design changes for 2023 are
included in Appendix G attached hereto and incorporated herein. All
regular full-time employees are eligible to enroll in the County’s
comprehensive group health insurance plans.

The costs of the insurance programs are shared by full-time employees and
the County, with the employee share paid through payroll deductions. A
pre-tax deduction Section 125 Plan is available at the time of enrollment,
The overall aggregate cost of the County’s health insurance programs shall
be shared by the County and the Union and non-Union employees at the
overall aggregate rate of eighty-three percent (83%) borne by the County
and seventeen percent (17%) borne by the Union and non-Union
employees. It is understood that individual rates and percentage
contribution levels will vary across plans and will be based on an
employee’s plan selection each year, but the overall aggregate percentage
rates borne by the County, on the one hand, and the Union and non-Union
employees, on the other shall remain the same through December 31, 2025.

The County reserves the right to self-insure, change carriers and engage in
cost containment measures during the term of this Agreement so long as the
benefits and coverages sought are substantially similar to those being
currently offered.

The parties agree to continue the implementation of a Wellness Program for
employees and spouses covered by the County’s health insurance plans,
Participation in the Wellness Program shall be defined as participating in an
annual health evaluation which shall continue to be limited to completing
an assessment, providing a blood sample, and receiving a health evaluation
report. No other additional action on the part of any employee or spouse
shall be required. The Employers agree that participation (or non-
participation) in the Wellness Program shall not be used in any way to
initiate or support an employment action of any kind. The parties further
agree that accommodations shall be made to facilitate participation of
retired employees that reside outside of Kane County. Participation in the
Wellness Program shall not require or constitute any waiver of an
individual’s right to privacy under HIPAA, or other applicable laws. Ifan
employee participates in the Wellness Program, the Employee will pay $50
less per month towards the cost of group health insurance than an employee
who does not participate. If the Employee’s spouse is covered by the
County’s health insurance plan, and the spouse participates in the Wellness
Program, the Employee will pay $50 less towards health insurance costs
than an Employee whose spouse does not participate. If both the employee
and the spouse participate in the Wellness Program, the Employee will pay
$100 less per month towards the cost of health insurance than a couple who
does not participate. Children are not eligible to participate in the
Wellness Program and thus are not eligible to earn a discount.
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Section 2. Future Plans

Should the County adopt plans or policies which affect Employee’s insurance
benefits (including what is commonly referred to as a flexible benefit program), Union
employees of the Employer shall have the option to participate in the same plans or
programs in the same manner as other County Employees.

In addition, in the event the County agrees to a lower overall contribution for non-
Union employees who participate in County plan(s), the lower overall contribution rate
shall apply to employees covered by this Agreement.

Section 3. Life Insurance

The County will provide information concerning any available additional life
insurance through IMRF and at the request of the employee shall make such necessary
deductions from the employee’s paycheck.

Section 4. Health Care Continuation Coverage for Retirees, Medicare
Eligible Retirees and Disabled Employees

1. Retirees

With respect to non-Medicare eligible retiree employees, the County shall pay ten
percent (10%) of the cost of continued medical insurance benefits under the same terms
and for the same coverage as the employee received for the twelve (12) months preceding
retirement.

Employees retiring under regular IMRF must be at least fifty-five (55) years of age
with at least eight (8) years of service. Sheriff’s Law Enforcement Personnel (SLEP)
members who retire (at any age) must have at least twenty (20) years of SLEP credit.

In order to be eligible for the ten percent (10%) reduction, an employee must have
been employed by the Employer for fifteen (15) or more consecutive years,

Retired employees who wish to take advantage of this medical insurance must pay
ninety percent (90%) of the premium for either single or dependent coverage. The premium
is due on the first (1st) of each month and must be submitted to Human Resources in order
for coverage to be maintained.

2. Medicare Eligible Retirees, Disabled Employees and Surviving Spouses-

Kane County offers a reduced benefit PPO health care plan to Medicare eligible
retirees, disabled employees and surviving spouses. The PPO plan includes a separate
deductible of five hundred doliars ($500) for outpatient drugs to be paid at eighty percent
(80%) (coinsurance does not go towards the outpatient prescription maximum). The full
amount of the premium that must be paid is established by the County Board each year.

3. Retirees -- Annual Open Enrollment --
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Retired employees may elect to change medical insurance plans during the annual
open enrollment period for active county employees each year.

ARTICLE 22
VYACANCIES

Section 1. Determination of Vacancies

The Sheriff shall solely determine when a vacancy exists and whether or not to fill
the vacancy.

Section 2. Posting

Whenever shift vacancy occurs, other than a temporary vacancy as defined below,
in any existing job classification or as a result of the development or establishment of new
job classifications, a notice of such vacancy shall be posted on all bulletin boards for ten
(10) working days. Temporary vacancies are defined as job vacancies that may
periodically develop in any job classification that do not exceed thirty (30) consecutive
days. Job openings that remain open more than thirty (30) consecutive days at a time shall
not be considered temporary job openings.

During this period, employees who wish to apply for the vacant shift assignment,
including employees on layoff, may do so.

Section 3. Selection

The Sheriff, or his designee, shall be the sole person to select those persons to fill
vacancies. Provided, however, in making the selection, the Sheriff or his designee shall
give consideration to factors such as seniority, experience, training, proven ability,
demeanor, evaluations, and any other evidence brought to the Sheriff’s attention which
impacts on the criteria which relates to the vacancy.

ARTICLE 23
SAFETY AND HEALTH

Section 1. General Duty

The Employer and Union shall cooperate so that the Employer can continue its
efforts to provide for a safe working environment, including tools and equipment, for its
employees as is legally required by federal and state laws.

Section 2. Limitation

The parties agree that grievances alleging violation of Section 1 of this Article may
be processed to Step 3 of the Grievance Procedure of this Agreement and will be subject
to the Grievance Arbitration procedure.
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Section 3. Safety Committee

Two (2) employees designated by the Union and two (2) persons designated by the
Employer shall comprise safety committee for the purpose of discussing safety and health
issues relating to employees and to recommend reasonable safety and health criteria
relating to equipment and facilities. The committee will meet on a reasonable basis at a
mutually agreed time. Employees attending a committee meeting will be paid if the
meeting is scheduled during an employee’s working hours. Formal recommendations of
the committee shall be submitted in writing to the Sheriff with a copy to the Union, but
shall not be binding upon the Employer or the Union.

Section 4. Fitness for Duty Evaluation

Employees may be required to undergo a physical or psychological fitness for duty
evaluation by the Sheriff, or his or her designee, where there is a reasonable belief that an
employee may not be physically, emotionally or mentally fit to carry out his or her essential
Jjob duties. Determining that a fitness for duty evaluation is warranted shall be made by the
Sheriff or his/her designee, in accordance with GO-10-01. The basis for the determination
shall be set forth in writing to the employee ten (10) days prior to the time the employee is
to undergo such testing. However, the ten (10) day notice shall be waived when the
employee’s conduct imminently or directly threatens the safety to self or others. In that
case, a copy shall be given to the employee at the time the employee is ordered to undergo
such evaluation.

All examinations and inquiries into an employee’s fitness for duty shall be both
job-related and consistent with operational necessity and shall be no broader or more
intrusive than deemed necessary by qualified, licensed and certified medical doctors,
psychiatrists or psychologists.

An Employee shall have the right to inform the Union of the order after it is received
and shall have the right to secure a similar fitness for duty evaluation at the employee's
own expense from a qualified, licensed and certified medical doctor, psychiatrist or
psychologist of their own choosing.

The Employee shall sign any and all releases or authorizations required by the
medical doctor, psychiatrist, or psychologist, as the case may be, to release the information
and evaluation obtained as a result of a fitness for duty evaluation to the Employer, The
Employer recognizes the employee's right to privacy and agrees that any information and
evaluation obtained pursuant to this section shall be placed in the employee’s secure
medical file. The evaluation and information provided to the Employer as a result of such
fitness for duty evaluation shall be provided to the employee.

In the event the Employer seeks to terminate an employee covered under this
Agreement, based on the fitness for duty evaluation and other information obtained
pursuant to GO-10-01, the Sheriff or his/her designee shall meet with the employee
involved and inform the employee of the contemplated action and the reason thereof. The
employee shall be informed of his/her contract rights to Union representation and shall be
entitled to such, if so requested by the employee. If the Employer and the Employee are
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unable to agree to the findings of the fitness for duty examination, the doctors representing
the employee and the Employer shall pick a third-party qualified physician in that field to
arbitrate the decision. The physician can be chosen from a list of area physicians qualified
in that practice.

Section 5. Drug and Alcohol Testing
See Appendix C Reference Drug and Alcohol Testing procedures.

The parties agree to continue to discuss the language of Section 8. of Appendix C.
"Voluntary Requests for Assistance and Discipline and incorporate changes via a
Memorandum of Understanding.

ARTICLE 24
HOURS OF WORK

Section 1. Hours/Overtime

1. Workweek/Period: The workweek is a one-hundred and sixty-eight (168)
hour period beginning at 0001 hours on Sunday and ending at 2359 hours
the following Saturday. The regular hours for the work period shall consist
of forty (40) hours beginning at 0001 hours on a designated Sunday and
ending seven days later at 2359 hours on Saturday. Time worked shall be
defined according to the Fair Labor Standards Act.

2. QOvertime: Overtime is defined as all pre-authorized work in excess of eight
(8) hours in a single workday. Overtime work shall be rounded to the nearest
quarter (1/4) hour. Time spent on sick leave, vacations or authorized leave
shall not be considered hours worked in computing overtime. However,
holidays and compensatory time off shall be considered hours worked in
computing overtime. Overtime shall be paid at the rate of one and one-half
(1 ¥2) times an employee’s base rate of pay.

Section 2. General Provisions for All Employees

I. “The Workday and the Workweek”: The normal workday shall consist of
eight (8} consecutive hours to be broken at approximately mid-point by a
meal period plus one (1) paid fifteen (15) minute rest period. The normal
workweek shall consist of five (5) consecutive workdays followed by two
(2) consecutive days off. (See Appendix E.)

2. *Meal Periods”: Work schedules shall provide for the workday to be broken
at approximately mid-point by an uninterrupted forty-five (45) minute meal
period, which is to be given in accordance with current practice for
employees who are regularly scheduled to work forty (40) hours per week.
They shall then receive one (1) fifteen (15) minute rest period during the
last half of their shift. Employees shall have the right to leave the work
site for their approved meals, and they will notify the Lieutenant of Court
Security, or his/her designee, as to both their departure and arrival in the
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facility. The Employer will only deny this right when operations would be
adversely impacted.

Section 3. Scheduling Practices

Employees will bid for shift preference based on classification seniority once per
year or whenever duty assignments are changed as part of a regular rotation of assignment.
The annual shift bid process shall be completed prior to the bidding for vacation periods as
described in Article 16, Section 4 (October 1).

There will essentially be three “Shifts”: “Early Shift”, “Day Shift”, and
“Afternoon Shift” with start times to accommodate the court schedule as set
by the judiciary.

“Early Shift” and “Day Shift” Sergeants will rotate shifts every two (2)
weeks.

Employees can switch shifts with prior approval from Lieutenant of Court
Security, or his/her designee.

“Afternoon Shift” shall cover the “Day Shift” slot when an employee has
scheduled time off with a five (5) day notice.

APPENDIX E sets forth the scheduling practices that prevail at the signing of this
Agreement. Hereinafter, when changes to the scheduling practices are sought by the
Sheriff to accommodate the court schedule, as set by the judiciary, except in an emergency
(including court orders), the Sheriff shall notify and shall discuss the reasons for such
changes with the Union within forty-five (45) calendar days (or as soon as practicable in
the case of an emergency) prior to the effective date of the changes. In addition, except for
emergencies as set forth above, the Sheriff shall notify the affected employees twenty-eight
(28) calendar days prior to the change or as soon as practicable in the case of an emergency.

Section 4. Overtime Procedure

Overtime shall be distributed as equally as possible among the employees who
normally perform the work in the position classification in which the overtime is needed.

Compulsory (ordered) overtime will be done in a reverse seniority method, starting
with the least senior Sergeant to the most senior Sergeant. There will be a separate list kept
from the regular overtime list. Once an employee has been ordered to work overtime and
performs such work, that employee will rotate to the bottom of the list, In the case of
exigent circumstances (i.e., employee illness, previously scheduled medical appointment,
child care issues), an employee may seek relief from working the ordered overtime by
finding an alternate employee to fulfill the overtime obligation; provided, however, the
ordered employee shall be responsible for finding his/her replacement and notifying the
supervisor who ordered the overtime. The ordered employee shall remain at the top the
compulsory overtime list and will remain at the top of list until he/she fulfills the overtime
obligation. An employee who fulfills another ordered employee’s compulsory overtime
obligation will rotate to the bottom of the compulsory overtime list.
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Section 5. Compensatory Time

Employees may choose to accumulate compensatory time at the applicable rate.
Such compensatory time may accumulate up to two hundred and forty (240) hours per year.
After the maximum accumulation has been reached, overtime in excess of forty (40) hours
in a workweek shall be paid in cash at the rate of one and one-half (1-1/2) times the
employee’s regular rate. All reasonable efforts will be made to accommodate an
employee’s request to utilize accumulated compensatory time off,

ARTICLE 25
SUBCONTRACTING

Section 1. General Policy

It is the general policy of the Employer to continue to utilize employees to perform
work for which they are qualified to perform. The Employer reserves the right to contract
out any work that it deems necessary in the interest of economy, improved work product
or emergency.

Section 2. Notice and Discussion

Absent an emergency situation, prior to the Employer changing its policy involving
the overall subcontracting of work in a bargaining unit area, when such change amounts to
a significant deviation from past practice resulting in loss of work of bargaining unit
employees, the Employer shall notify the Union and offer the Union an opportunity to
discuss and participate in considerations over the desirability of such subcontracting of
work, including means by which to minimize the impact of such on employees.

Prior to subcontracting of bargaining unit work, the Employer, the Union, and the
proposed sub-contractor shall meet to discuss the employment of employees subject to
layoff. The Employer will request that the sub-contractor hire laid off employees.

ARTICLE 26
MANAGEMENT

Except as specifically limited by the express provisions of this Agreement, the
Employer retains traditional rights to manage all affairs of the Sheriff’s Office, as well as
those rights set forth in the Illinois Public Labor Relations Act. Such management rights
shall include but are not limited to the following:

1. To plan, direct, control and determine all operations and services of the
County Sheriff’s Office;

2. To supervise and direct employees;

3. To establish the qualifications for employment and to decide which
applicants will be employed,;

37



10.

11.

12.

13.

14,

15.

To establish reasonable work rules and work schedules and to assign work
as the Employer deems necessary. Such work rules and schedule shall be
posted in a place and manner as mutually agreeable to the Employer and the
Union;

To hire, promote, demote, transfer, schedule and assign employees to
positions and to create, combine, modify and eliminate positions within the
County Sheriff’s Office;

To suspend, discharge and take such other disciplinary action against
employees for just cause (probationary employees with cause);

To establish reasonable work and productivity standards and, from time to
time, amend such standards;

To lay off employees;
To maintain efficiency of County Sheriff’s Office operations and services;

To determine methods, means, organization and number of personnel by
which such operations and services shall be provided;

To take whatever action is necessary to comply with all applicable state and
federal laws;

To change or eliminate methods, equipment and facilities for the
improvement of operations;

To determine the kinds and amounts of services to be performed as it
pertains to operations and the number and kind of Classifications to perform
such services;

To contract out for goods and/or services;

To take whatever action is necessary to carry out the functions of the County
Sheriff’s Office in emergency situations.

ARTICLE 27

COMPLETE AGREEMENT AND MAINTENACE OF STANDARDS

Section 1.

Complete Agreement

The parties acknowledge that during the negotiations which preceded this
Agreement, each had the unlimited right and opportunity to make demands and proposals
with respect to any subject or matter not removed by law from the area of collective
bargaining. The understandings and agreements arrived at by the parties after the exercise
of that right and opportunity are set forth in this Agreement. Except as otherwise provided
in this Agreement, the Employer and the Union, for life of this Agreement, each voluntarily
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and unqualifiedly waive the right, and each agrees that the other shall not be obligated to
bargain collectively with respect to:

1. any subject matter or matter specifically referred to or covered in this
Agreement; and

2. subjects or matters that arose as a result of the parties’ proposals during
bargaining but which were not agreed to.

Section 2, Maintenance of Standards

The Employer agrees that if during the term of this Agreement, it enters into any
new agreement with any Union or employee group considered to be a county department
providing for increased fringe benefits greater than those provided herein (fringe benefits
are defined as health and life insurance, and tuition reimbursement) the Employer shall
notify the Union and upon request negotiate with the Union concerning the application of
the fringe benefit to the bargaining units. However, it is the intent of the Employer not to
provide such increased fringe benefit to other Union or County Departments without
making the same provisions available to the bargaining units.

ARTICLE 28
PANDEMIC OR EMERGENCY CRISIS

Emergencies: In the event of a pandemic or other emergency crisis, as declared by
State, Federal, or local officials in accordance with applicable law, which affects Kane
County, the Employer and Union shall immediately meet to discuss how such crisis may
affect bargaining unit members in relation to pay, working hours, safety, unemployment
compensation, etc. The Employer and the Union will begin immediate discussions on any
and all issues and shall work in an effort to address and resolve any problems that may
result from such pandemic or other emergency crisis.

ARTICLE 29
DURATION AND TERMINATION

Section 1. Term of Agreement

This Agreement shall remain in full force and effect beginning on January 1, 2023,
through December 31, 2025. It shall continue in effect from year to year thereafter unless
notice of desire to terminate, amend or modify this Agreement is given in writing by
certified mail, return receipt requested, by either party to the other not more than one
hundred and twenty (120} days or less than ninety (90) days prior to the expiration of this
Agreement. The notices referred to shall be considered to have been given as of the date
shown on the postmark. Written notice may be tendered in person, in which case the date
of notice shall be the written date of receipt.

Section 2. Continuing Effect

Notwithstanding any provision of this Article or Agreement to the contrary, this
Agreement shall remain in full force and effect after any expiration date while negotiations
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or Resolution of Grievances are continuing for a new Agreement or part thereof between
the parties.

Section 3. Procedure on Notice of Termination

The parties agree that if either side decides to reopen negotiations upon termination,
making any changes in the Agreement, either party may so notify the other in writing by
certifted mail, not more than one hundred and twenty (120) days or less than ninety (90)
days prior to the expiration of this Agreement. In the event such notice to negotiate is given,
then the parties shall meet no later than ten (10) days after the date of receipt of such notice,
or al such reasonable times as are agreeable to both parties for the purposes of negotiations.
All notices provided for in this Agreement shall be served upon the other party by certified
mail, return receipt requested, or tendered in person, in which case the date of notice shall
be the written date of receipt.

IN WITNESS WHEREOF, the parties hereto have affixed their signatures as of this
23 dayof _ HaeeH , 2023,

A—~f W\

Corinne Pierog
Chairman, Kane County Bo

K rentepna
Dominic Romanazzi

President, Teamsters Local 33
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APPENDIX A
COURT SECURITY SERGEANT
CLASSIFICATION SENIORITY LIST

SERGEANTS

Starting Date (as Sgt.) Badge Number  Sergeant

06/25/2010 675 Chad Calhoun
01/11/2019 672 Derek Feiza
08/10/2020 634 Richard Malott
09/13/2021 6638 Matthew Gabrielson

A-1



APPENDIX B
WAGES

Upon the effective date of this Agreement, employees shall receive a salary adjustment of
ten thousand dollars ($10,000.00).

Effective January 1, 2023, the starting salary for Court Security Sergeant is $76,472.
Effective January 1, 2024, the starting salary for Court Security Sergeants is $79,530.
Effective January 1, 2025, the starting salary for Court Security Sergeants is $82,711.

Additionally, employees on the payroll on the dates listed below will receive the following
raises:

(a) 1/1/24 — 4% increase
(b) 1/1/25 — 4% increase

During the term of this CBA only, bargaining unit employees employed by the Sheriff as
of the dates set forth below will receive the following one-time, lump-sum supervisor
stipend payments, less taxes, as follows:

(a) $2,500: Payable within 60 days following execution of this collective bargaining
agreement via regular payroll.

(b) $2,500: Payable on the first regular payroll in January 2024.
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APPENDIX C
DRUG AND ALCOHOL TESTING

Section 1. Statement of Policy

It is the policy of the Employer that the public has a reasonable right to expect the
employees of the Sheriff’s Office to be free from the effects of drugs and alcohol and have
the physical stamina and emotional stability to perform their assigned duties. The Employer
has the right to expect its employees to report for work fit and able for duty. The purposes
of this policy shall be achieved in such manner as not to violate any rights of the employees
established in this Agreement.

Section 2, Prohibitions

Unless assigned to an investigative unit which requires the conduct set forth below, Sheriff
employees shall be prohibited from:

(a) being under the influence of alcohol or illegal or illegally obtained drugs during the
course of their workday;

(b) consuming or possessing alcohol, except as may be necessary in the performance
of their duty, at any time during the workday, or anywhere on the Employer’s
premises or work sites, buildings or properties or any vehicle owned by the
employer or any vehicle not owned by the Employer but used in service to the
Employer;

(c) the unlawful manufacture, possession, use, sale, purchase, dispensation, or delivery
of any illegal drug at any time and at any place except as may be necessary in the
performance of duty;

(d) failing to report to their supervisor any adverse side effects of medication or
prescription drugs that the employee knows could interfere with the performance
of his or her job duties;

(e) intentionally tampering with, substituting for, or causing another person to tamper
with, substitute for a urine and/or blood specimen.

Violation of the above-referenced prohibitions shall be cause for discipline, up to and
including discharge.

Section 3. Drug and Alcohol Testing Permitted
Testing is permitted where the Employer has reasonable suspicion to believe.

(a) that an employee is under the influence of alcohol or illegal drugs during the course
of the workday;

(b) has abused prescribed drugs; or



(c) has used illegal or illegally obtained drugs.
(d)  employee appears to be unable to perform his/her job safely.

The Employer shall have the right to require the employee to submit to alcohol or drug
testing as set forth in this Agreement. The Employer may also require an employee to
randomly submit to alcohol or drug testing where the employee is assigned to a
departmental drug enforcement group for a period of at least thirty (30) days and where
such employee’s duties are primarily related to drug enforcement. The Employer may
require any employee accepting an assignment requiring a commercial driver’s license to
submit to alcohol or drug testing as may be permitted by law. At least two (2) supervisory
personnel must state their reasonable suspicions concerning an affected employee prior to
any direction to submit the employee to the testing authorized herein. The foregoing shall
not limit the right of the Employer to conduct any tests it may deem appropriate for persons
seeking employment with the Sheriff’s Office, transfer or upon promotion to another
position within the Office.

Section 4. Order to Submit to Reasonable Suspicion Testing

At the time an employee is directed to submit to testing as authorized by this Agreement,
the Employer shall provide the employee with oral notice briefly outlining the reasonable
suspicion leading to the request, Within seventy-two (72) hours of the time an employee is
ordered to submit to testing authorized by this Agreement, the Employer shall provide the
employee and the Union with a written notice setting forth the facts and inferences which
form the basis of the order to test. Refusal to submit to such test may subject the employee
to discipline, but the employee’s taking of the test shall not be construed as a waiver of any
objection or rights that he may possess.

Section 5. Random Drug Testing

(a) All employees of this bargaining unit will be subject to Random Drug Testing. Such
testing will be during an employee’s regularly scheduled shift.

(b)  Upon notification that an employee is scheduled for Random Drug Testing, such
employee will appear at the required location specified for the drug testing. (See
Drug Testing Locations Appendix D)

(c) The employee must appear at the required location during their regularly scheduled
shift, but not later than six (6) hours from the time they receive the notice.

(d)  The employee will be required to show a photo identification card to the testing
agency upon their arrival to verify their true identity before the testing procedure
will begin. If the employee does not have a photo ID then the on-duty supervisor
will be required to go to the location and verify the identity of the employee.

(e) The random selection process shall be by computer generated numbers for each
sworn officer of the department. Such computer-generated program shall be
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(g)

(h)

(1)

®

(k)

6y

performed by an outside contractor hired by the Employer after consultation with
the Union. The outside contractor shall be one that specializes in such functions.

The outside contractor shall not select more than four (4) Sheriff's employees from
the computer-generated list per month for random drug testing.

The dates for said tests shall also be chosen at random by the same outside
contractor. To maintain the security of the selection process, the contractor shall
deal only with the Sheriff or, in the Sheriff’s absence, a designee for purposes of
notifying the Sheriff of testing dates and individuals selected. The list of selected
member(s) shall be provided to the Union after the testing dates for the affected
member(s).

On the same day the employee has been given notice for testing, the Union
representative will also be notified that the employee has been selected. The Union
representative shall insure only those employees originally selected were actually
tested. The Sheriff or designee shall assist the Union representative in
understanding any discrepancies.

Immediately after being ordered, refusal to report for testing shall constitute
insubordination and will result in the imposition of statutory and departmental
rules, regulations and procedures concerning the imposition of discipline.

An employee who tests positive after a random drug test shall be subject to the same
conditions as those who test positive under “reasonable suspicion” drug test and
shall be subject to discipline for any violations of Section 2.

The random selection of a member will not result in the member’s name being
removed from any future selection process.

If an officer is selected for a random test, but is unavailable due to extenuating
circumstances, no disciplinary action will be taken (e.g., in court, on a surveillance,
engaged in a police activity that the employee is participating in such as a drug raid,
hostage situation, etc.). The test will be administered as soon as practicable after
the employee is available.

Section 6. Tests to be Conducted

In conducting the testing authorized by this Agreement, the Employer shall:

(a)

(b)
(c)

use only a clinical laboratory or hospital facility that is licensed pursuant to the
Illinois Clinical Laboratory Act that has or is capable of being accredited by the
National Institute of Drug Abuse (NIDA) and Department of Transportation (DOT)

select a laboratory or facility that conforms to all NIDA standards and DOT;

establish a chain of custody procedure for both the sample collection and testing
that will ensure the integrity of the identity of each sample and test result;
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(h)
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4)

collect a sufficient sample of the bodily fluid or material from an employee to allow
for initial screening, a confirmatory test and a sufficient amount to be set aside
reserved for later testing, if requested by the employee;

collect samples in such a manner as to preserve the individual employee’s right to
privacy, ensure a high degree of security for the sample and its freedom from
adulteration;

confirm any sample that tests positive in the initial screening for drugs by re-testing
the second portion of the same sample by gas chromatography mass spectrometry
(GCMS) or an equivalent or better scientifically accurate and accepted method that
provides quantitative data about the detected drug or drug metabolites;

provide the tested employee with the opportunity to have an additional sample
tested by a clinical laboratory or hospital facility of the employee’s own choosing,
at the employee’s own expense; provided the employee notifies the Employer
within seventy-two (72) hours of receiving the results of the tests;

require that a laboratory or hospital facility report to the Employer that a blood or
urine sample is positive only if both the initial screening and the confirmation tests
are positive for a particular drug. The parties agree that should any information
concerning such testing or the results thereof be obtained by the Employer
inconsistent with the understandings expressed herein (e.g., billings for testing that
reveal the nature or number of the tests administered), the Employer will not use
such information in any manner or forum adverse to the employee’s interest;

require that with regard to drug testing, for the purpose of determining whether the
employee is under the influence of drugs on a five (5) panel drug test with test
results higher than the following:

Amphetamines 1000ng/ml
Cocaine Metabolites 300ng/ml
Marijuana Metabolites SOng/ml
Opiates 2000ng/ml
Phencyclidine 25ng/ml

those testing higher will be removed from safety sensitive positions.

require that with regard to alcohol testing, for the purpose of determining whether
the employee is under the influence of alcohol, test results showing an alcohol
concentration of .04 or more based upon the grams of alcohol per 100 milliliters of
blood be considered positive (Note: the foregoing standard shall not preclude the
Employer from attempt to show that test results between .02 and .04 demonstrate
that the employee was under the influence, but the Employer shall bear the burden
of proof in such cases); those testing .04 or higher, will be removed from safety
sensitive positions.
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(k)  provide the employee tested with a copy of all information and reports received by
the Employer in connection with the testing and the results;

O ensure that no employee is the subject of any adverse employment action except
emergency temporary assignment or relief of duty during the pendency of any
testing procedure. Any such emergency reassignment or relief from duty shall be
immediately discontinued in the event of a negative test result.

Seetion 7. Right to Contest

The Union or the employee, with or without the Union, shall have the right to file a
grievance concerning any testing permitted by this Agreement, contesting the basis for the
notice to submit to the tests, the right to test, the administration of the tests, significance
and accuracy of the tests, the results or any other alleged violation of this Agreement. Such
grievances shall be commenced at Step 2 of the Grievance Procedure. It is agreed that the
parties in no way intend or have in any manner restricted, diminished or otherwise impaired
any legal rights that employees may have with regard to such testing. Employees retain
such rights as may exist and may pursue the same in their own discretion, with or without
the assistance of the Union.

Section 8. Voluntary Requests for Assistance and Discipline

The Employer shall take no adverse employment action against any employee who
voluntarily seeks treatment, counseling or other support for an alcohol or drug related
problem, other than the Employer may require reassignment of the employee with pay if
he is then unfit for duty in his current assignment. All such requests for assistance and/or
referral to treatment shall remain confidential and any information received by the
Employer concerning counseling, referral, and/or treatment shall not be used in any manner
adverse to the employee’s interest, except as described in this Agreement.

The foregoing is contingent upon:
(a) The alcohol or drug use at issue does not involve any illegal activity; and

(b)  The employee agreeing to the appropriate treatment as determined by the
physician(s) involved; and

(c) The employee discontinues his use of illegal drugs or abuse of alcohol; and

(d) The employee completes the course of treatment prescribed, including an “after-
care” group for a period up to twenty-four (24) months; submits proof of
completion; and

(e) The employee agrees to submit to random testing during hours of work during the
period of “after-care.”
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Employees who do not agree to or who do not act in accordance with the foregoing, or test
positive a second or subsequent time for the presence of illegal drugs or alcohol during
hours of work shall be subject to discipline, up to and including discharge.

The foregoing shall not be construed as an obligation on the part of the Employer to retain
an employee on active status throughout the period of rehabilitation if it is appropriately
determined that the employee’s current use of alcohol or drugs prevents such individual
from performing his duties or whose continuance on active status would constitute a direct
threat to the property or safety of others. Such employees shall use accumulated paid leave
or take unpaid leave of absence, pending treatment.,
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Dreyer Medical Center

. 2500 West Fabyan Parkway
Batavia, IL 60510

8:00 a.m. to 5:00 p.m.
Monday through Friday

Testing Locations After Hours

Dreyer Medical Clinic
Aurora West Plaza Location
2358 Sequoia Dr.

Aurora, IL 60506

7:00 a.m. to 8:00 a.m.

APPENDIX D
DRUG TESTING LOCATIONS
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APPENDIX E

SCHEDULING PRACTICES

Early Shift

63010 1430 | Sun | Mon Tues Wed Thur Fri Sat

Sergeant DO | X X X X X DO
Day Shift

0830to0 1630 | Sun | Mon Tues Wed Thur Fri Sat

Sergeant DO | X X X X X DO
Afternoon Shift*

1200 to 2000 { Sun | Mon Tues Wed Thur Fri Sat

Sergeant DO | X X X X X DO

*Shall cover Day Shift slot when a Sergeant has a scheduled day off,
with five (5) day notice.
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APPENDIX F
TEAMSTERS LOCAL 330 GRIEVANCE FORM

EMPLOYEE’S INFORMATION

Name: Phone:
Address: . Date:

EMPLOYER INFORMATION
Employer: _Kane County Sheriff Phone:
Address:

Nature of Grievance:

Settlement Request:

I hereby acknowledge discussing this Signed:
matter at Step 1 of the grievance
procedure.
Dated:
Page: of

Lieutenant of Court Security
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APPENDIX G
KANE COUNTY
HEALTH PLAN FEATURES

G-1



Coverage Period: 01/01/2023 ~ 12/31/2023
Coverage for: Individual/Family | Plan Type: PPO

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Kane County: PPO Union Active Plan

- _._.._a.w:iimé of mmsoam m:anoe.mamm Amonoo:_.:m_.; i.__‘ _._m_u <o‘= nroowm u rmm_._: E._.so wm0m=oim <o= mo.i.«.m:. and :a u,_h Eo:_m
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This
is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-295-0593 or at

www.bcbsil.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deducible, provider, or other

Important Questions

What is the overall
deductible?

Answers

underlined terms, see the Glossary. You can view the Glossary at www.healthcare.qovisbe-glossary/ or call 1-855-756-4448 to request a copy.

For In-Network:
$750 Individual/$2,250 Family
For Qut-of-Network:

$1,500 Individual/$4,500 Family

~_! Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins fo pay. If you have other family members on the plan, each
family member must meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the overall family deductible.

Are there services covered
before you meet your
deductible?

Yes. Certain preventive care, services that

charge a copay, prescription drugs, and
emergency room services are covered
before you meet your deductible.

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

for specific services?

Are there other deductibles

Yes. $300 deductible for Out-of-Network

hospital admission. There are no other
specific deductibles.

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.

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

For In-Network:

$2,750 Individual/$8,250 Family
For Out-of-Network:

$5,500 Individual/$14,250 Family
Prescription drug expense limit:
$500 Individual/$1,500 Family

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

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

Premiums, balance-billing charges and
health care this plan doesn't cover.

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

Wil you pay less if you use
a network provider?

Yes. See www.bcbsil.com or call
1-800-295-0593 for a list of network

providers.

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

what your plan pays (balance billing}. Be aware, your network provider might use an
out-of-network provider for some services (such as lab work). Check with your provider
before you get services.

Do you need a referral fo
see a specialist?

No.

You can see the specialist you choose without a referral.
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A& Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
e . ‘ ~ WhatYouWillpay =
Services You May Need "~ In-Network Provider Out-of-Network Provider -
__(You will pay the least) __(You will pay the most) _

Limitations, Exceptions, & Other
Important Information

Common ;
Medical Event

Primary care visit to treat an injury | $30 copay/visit; 40% coinsurance Virtual Visits: $30/visit; deductible does not
or illness deductible does not apply e apply. See your benefit booklet” for details.
If you visit ahealth | gpecialist visit $50 copay/visit 40% coinsurance None
care provider's office Shenels deductible does notapply | =
or clinic .
You may have to pay for services that aren’t
Preventive care/screening/ No Charge; deductible 40% coinsurance preventive. Ask your provider if the services
immunization does not apply 0 TEEEnE needed are preventive. Then check what
. your plan will pay for.
Diagnostic test (x-ray, blood work) | 20% coinsurance 40% coinsurance Preauthorization may be required; see your
If you have a test Y :
benefit booklet* for detaits.
Imaging (CT/PET scans, MRls) 20% coinsurance 40% coinsurance

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com. Page 2 of 8




Common
Medical Event

If you need drugs to
treat your iliness or
condition

More information about
rescription dru
coverage is available
at www.bchsil.com

What You Will Pay

In-Network Provider

Out-of-Network Provider -
«_(You will pay the least) . (You will pay the most)

Limitations, Exceptions, & Other
Important Information

$10 copay/prescription 30-day supply at Retail

(retail) $10 copay/prescription 90-day supply at Mail Order
Generic drugs $20 copay/prescription (retail);

(mail order); deductible does not apply | Rx Out-of-Pocket Expense Limit:

deductible does not apply $500 Individual/$1,500 Family

$40 copay/prescription For Out-of-Network drug provider, you are

(retail) $40 copay/prescription respansible for 50% of the eligible amount
Preferred brand drugs $80 copay/prescription (retail); after the copayment.

(mail order); deductible does not apply

deductible does not apply Payment of the difference between the cost

of a brand name drug and a generic may be

$60 copay/prescription required if a generic drug is available.

{retail) $60 copay/prescription ) _ ) ) )
Non-preferred brand drugs $120 copay/prescription | {retail); Certain women's preventive services will be

(mail order) deductible does not apply oo<mﬂma with no cost ”.o Em member. moﬁ.m

deductible does not apply full list of these prescriptions and/or services,

please contact Customer Service.

$60 copay/prescription Specialty drug coverage based on group
Specialty drugs (retail); Not Covered policy. Prior authorization may be required.

deductible does not apply Specialty retail limited to a 30-day supply.

If you have outpatient
surgery

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

20% coinsurance

40% coinsurance

Preauthorization may be required.

Physician/surgeon fees

20% coinsurance

40% coinsurance

None

* For more information about limitations and exceptions, see the plan

or policy document at www.bcbsil.com.
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__ What You Will Pay

'
i
s I 1
’
!
!

Common NS Limitations, Exceptions, & Other

Medicat Event

If you need

Services You May Need ~ In-Network Provider  Out-of-Network Provider .
| eeemRen | (Youwillpaytheleast) _(Youwill paythemosty | MPOrtantinformation
$250 copayvisit; $250 copay/visit; L .
Emergency room care deductible does not apply | deductible does not apply Copay walved if admitted.
Preauthorization may be required for non-
Emergency medical transportation | 20% coinsurance 20% coinsurance emergency transportation; see your benefit

immediate medical
attention

booklet* for details.

Urgent care

$30 copay/visit;
deductible does not apply

40% coinsurance

None

If you have a hospital
stay

Facility fee {e.g., hospital room)

20% coinsurance

40% coinsurance

$300 deductible per admission Out-of-
Network providers. Preauthorization
required.

If you are pregnant

Childbirth/delivery professional
services

20% coinsurance

40% coinsurance

Physician/surgeon fees 20% coinsurance 40% coinsurance None
$30 copayloffice visit PCP copay applies to psychotherapy office
%%IEQ_% does not apply: visit only. Preauthorization may be required;
If you need mental Outpatient services 20% coinsurance for other | 40% coinsurance see your benefit booklet* for details. Virtual
health, behavioral outpatient services Visits: $30/visit; deductible does not apply.
health, or substance See your benefit booklet* for defails.
abuse services $300 deductible per admission Qut-of-
Inpatient services 20% coinsurance 40% coinsurance Network providers. Preauthorization
required,
$30 PCP/$50 SPC Copay applies to first prenatal visit (per
Office visits copay/visit; 40% coinsurance pregnancy). Cost sharing does not apply for
deductible does not apply preventive services. Depending on the type

of services, a copayment, coinsurance, or
deductible may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e. ulfrasound).

Childbirth/delivery facility services

20% coinsurance

40% coinsurance

$300 deductible per admission
Qut-of-Network providers.

* For more information about limitations and exceptions, see the

plan or policy document at www.bcbsil.com.
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Commeon
Medical Event

Services You May Need

‘What You Will Pay

In-Network Provider

~ Out-of-Network Provider °
._{You will pay the least) ; (You will pay the most) |

Limitations, Exceptions, & Other
Important Information

If you need help
recovering or have
other special health
needs

20% coinsurance

40% coinsurance

Preauthorization may be required.

Rehabilitation services

20% coinsurance

40% coinsurance

Habilitation services

20% coinsurance

40% coinsurance

Preauthorization may be required.

Skilled nursing care

20% coinsurance

40% coinsurance

$300 deductible per admission
Qut-of-Network providers,
Preauthorization may be required.

Durable medical equipment

20% coinsurance

40% coinsurance

Benefits are limited to items used to serve a
medical purpose. Durable Medical
Equipment benefits are provided for both
purchase and rental equipment (up fo the
purchase price). Preauthorization may be
required.

Hospice services

20% coinsurance

40% coinsurance

$300 deductible per admission
Out-of-Network providers.
Preauthorization may be required.

* For more information about limitations and exceptions, see the

plan or policy document at www.bcbsil.com.
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 What You Wil Pay

itations, Exceptions, & Other

Common . T e 5
Medical Event Services You May Need | Zmn.quw Provider oﬁ.o*.zmgo} Provider Important Information
_ . _(You will pay the least) _(Youwillpaythemost) , __ _~
Children’s eye exam Not Covered Not Covered None
If hild need
a.w.:ﬂ_h". Mq w<mnwmm3m Children’s glasses Not Covered Not Covered None
Children’s dental check-up Not Covered Not Covered None

Excluded Services & Other Covered Services:

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

s Acupuncture : ¢ Long term care ¢ Routine foot care (with the exception of person
e Dental care (Adult) ¢ Routine eye care (Adult) with diagnosis of diabetes)
¢ Weight loss programs

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

» Bariatric surgery e Hearing aids for children 1 per ear every 24 * Non-emergency care when traveling outside the
o Chiropractic care (Chiropractic and Osteopathic months, for adults up o $2,500 per ear every 24 us.
manipulation limited to 15 visits per calendar months) s Private-duty nursing (with the exception of
year) ¢ Infertility treatment inpatient private duty nursing) {unlimited visits

« Cosmetic surgery {only for correcting congenital Most coverage provided outside the per calendar year)
deformities or conditions resulting from United States. See www.bcbsil.com
accidental injuries, scars, tumors, or diseases)

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com. Page 6 of 8



Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the plan at 1-800-295-0593, U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsarhealthreform, or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross and Blue Shield of lilinois at 1-800-295-0593 or visit www.bcbsil.com, or contact the U.S. Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can help you file your appeal,
Contact the lllinois Department of Insurance at (877) 527-9431 or visit http:/finsurance.illinois.gov.

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

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

Language Access Services:

Spanish (Espariol): Para obtener asistencia en Espafiol, lame al 1-800-295-0593.

Tagalog (Tagalog): Kung kailangan ninyc ang tulong sa Tagalog tumawag sa 1-800-295-0593.
Chinese (7 30): M RTFIZE R CAIEER), 1B ITX N E191-800-295-0593.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-295-0593.

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

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

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

‘_um‘m_ ww:ms:m a Baby

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

B The plan’s overall deductible $750
W Specialist copayment $50

_sm:mm_:m Joe's type n.o_mcmﬁmm

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

W The plan’s overall deductible $750
B Specialist copayment $50

) z_mmrwmma_u__m Fracture

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

W The plan’s overall deductible $750
M Specialist copayment $50

B Hospital (facility) coinsurance 20% B Hospital (facility) coinsurance 20% W Hospital (facility) coinsurance 20%
M Other coinsurance 20% W Other coinsurance 20% W Other coinsurance 20%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits {prenatal care) Primary care physician office visits {incfuding Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (uftrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)
_Total Example Cost | $12700 Total Example Cost | $5600  Total Example Cost 1 $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing H Cost Sharing Cost Sharing
Deductibles $750 Deductibles $750 Deductibles $750
Copayments $30 Copayments $1,000 Copayments $400
Coinsurance $2,000 Coinsurance $30 Coinsurance $200
. What isn't covered What isn't covered What isn’t covered _
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $2,810 - The total Joe would pay is $1,800 The total Mia would pay is $1,350
The plan would be responsible for the other costs of these EXAMPLE covered services. Page 8 of 8




BlueCross BlueShield of Hlinocis

Health care coverage is important for everyone.
We provide free communication aids and services for anyone with a disability or who needs language assistance. We do not discriminate
on the basis of race, color, national origin, sex, gender identity, age,sexual orientation, health status or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)
300 E. Randolph St. TTY/TDD: 855-661-6965
35th Floor Fax: 855-661-6960

Chicago, Illinois 60601

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTYTDD:; 800-537-7697
Room 508F, HHH Building 1019 Complaint Portal: hitps://ocrportal.hhs.gov/oct/portalflobby.jsf
Washington, DC 20201 Complaint Forms: hitp:/fwww.hhs.goviocrfofficeffile/index.html

bchsil.com




@ @ BlueCross BlueShield of Illinois

If you, or someane you are helping, have questions, you have the right to get help and information
in your language at no cost. To talk to an interpreter, call 855-710-6984.

Espaiol 1 Siusied o algueen a nnc_wm.ﬂ usted esta ayudando tiene preguntas, tiene devecho a obtener aywia e

- Spanish Informacion en su dioma sin costo alguno. Para hattar con un intérprote, 2ame ai B55-710-6984.

Az omT oS Jpee SEIREs Dy yw peiell e glmadl g Ecen T WM Yo Sy dd | Bl atianlh nRATR) smelS | pemd B ga 46 oafenl g ma
 Aurabie 1 B55- 71069848 MDD s Tl W F 53k me G poa nDanadll SAIST A0

. MERR P ST ] USRS, STATIE IEMRAhaD T NY, ECFFRERN, BRI MUl IR R A Fazaee
Chinesa ARG —rENIE S, INHERLIE DRES 8557 10-6584 .

- Frangais Sl wours, OuU queiqu'un que vwous Sas en train d'aider, avez des questions, vaus avexz le droit d’ oblenir Se

- French rasde ot finformation dars voire fangue & ascun ooz, Pour pariar 2 on interprdte, appetaz 855-710-6G84 .

. Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlosa Hille und
Gormnan lnformationen an lhner Sprache zu arhalten. Um mit einem Dolmeatscher za sprachen., rufen Sie bitte die

{ MNurmrmer 855-710-6984 an.
] Bl Aol A2 Cl ot HEE 531 2 L4 =il S5LEF ¢l <2i(Syo] al L2l s12ls3q
Mﬂ«.wwmﬁ Q:RH»W il Sl c3t (Aot I c3udl crmisrd HEE Aol xaquyn.wﬁﬁnanﬁaﬁ 55 ©.
L i Eoultzl W <AUcl 52AL 322 B olol2 B855-T10-6982 T SECL sob.
. T ATEAR, T I TSETERT JHErd ol o6 Tl & I35, 92T &, o 3 Ir9eRT 30T 35rag 37 =9:2
=& TEAT YT SITHFTEY ST A I-1 67 ITTRroRIT &1 ﬁ%ﬁgﬂﬂ.ﬂug%amwg

B aliali! T FT 0
itakano Se tu o raicuno che stai giutando avete domande, hai it difizto di octleners aiuto e Mormazicns nella tua
Hakan lingua gratuitamente. Per porface con un interprete, paoi chiarnare il nurnero 855-710-6984 .
= = o4 Drat XS = PFBEOF E5e= AIS0O] RSOl RUCID P Bt R = IR S & 5558 & e 2o

e et SIS SITOIE BHES & RQUEs U0 UL s L0E, B2 AN D B2 & A 855 7T10-6984 =

=1 St Al

' Diné T aE nik, &F .ﬂgnnﬁmo Ia ¢y biksd ananilwo™igii. na’ididkidgo, ©57kdd oo nda ahddti™i™ £ aa niik e

avai i nika a"doolwol dod binaTiditkidicii bee nid h odoonili. A datmine izmii bich™{" hodiilnih kwe's
1o 855-710-6984_

] b SRR > e as a3 Tia S A5 2y 1S Vg sl (B el <SS LT e ludS S o A Tl AR S Ly bl K
Parsian it St D B55-T 106984 lihlhff\)ﬁﬁfnﬂftrf%.%:ﬁmﬂhggaht
Polski Jeasii Ty b osoba, krore] pomagasz. macie piaekolwick pytania, macie prawo 3o uzyskania
Polish bezptatnei informacji | pomocy we wilasnym jezyku. Ay porazmawiac = thxnaczesr, zadzwor pod

TR numer 7106984,

Pyccmwh Ecnm ¥y Bac i Lenosoxa, KOTORDOMY Bibl TEORMCI TS, BOBHMKITN SOORICHY, ¥ BOC @CTE NPAnG Ha GeCnnaTHyro
RUssian MO W SSHCDODMIIMIO, HDGAOCTILANCHHYID HA BALLIEM SOaiKe, HToEh CAAIRTLER C NEPaBOR IO,
MOSBOHMTE O Tanachormy 855-F 10-6984
- Kung ikaw, o ang isang taocng ivong tinutulungan ay may mga tanong, may Karapatan kang makakuha ng
Tagalog gl > m
ng at mpommasyon sa iyong wika na walang bayad. Upang makipag-us =i isang tagasaltin-wika,
- Tagalog tumawag sa 855-710-6984 " ya >p 9
= il e Jdep B g $5 ad o a5 -..Lu.kLbL..hlf\....b%..(twnﬂu.hbﬂublrﬂ&:hh&.?ﬂhtmnﬂl&%:\lﬂf..vﬁlknE
Urdu 3 J&.Vﬁy&.%mmmlﬂ? P L L I I N - L TN TS fCar BA. DT IR, FuSS. SeE
Tidng Vigt N&u quy vi, hodc ngudd ma quy vi gidp dr, co cau hoi. thl quy Vi cb QuyEn dwoc giIap O& va nkan thang tin
Wietnamese i bing ngén nglr cGa minh meén phi. % NG chuyén win mdt thdng cich vién, goi 855-710-6984.,

hebhsil com




Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Kane County: Union BA HMO Plan

Coverage Period: 01/01/2023 - 12/31/2023
Coverage for: ALL | Plan Type: HMO

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

This is only a summary. For more information about your coverage, or o get a copy of the complete terms of coverage, call 1-800-892-2803 or at

www.bchsil.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other

What is the overall

‘_.‘i.?:‘m_a. ocmmzos‘m‘ ‘ . ‘.‘_l.%:.wsmﬂm _

underlined terms, see the Glossary. You can view the Glossary at www.healthcare.govisbc-glossary/ or call 1-855-756-4448 to request a copy.

.

Why This Matters: I
See the Common Medical Events chart below for your costs for services this plan

services?

deductible? 50 covers.

Are there services

covered before you meet | No. You will have to meet the deductible before the plan pays for any services.
your deductible?

Are there other

deductibles for specific | No. You don't have o meet deductibles for specific services.

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

$1,500 Individual/$3,000 Family

Prescription drug expense limit;
$500 Individual/$1,500 Family

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

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

Premiums, balance-billing charges, and heaith
care this plan doesn’t cover.

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

Will you pay less if you
use a network provider?

Yes. See www.bchsil.com or call
1-800-892-2803 for a list of participating
providers.

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

Do you need a Referral to
see a specialist?

Yes.

This plan will pay some or all of the costs to see a specialist for covered services but
only if you have a Referral before you see the specialist.
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4h Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

e | . ~ WhatYouWillPay
Common . . . _—r e Non-Participating . Limitations, Exceptions, & Other
Medical Event Services You May Need . pating Provider - Provider m Important Information
pay the least) . . _
_ - (Youwillpaythemost) .

Services or supplies that are not ordered by
. - your Primary Care Physician or Women's
ﬂm%mwmﬂm@“m; totreat an $30 copay/visit Not Covered Principal Health Care Provider, except
ury emergency and routine vision exams, are not
If you visit a heaith covered.
ider’s office
care ProvICers o Specialist visit $50 copay/visit Not Covered Referral required.
or clinic oeerd
You may have to pay for services that aren't
Preventive care/screening/ , preventive. Ask your provider if the services
immunization No Charge Not Covered needed are preventive. Then check what
your plan will pay for.
Dia x:oﬂ_o fest (x-ray, blood No Charge Not Covered Referral required.
If you have a test work)
Imaging (CT/PET scans, MRIs) | No Charge Not Covered Referral required.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com. Page 2 of 7



What You Wil vm<

: .4 " Non-Participating
_...mn_n_vmﬁ_zc Provider Provider

Qo: will pay the _mmma (You will pay the most)_

Limitations, Exceptions, & Other
Important Information

Common Services You May Need

]
Medical Event |

$10 copaylprescription _u_mum:m_:@ limit may m%_< to certain aE@m
. retail
Generic drugs mmo owmmu%ﬁmmgg_o; Not Covered Payment of the difference between the cost
(mail order) ofa Em:.a name n_.Em m.a. a generic may be
required if a generic drug is available.
$40 copay/prescription
If you need drugs to (retail} Certain women’s preventative services will be
treat your illness or Preferred brand drugs $80 copay/prescription Not Covered coverad with no cost to the member. For a
condition {mail order) full list of these prescriptions and/or services,
More information about please contact Customer Service.
prescription drug o
coverage is available at mmm H.U_Ioﬁs, prescription 30-day retailf90-day mail.
www.bcbsil.com Non-preferred brand drugs %m mw: / intion | 1ot Covered
J copay/prescription RX Out-of-Pocket Expense Limit:
{mail order)
$500 Individual/$1,500 Family.
Coverage based on group policy.
Specialty drugs Applicable copay Not Covered Prior authorization may be required.
Specialty retail limited to a 30-day supply.
Facility fee (e.g., ambulato :
If you have outpatient mcamw@ omzmmm_ y No Charge Not Covered Referral required.
surgery Physician/surgeon fees No Charge Not Covered Referral required.
Emergency room care $250 copay/visit $250 copay/visit Copay waived if admitted.
If you need immediate | Emergency medical No Charge No Charge Ground transportatio
medical attention transportation ¢ oA roun porttion ony.
iy Must be affiliated with member's chosen
Urgenl care $30 copayhvsit Not Covered medical group or referral required.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com.
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Commeoen
Medical Event

Services You May Need

What You s_.___ Pay
zo:.vm&gnmz:m

~ Participating Provider

. (You will pay the least)

Provider

(You will pay the most)

Limitations, Exceptions, & Other
Important Information

P e e UV, Wit (i) e e L V.

If you have a hospital Facility fee (e.g., hospital room) | $250 copay/admission | Not Covered Referral required.
stay Physician/surgeon fees No Charge Not Covered Referral required.
If you need mental . . - e .
health, behavioral Outpatient services $30 copay/visit Not Covered Unlimited visits. Referral required.
health, or substance . . - - .
abuse services Inpatient services $250 copay/admission | Not Covered Unlimited days. Referral required.
Copay applies for the 1st prenatal visit only.
Office visits $30 no_.y_.mmc SPC Not Covered 00& sharing aomm not apply for ma<m2_.<m
copayfvisit services. Depending on the type of services,
a copayment may apply. Maternity care may
If you are pregnant | Childbirth/delivery professional include tests and services described
services Ve No Charge Not Covered elsewhere in the SBC {i.e. ultrasound).
oz_%_::am_zmé facility $250 copayfadmission | Not Covered Referral required.
services
Home health care No Charge Not Covered Referral required.
— : - Referral required.
Habilitation services $30 copay/visit Not Covered
If you need help
recovering or have Skilled nursing care $250 copay/admission | Not Covered Excludes custodial care. Referral required.
other special health ,
needs Referral required.
Benefits are limited to items used to serve a
Durable medical equipment No Charge Not Covered medical purpose. Durable Medical Equipment
benefits are provided for both purchase and
rental equipment (up to the purchase price).
Hospice services No Charge Not Covered Inpatient copay may apply. Referral required.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com.
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" What You Will Pay

. . o . Non-Participating . Limitations, Exceptions, & Other
Services You May Need %ﬂﬂ_ﬂmw :Hm ﬁﬂwoo_,“mmw Provider : Important Information
_ pay .__(You will pay the most)

Common

Medical Event

. Limited to one exam every 12 months at
fyour child needs Children’s eye exam No Charge Not Covered participating providers.
dental or eye care Children's glasses ‘ Not Covered Not Covered None
Children's dental check-up Not Covered Not Covered - | None

Excluded Services & Other Coverad Services:

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

o Custodial care e Long-term care » Private-duty nursing
e Dental care (Adult) o Non-emergency care when fraveling outsidethe e Routine foot care (with the exception of person
U.S. _ with diagnosis of diabetes)
Other Covered Services (Limitations may apply to these services. This isn’'t a complete list. Please see your plan document.)
* Acupuncture » Chiropractic care s Most coverage provided outside the
» Bariatric surgery e Hearing aids (for children 1 per ear every 24 United States. See www.bebsil.com
o Cosmetic surgery (only for correcting congenital months for, adults up to $2,500 per earevery24 e  Routine eye care (Aduit)

deformities or conditions resulting from months) » Weight loss programs {except when non-
accidental injuries, scars, tumors, or diseases) Infertility treatment medically supervised)

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com. Page 5 of 7




Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the plan at 1-800-892-2803, U.S. Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, or Department of Health and Human Services, Center for Consumer Information and Insurance Qversight, at 1-877-267-2323
x61565 or www.cciio.cms.gov, Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grigvance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross and Blue Shield of lllinois at 1-800-892-2803 or visit www.bcbsil.com, or contact the U.S. Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsathealthreform. Additionally, a consumer assistance program can help you file your appeal.
Contact the lllinois Department of Insurance at {877) 527-9431 or visit hitp://insurance.illinois.gov.

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

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

Language Access Services:
Spanish (Espanol): Para obtener asistencia en Espafiol, llame al 1-800-892-2803.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-892-2803.

Chinese (1 3¢): 2R FEPCHIFE), BRITXN 13 1-800-892-2803,
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-892-2803.

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

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

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

B The plan’s overall deductible $0
B Specialist copayment $50
B Hospital (facility) copayment $250
B Other copayment $0

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

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

_s_msmm:._ Joe’s type 2 Emw‘mmm

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

W The plan’s overall deductible $0
B Specialist copayment $50
W Hospital (facility) copayment $250
B Other copayment $0

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

Diagnostic tests (biood work)

Presctiption drugs

Durable medical equipment (glucose mefer)

Mia’s Simple Fracture

(in-network emergency room visit and follow

up care}
W The plan’s overall deductible $0
W Specialist copayment $50
M Hospital (facility) copayment $250
® Other copayment $0

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

Diagnostic test (x-ray)

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

- Total Example Cost | $12,700 Total Example Cost | $5.600  Total Example Cost | $2,800

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $0 Deductibles $0 Deductibles $0

Copayments $300 Copayments $1,000 Copayments $500

Coinsurance $0 Coinsurance 30 Coinsurance $0

What isn’t covered What isn't covered What isn’f covered

Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0

. The total Peg would pay is $360 The total Joe would pay is $1,020 . The total Mia would pay is $500

The plan would be responsible for the other costs of these EXAMPLE covered services. Page 7 of 7




BlueCross BlueShield of Illinois

Health care coverage is important for everyone.

~ We provide free communication aids and services for anyone with a disability or who needs language assistance. We do not
discriminate on the basis of race, color, national origin, sex, gender identity, age, sexual orientation, health status or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

if you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)
300 E. Randolph St. TTYTDD: 855-661-6965
35th Floor Fax: 855-661-6960

Chicago, llinois 60601

You may file a civil rights comptaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: hitps:/focrportal.hhs.gov/ocr/portal/lobby.jsf
Washington, DC 20201 Complaint Forms: http://Mww.hhs.gov/ocr/officeffilefindex. htmi

bebsil.com



@ q BlueCross BlueShield of Tlinois

If you, or someone you are helping, have questions, you have the right to get help and information

in your language at no cost. To talk to an interpreter, call 855-710-6984.

Espaifiol Si usted o alguien 2 guien usted esta ayudando tiene preguntas, liene derecho a obiener ayuda &
 Spanish informacion en su kFoma sin 0osto alguno. Para hatiar con un intérprete, Rame al 855-710-5984._

g, G e HRL D g el L Td ey B bl e a6 Fad elh LAT] stel S s m pa) B8 o) S o
Arabic BS5-TI0-6834 ~550 e S a g 598 ade sSe por Tanadll RS Ll
WERR by | efE, AT GEMRANAOES R, SHEE T REE], TN W CUSeY SR A AN IRm .
Chinese ISRM—GrINLE Nk, 2R AIAE RO B55-710-6984
Frangais Si wous, ou quelqu'un que vous &les en train d'aider, avez des questions, vous avez le Grok d'obtenir de

re e nioema ANTS v & A adcun t. Pour pa o in R 2z - -
French Fasde el Nnformation o tre langue 2 coiit. Po rier & interpréte, appealaz 856-710-8984
Deutsch Falls Sie oder jemand, dem Sie hellen, Fragen haben, haben Sie das Rechi, kostenlose Hille und
Gesman informationen in thiner Sprache zu erhalten. Um mit einam Dolmetscher zu sprechea, rufen Sie bitte die
Nummer 855-710-6984 an.
ol el S ol MEE 53 2a sl wlcll 5l ol catlsdiel 2l ol vix, sL2lisiy
X M_mp S:.MW ) nuaﬂ: AL 3t Aol VUL S QU] 1o € M el nacuct oss .
L goultlail 20280 <llet S LS U <oltL? B55-710-6984 1% SleL &3,
- W AT, AT AT THEERT TR s6 & & 34, W £, a7 391 917 3T 77 =12
M._mmu_., J %.ii%ﬁ?w.ggﬂaﬂﬁg 10-6984
9T ;Y.
Hakano Se tv o qualcuno che stai aivtando avete domande, hai il diritto di ctlenere aiuto ¢ mformazion: nella tua
ftatkan lingua gratuitamente. Per partare con un interprete, pooi chiamare il nurmero 855-710-6984,
E=Te 2Frer B EE A2 G A0 RSO UOM P& SRS IS SE0 B sS
Korean SHBIS DIQIS: WhEs & QU VEID U S LICE MM AIDE B! 2 S AR 855-T10-6584 =
B St S A2,
Diné T as ni, & doodago in'da bika ananilwo igii, na’ idilkidgo, s7idd bee nd ahdédti®i™ taa nifk e
Navajo nik# a*doolwol déd bina iditkidigil bew nit h odoonih. Ata dahaloe igii bich'{™ hodiilnih kwe'é
B855.710-6984_

a0 | CAEP G e g capi a3 aS 23 M0 T s o) (B edlhe AGS s M e gl el gl Ay Lal AL S Ly el 5SS
Persian il Sl | b BSS. 7106964 oiEf.:\rEl‘&ul.bfunhkﬂf-b&thfbhhhbﬂ.r.ut
Poiski Jesti Ty tub osoba, ktdrej pornagasz, macie jpkickoiwiak pylania, macie prawo do uzyskania
Polish bezplatne] informacii § pomocy we wiasrym jezyku. Aby porozmawiad z themaczes:, zadnwand pod

numer 710-6984,
Pyccrnd Ecnn y 8ad nis Senosena, XOTOPOMY Bl AOMOFAGTE, BOIHMKIIY BONPOCH!, ¥ BAC CTh Apaso Ha Secnnatiyo
Rission NOMOLLL M SCKDORMALMID, ODESOCTARNEHMYIO Ha BALMAM F3bike. UToSh CEAIaTLER © NEDEBOIMKCM,

NOIBOMUTE N Tanechony 855-710-6984.

Kung ikaw, a ang sang taong iyong tinutukingan ay may mga 1anong, may karapatan makakuha ng
Tagalog Hyr) ? o d . xLna

ng A IMponmasyon sa iyong wika nang walang bayad. Upang maldpag-usap sa isa asalin-wika,
Tagalog turnavag sa 855.7 10-6984, 9 e natag
EEE Sibr e I i) 95 et o o S s My S ey 2 305 30 o LS e 5E 3 e Sy

Urdu ki S 2 855-7 DL ¢ ot (8 S S T e e et B LS 3 S el Sl yTae 51 23e
Tigng Vigt Neéu quy vi, hodc ngudi ma guy vi giop 3%, cd cliu hdi, tht quy W c& gquyén durgc gilp 6& va nhan thang tin
Vietnamese | bang ngdn nglr cia minh .._..Mb phi. B nol chuyén win mdt théng dich vién, goi 855-710-6984.,

bebsit.com




Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Kane County: Union HMO! Plan

Coverage Period: 01/01/2023 - 12/31/2023
Coverage for: ALL | Plan Type: HMO

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

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-892-2803 or at

www.bebsil.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other

 Important Questions
What is the overall

underlined terms, see the Glossary. You can view the Glossary at www.healthcare.govisbc-glossary/ or call 1-855-756-4448 to request a copy.
. e —— ‘M_E=<._.Em.3mnmwm“‘.:: e e

| Answers

See the Common Medical Events chart below for <o&‘n‘oma‘ for services this plan |

services?

deductible? %0 covers.

Are there services

covered before you meet | No. You will have to meet the deductible before the plan pays for any services.
your deductible?

Are there other

deductibles for specific | No. You don't have fo meet deductibles for specific services.

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

$1,500 Individual/$3,000 Family

Prescription drug expense limit:
$500 Individual/$1,500 Family

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

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

Premiums, balance-billing charges, and health
care this plan doesn’t cover.

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

Will you pay less if you
use a network provider?

Yes. See www.bchsil.com or call
1-800-892-2803 for a list of participating
providers.

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

Do you need a Referral to
see a specialist?

Yes.

This plan will pay some or all of the costs to see a specialist for covered services but
only if you have a Referral before you see the specialist.
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A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

~ What You Will Pay _

Common
Medical Event

zo:.vm&nimmmu ) + Limitations, Exceptions, & Other Important

Services You May Need  * Participating Provider : )
(You will pay the least) Provider _ Information

. {You will pay the most)

Services or supplies that are not ordered by
. . your Primary Care Physician or Women's
._uqsme care Visit to treat an $30 copay/visit Not Covered Principal Health Care Provider, except
injury or ilness .
emergency and routine vision exams, are not
If you visit a health covered.
ider’s offi
el e® ) spaiglist vsit $50 copayhvisit Not Covered Referral required.
You may have to pay for services that aren't
Preventive care/screening/ preventive. Ask your provider if the services
immunization No Charge Not Covered needed are preventive. Then check what your
plan will pay for.
Dizgnostic tost (x-ray, blood No Charge Not Covered Referral required.
If you have a test work)
Imaging (CT/PET scans, MRIs) | No Charge Not Covered Referral required.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com. Page 2 of 7



Services You May Need

N Esmﬂ
vm:_o_umczm Provider

* (You will pay the least)

ou Will Pay

zos._um:_n_uwgm

Provider
ou will pay the most)

Limitations, Exceptions, & Other Important
Information

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available af
www.bcbsil.com

Generic drugs

mS IOE_,EomQ_E_o_._
(retail)

$20 copay/prescription
(mail order)

Not Covered

Preferred brand drugs

$40 copay/prescription
(retaily

$80 copay/prescription
(mail order)

Not Covered

Non-preferred brand drugs

$60 copay/prescription
(retail)

$120 copay/prescription
(mail order)

Not Covered

_u_mnm:m_:@ limit may m%_< to certain n_E@m

Payment of the difference between the cost of
a brand name drug and a generic may be
required if a generic drug is available.

Certain women's preventative services will be
covered with no cost to the member. For a full
list of these prescriptions and/for services,
please contact Customer Service.

30-day retail/30-day mail.

RX Qut-of-Pocket Expense Limit:
$500 Individual/$1,500 Family.

Specialty drugs

Applicable copay

Not Covered

Coverage based on group policy.
Prior authorization may be required.

Specialty retail limited to a 30-day supply.

Facility fee (e.g., ambulatory

If you have outpatient | surery center No Charge Not Covered Referral required.
surgery Physician/surgeon fees No Charge Not Covered Referral required.
Emergency room care $250 copay/visit $250 copay/visit Copay waived if admitted.
if you need immediate | Emergency medical :
medical attention fransportation No Charge No Charge Ground transportation only.
Urgent care $30 copayivisit Not Covered Must be affiiated with member's chosen

medical group or referral required.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com.
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' WhatYouWillPay
Non-Participating

: : Provider m
w (You will pay the least) . _{You wiil pay the most}

Common
Medical Event

Limitations, Exceptions, & Other Important
Information

Services You May Need  : Participating Provider :

If you have a hospital Facility fee (e.g., hospital room) | $250 copayfadmission | Not Covered Referral required.
stay Physician/surgeon fees No Charge Not Covered Referral required.
If you need mental . , - o .
health, behavioral Qutpatient services $30 copay/visit Not Covered Unlimited visits. Referral required.
health, or substance . , _ . .
abuse services Inpatient services $250 copayfadmission | Not Covered Unlimited days. Referral required.
Copay applies for the 1st prenatatl visit only.
. - Cost sharing does not apply for preventive
Office visits $30 copay/vist Not Covered services. Depending on the type of services, a
copayment may apply. Maternity care may
If you are pregnant Childbirth/delivery professional include tests and services described
servicas P No Charge Not Covered elsewhere in the SBC {i.e. ultrasound).
o:__%_;z delivery facility $250 copay/admission | Not Covered Referral required.
services
Home health care No Charge Not Covered Referral required.
— - Referral required.
Habilitation services $30 copay/visit Not Covered
If you need help
recovering or have Skilled nursing care $250 copayfadmission | Not Covered Excludes custodial care. Referral required.
other special health -
needs Referral required.
Benefits are limited to items used to serve a
Durable medical equipment No Charge Not Covered medical purpose. Durable Medical Equipment
benefits are provided for both purchase and
rental equipment (up to the purchase price).
Hospice services No Charge Not Covered Inpatient copay may apply. Referral required.

* For more information about limitations and exceptions, see the

plan or policy document at www.hcbsil.com.
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. WhatYouWillPay
Services You May Need . Pa ticipating Provider Non-Participating '+ Limitations, Exceptions, & Other Important |

w . _u3<_a2 mio_.am:o:
m (You will pay the least) | (You will pay the most) !

Common

]
Medical Event u
m

I Limited to one exam every 12 months at
fyour child needs Children's eye exam No Charge Not Covered participating providers.
dental or eye care Children's glasses Not Covered Not Covered None
Children's dental check-up Not Covered Not Covered None

Excluded Services & Other Covered Services:

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

* Custodial care * Long-term care ¢ Private-duty nursing
» Dental care (Adult) » Non-emergency care when traveling outsidethe ~ » Routine foot care (with the exception of person
u.s. with diagnosis of diabetes)
Other Covered Services (Limitations may apply to these services. This isn’'t a complete list. Please see your plan document.)
» Acupuncture o Chiropractic care » Most coverage provided outside the
e Bariatric surgery e Hearing aids (for children 1 per ear every 24 United States. See www.bcbsil.com
e Cosmetic surgery (only for correcting congenital months for, adults up to $2500 perearevery 24 o Routine eye care (Adult)

deformities or conditions resulting from months) s Weight loss programs (except when non-
accidental injuries, scars, tumors, or diseases) Infertility treatment medically supervised)

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com. Page 5 of 7



Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the plan at 1-800-892-2803, U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim, This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross and Blue Shield of Iiinois at 1-800-892-2803 or visit www.bcbsil.com, or contact the U.S. Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or visit www.dol.goviebsa/healthreform. Additionally, a consumer assistance program can help you file your appeal.
Contact the lllinois Department of Insurance at (877) 527-9431 or visit hitp:/finsurance.illinois.qov.

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

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

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-892-2803.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-892-2803.

Chinese ("W 30): 21 RFEE P ICRIEERS, BHATXA 515 1-800-892-2803.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-892-2803.

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

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

costs you might pay under different heaith plans. Please note these coverage examples are based on self-only coverage.

vmm _m :m<m:m a wm_@...

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

B The plan’s overall deductibie $0
B Specialist copayment $50
W Hospital (facility} copayment $250
B Other copayment $0

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

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

_sm:ummzm Joe’s type 2 Diabetes

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

M The plan’s overall deductibie $0
M Specialist copayment $50
M Hospital (facility) copayment $250
m Other copayment $0

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

Diagnostic tests (blood work)

Prescription drugs
Durable medical equipment (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow

up care)
M The plan’s overall deductible $0
W Specialist copayment $50
® Hospital (facility} copayment $250
W Other copayment $0

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

Diagnostic test {x-ray)

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

Total Example Cost | $12,700 ¢ Total Example Cost | $5600  Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $0 Deductibles $0 Deductibles $0

Copayments $300 Copayments $1,000 Copayments $500

Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn’t covered What isn’t covered What isn't covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
- The total Peg would pay is $360 - The total Joe would pay is $1,020 - - The total Mia would pay is $500 -

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

Page 7 of 7



BlueCross BlueShield of Illinois

Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language assistance. We do not discriminate
on the basis of race, color, national origin, sex, gender identity, age,sexual orientation, health status or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)
300 E. Randolph St. TTYTDD: 855-661-6965
35th Floor Fax: 855-661-6960

Chicago, lllinois 60601

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-5637-7697
Room 509F, HHH Building 1019 Complaint Portal; https://ocrportal.hhs.goviocr/portal/lobby.jsf
Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/office/filefindex.htm!

bebsil.com




@ @ BlueCross BlueShield of lllinois

If you, or someone you are helping, have questions, you have the right to get help and information
in your fanguage at no cost. To talk to an interpreter, call 855-710-6984.

Espaiwl Si usted o algulen a quien usled estd ayudando liene preguntas, tiene derecho a oblener ayuda e
Spanish informaciin en su idicrma sin costo alguno. Para hablar con un intérprete, flame al 855-710-6984.

, U Srad Spe IRl R by el de placdt g Soeloal e Deemadl b Fadl santa (RT s ioD  sad T 2ol o6 otla) A4S )
Arabic BE5-T10-6988 sk o0 e LSl o F sk s e aue Doawill S35 4
WA =T I R AT, AR AT IR IRAL AT R, THiEl T REMR. AN R 00 IR CL I D (AR TR IR R A FOIR e .

| Chinese PRSI — IR N, SHIERELE B 855-710-6984 .

- Frangais Si wous, ou quelquun Que vous &les en train daider, avez des gquestions, vous avez o ol Cobtenic de

- French Faide el Tinformation dans votre langue & aucun codit. Pour parier & un interpréte, appater 855-710-5984

' Deutsch Fails Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kosteniose Hilfe und
Ge n informationen in lhrer Sprache zu echalten. Um mit einem Dolmetscher zu sprechen, rufen Sle bitle die

. ma Nurmmmar 855-710-6984 an.

]l Aol XA i3 HEE 53 26U S vicl! 5lEF ol catisAel Bl LBlM, 5120655
P .Mﬂmb E.QMW wa mrpm». ctarel [Qetl LT, n..ﬁwmmn GUBHE HEE et u..pmww#omﬂﬁﬁﬂ_aﬂ 555 .
 auR goualaz 202 <ol SRl MU 23l «led2 855-710-5084 U2 Sttt 53K
: TR AT, [T HTT RN TREST 6T IR ¥ 36 Wt &, 31 Jargsst 3r9=1T kel Lo T
ﬂ_ MY SATTHTY AT Lot 7 HTHIT &) iwﬂﬂﬂﬂg% 10-5964
[T T 1.
itakano Se tu 0 quaicuno che s5tai aiutendo avele domande, hai il dintto di ottenere aiuto e Indormazion: nella tua
takan lingua gratuitamente. Per pastare con un interpeete, puoi chiamare il numen 855-710-6984,
£1 53 04 Cr2r MG CD = FBIO SB= A0 RSO QUCID DSk RGP TIHBSE S S SES
Korean FEIB2] PIOJ R Wig == QU REIDE VUSLICH BRI I ELAID 855-710-6984 =

: EEBISHEI A2
Dipa TETAL ni, & doodagmo lntda bikd ananilwotigiv, na’iditkidgo, = idk bee nd ahddti™i”™ t7ad niik™e
Navaio nikst a*doolwoel d bina iditkidigii bee nil h odoonih. Ata dahalne igii bich™i” hodiilnibk kwe ¢

. 't 855.710-6984_

3 L e SRR 3 gate A 43 g e 3 As Al 2y 05 V5 Db (B wdpTha A3 T e 40005 S b A T AK S by st S8
Persian e st ( gdens BES-F 1TG-0968 » tal by o Al pg sTe g by SRTES Cagie | dafeed Sal 33 LA Tl gy oSiad

. Polski Jess Ty kb osoba, ktdrej pormnagasy, macie jpliekoiwiek pytania, macie prawo do uzyskania
Polish bezplatnei info ji i pomocy we wilasnym jezyiar. Aby porozomawiad = tkamaczem, Tadzwon pod

i numenr 710-6984,

Pyccaia Ecinst ¥ BaC MW YWeNOBEKD, KOTORDOMY Sl HCMOFBETE, BOIHMKNM BOODOCHE, ¥ BaC ecTL (1PaBS Ha CecnNaTHo

. Russian NOMOLLE it MHIDODMALMIC, OPeAOCTAANGEHIYIC HA BALOM S6IKS. HYTOBLE CARIATECA C NAPaBORMXKOM,

1 MOIBOHRTE IO TANnedouy 855-710-6984.

Kung ikaw, 0 ang isang taomny i tinutulingan ay may mga 1anong, may karapatan kang makakuha ng
Tagalog | g 3 wika nang walang _ nad-ueap 5o | :
ag a1 impomasyon sa lyoag nang bayad. Upang ma p sa isang tagasalin-wika,
Tegalog tumawag sa 855-7 10-6984. ve 979

! o R I R g e T B Fr . PU T VIGIEE [ LD PR SR S Ry e eE
Urdu S I8 H: BE5-TI0-6984 « 1 8 5,5 e P B 1S O S ol il laa o 2
ﬁw:ﬁ M_.Mﬁuﬁm | N&u quy vi, hodic ngudi ma quy vi ghdp &0, cb cau hdi. th quy vi od quyen duoc gilp d¥ va nhin thong tin

bding ngdn nglr cda mink mién phi. P€ ndi chuyén & mot théng cich vien, gei 855-710-6984.
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Sumimary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Kane County: PPO Non-Union Active Plan

Coverage Period: 01/01/2023 — 12/31/2023
Coverage for: Individual/Family | Plan Type: PPO

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

www.bebsil.com. For

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-295-0593 or at

general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other

Important Questions _

What is the overall
deductible?

underlined terms, see the Glossary

i Answers
For In-Network:
$750 Individual/$2,250 Family
For Qut-of-Network:

$1,500 Individual/$4,500 Family

. You can view the Glossary at www.healthcare.gov/she-glossary/ or call 1-855-756-4448 to request a copy.
e — M.Eu:zmgmmmaf _ — .

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay. if you have other family members on the plan, each
family member must meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. Certain preventive care, services that
charge a copay, prescription drugs, and
emergency room services are covered
before you meet your deductible.

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

Are there other
deductibles for specific
services?

Yes. $300 deductible for Out-of-Network
hospital admission. There are no other
specific deductibles.

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.

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

For In-Network:

$3,000 Individual/$9,000 Famity
For Out-of-Network:

$6,000 individual/$18,000 Family
Prescription drug expense limit:
$500 individual/$1,500 Family

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

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

Premiums, balance-billing charges and
health care this plan doesn't cover.

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

Will you pay less if you
use a network provider?

Yes. See www.bcbsil.com or call
1-800-285-0593 for a list of network

providers.

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

what your plan pays (balance billing). Be aware, your network provider might use an
out-of-network provider for some services (such as lab work). Check with your provider
before you get services.

Do you need a referral to
see a specialist?

No.

You can see the specialist you choose without a referral.
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4k All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common ; . e . Limitations, Exceptions, & Other
Medical Event Services You May Need A zﬂ.sa_,x Provider oﬁ.o*._.,_mgo}vasn_mq , Important Information
I __(You will pay the least) . (Youwillpaythemost) : """~~~

Primary care visit to treat an injury | $30 copay/visit; 40% coinsurance Virtual Visits: $30/visit; deductible does not
or iliness deductible does not apply e apply. See your benefit booklet* for details.
If you visit a health ialist visi $50 copay/visit; % oo
nm«m roviders office Specialist visit deductible does not apply 40% coinsurance None
or clinic
. You may have to pay for services that
Preventive care/screening/ No Charge; deductible 40% coinsurance aren't preventive. Ask your provider if the
immunization does not apply ° services needed are preventive. Then
check what your plan will pay for.
If you have a test Diagnostic test (x-ray, blood work) i 20% coinsurance 40% coinsurance Preauthorization may be required; see your
benefit booklet* for details.
Imaging (CT/PET scans, MRIs) 20% coinsurance 40% cainsurance

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsi.com. Page 2 of §



Services You May Need

* In-Network Provider

Limitations, Exceptions, & Other

Important Information

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available
at www.bcbsil.com.

S S

. (You will pay the least) {

You will pay the most) |

If you have outpatient
surgery

$10 copay/prescription .
(retail) $10 copay/prescription ww”mw< M”u _u“< M” HMMWT der
Generic drugs $20 copay/prescription {retail); y Supply
(mail order); deductible does not apply _—
: Rx Qut-of-Pocket Expense Limit:
deducible does not apply $500 Individuali$1,500 Family
$40 copay/prescription .
(retail) $40 copay/prescription For ocﬁ..&.zaso% drug E_ you are
Preferred brand drugs $80 copay/prescription | (retail): responsible for 50% of the eligible amount
(mail order); deductible does not apply | after the copayment.
deductible does not apply .
Payment of the difference between the cost
of a brand name drug and a generic may
$60 copay/prescription be required if a generic drug is available.
(retail) $60 copay/prescription . . . . .
Non-preferred brand drugs $120 copay/prescription | {retail); Certain women'’s preventive services will be
(mail order); deductible does not apply 8<m...aa with no cost 6 Em member. For a
deductible does not apply full list of these prescriptions and/or
services, please contact Customer Service.
$60 copay/prescription Specialty drug coverage based on group
Specialty drugs retail); Not Covered policy. Prior authorization may be required.
deductible does not apply Specialty retail limited to a 30-day supply.
Facllty fee {e.g., ambulatory 20% coinsurance 40% coinsurance Preauthorization may be required.
surgery center)
Physician/surgeon fees 20% coinsurance 40% coinsurance None

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com.
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Common

Medical Event

If you need

immediate medical

attention

S.E.m tY .. _EE _u@ ) _ _ Limitations, Exceptions, & Other
Services You May Need In-Network Provider Out-of-Network Provider . P ’
. A : Important Information
________(Youwillpaytheleast) . (Youwilipaythemost) i "~~~ .
$500 copay/visit; $500 copay/visit; . .
Emergency roorm care deductible does not apply | deductible does not apply Sopay waived if admittad.

Emergency medical fransportation

20% coinsurance

20% coinsurance

Preauthorization may be required for non-
emergency transportation; see your benefit
booklet* for details.

Urgent care mwm %m_nmmﬂw% ot apply 40% coinsurance None
$300 deductible per admission Out-of-
If you have a hospital Facility fee (e.g., hospital room) 20% coinsurance 40% coinsurance Network providers.
stay Preauthorization required.
Physician/surgeon fees 20% coinsurance 40% coinsurance None
PCP copay applies to psychotherapy office
$30 copay/office visit; visit only. Preauthorization may be
. . deductible does notapply; | = required; see your benefit booklet* for
If you need mental | Outpatient services 20% coinsurance for other | 40% coinsurance details. Virtual Visits: $30/visit; deductible
health, behavioral outpatient services does not apply. See your benefit booklet*
health, or substance for details.
abuse services $300 deductible per admission
Inpatient services 20% coinsurance 40% coinsurance Qut-of-Network providers.
Preauthorization required.
$30 PCP/$50 SPC Copay applies to first prenatal visit (per
Office visits copay/visit; 40% coinsurance pregnancy). Cost sharing does not apply
deductible does not apply for preventive services. Depending on the

If you are pregnant

Childbirth/delivery professional
services

20% coinsurance

40% coinsurance

type of services, a copayment,
coinsurance, or deductible may apply.
Maternity care may include tests and
services described elsewhere in the SBC
(i.e. ulfrasound).

Childbirth/delivery facility services

20% coinsurance

40% coinsurance

$300 deductible per admission
Out-of-Network providers.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com.
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‘What You Will Pay

In-Network Provider ~ Out-of-Network Provider Limitations, Exceptions, & Other

Important Information

Common
Medical Event

: Services You May Need
” ._(You will pay the least} , (You will pay the most) |

If you need help

needs

Home health care

20% coinsurance

40% coinsurance

Preauthorization may be required.

Rehabilitation services

20% coinsurance

40% coinsurance

Habilitation services

20% coinsurance

40% coinsurance

Preauthorization may be required.

Skilled nursing care

20% coinsurance

40% coinsurance

$300 deductible per admission
Out-of-Network providers.
Preauthorization may be required.

recovering or have
other special health

Durable medical equipment

20% coinsurance

40% coinsurance

Benefits are limited to items used to serve
a medical purpose. Durable Medical
Equipment benefits are provided for both
purchase and rental equipment (up to the
purchase price). Preauthorization may be
required.

Hospice services

20% coinsurance

40% coinsurance

$300 deductible per admission
Qut-of-Network providers.
Preauthorization may be required.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com.
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What You Wil Pay

Limitations, Exceptions, & Other

Common . G k A
. . Services You May Need . In-Network Provider . Out-of-Network Provider .
MedialBvent |~~~ " (ouwill paytheleast) ._(Youwil paythe most) | mPortantinformation.
i hild need Children’s eye exam Not Covered Not Covered None
nmv“““_q M_. _m<m=Mmm_.mm Children's glasses Not Covered Not Covered None
Children’s dental check-up Not Covered Not Covered None

Excluded Services & Other Covered Services:

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

» Acupuncture » Long-term care ¢ Routine foot care {with the exception of person

» Dental care (Adult) « Routine eye care (Adult) with diagnosis of diabetes)
» Weight loss programs

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

s Bariatric surgery ¢ Hearing aids for children 1 per ear, every 24 » Non-emergency care when traveling outside the
e Chiropractic care (Chiropractic and Osteopathic months, for aduits up to $2,500 per ear every 24 U.s.
manipulation limited to 15 visits per calendar months) s Private-duty nursing (with the exception of
year) ¢ Infertility treatment inpatient private duty nursing) {unlimited visits

o Cosmetic surgery (only for correcting congenital Most coverage provided outside the per calendar per year)
deformities or conditions resulting from United States. See www.bcbsif.com
accidental injuries, scars, tumors, or diseases)

* For more informafion about limitations and exceptions, see the plan or policy document at www.bcbsil.com. Page 6 of 8




Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the plan at 1-800-295-0593, U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.goviebsa/healthreform, or Department of Health and Human Services, Center for Consumer Information and insurance Oversight, at 1-877-267-2323
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross and Blue Shield of lilinois at 1-800-295-0593 or visit www.bcbsil.com, or contact the U.S. Department of Labor's Empioyee Benefits Security
Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can help you file your appeal.
Contact the lllinois Department of Insurance at (877) 527-9431 or visit http:/finsurance.illinois.gov.

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

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

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espariol, llame al 1-800-295-0593.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-295-0593.
Chinese (P30 ARBE R ICHIFRED, B FTEXA5131-800-295-0593.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-295-0593.

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

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

.vmm.m.m__.__._m&_g a wmm<;

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

Managing Joe’s type 2 Diabetes
{a year of routine in-network care of a well-

Mia’s Simple Fracture

(in-network emergency room visit and follow up

hospital delivery) controlled condition) care)
M The plan’s overall deductible $750 ® The plan’s overall deductible $750 ™ The plan’s overall deductible $750
N Specialist copayment $50 = Specialist copayment $50  ® Specialist copayment $50
M Hospital (facility) coinsurance 20% ™ Hospital (facility) coinsurance 20% ™ Hospital {facility) coinsurance 20%
B Other coinsurance 20% M Other coinsurance 20% W Other coinsurance 20%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical supplies)
Childbirth/Delivery Professional Services disease education) Diagnostic test (x-ray)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Durable medical equipment {crutches)
Diagnostic tests (uitrasounds and blood work} Prescription drugs Rehabilitation services (physical therapy)
Specialist visit (anesthesia) Durable medical equipment (glucose meter)
Total Example Cost | $12,700 - Total Example Cost | $5600  Total Example Cost 1 $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $750 Deductibles $750  Deductibles $750
Copayments - $30 Copayments $1,000 Copayments $500
_Coinsurance o  $2,200  Coinsurance "~ $30  Coinsurance $200
. o . What isnfcovered  Whatisn't covered o | What isn’t covered B
_Limits or exclusions - $60  Limitsorexclusions - $20 Limitsorexclusions |  $0
_Thetotal Pegwouldpayis | $3,040  The total Joe would payis | $1,800  Thetotal Miawouldpayis . | $1,450

The plan would be responsible for the other costs of these EXAMPLE covered services.
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BlueCross BlueShield of Illinois

Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language assistance. We do not discriminate
on the basis of race, color, national origin, sex, gender identity, age, sexual orientation, health status or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us o file a grievance.

Office of Civil Rights Coordinator Phone: . 855-664-7270 (voicemail)
300 E. Randolph St. TTYTDD: 855-661-6965
35th Floor Fax: 855-661-6960

Chicago, lllinois 60601

You may file a civil rights complaint with the U.S. Depariment of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: https:/focrportal.hhs.gov/ocr/portallobby.isf
Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.htm!

bebsil.com




@ @ BlueCrass BlueShield of Hlinois

if you, or someone you are helping, have questions, you have the right to get help and information

in your language at no cost. To talk to an interpreter, call 855-710-6984.

Espaiiol § Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a oblener ayuda e
Spanish § informacion en su idioma sin costo algung. Para hablar con un intérprete, Bame al 855-710-6954.
Pﬂ,..v_..u, LuhbhvlrEMu\thlererrL_hﬂbﬂ[.(hﬂth?u_‘mtnu@uﬁnglu.ﬂhru}thhharﬁ%mm
. Arabic BES-T10-6984 2k 3 i Jem o F 530 mam_fie g ~TazaSl SAES5 S0
AR 3T O R, mmmmm.mmﬂmmwgmam” R RS REML), SRS AF R L RIS B AN RN . .
| Chinese oA ——DrFHAE N, AN MLE ACWE 855-710-6984 .
Francais Si wonss, ou queigquun que vous Sles en train d'aider, avez des gueshicns, vaus avez le ot d'otitenir de
French Fasder ot Iinformation dans votre langwe A auvcun codt. Pour pariar a un intermpodte, appalez 855-710-6984 .
Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Rechi, kostenlose Hille und
German Informatione i thear Sprache ru arhalten. Um mit einam Dolmeatscher 2u sprechen, rufen Sla bitte die
Nummar 855-710-6884 an.
ol ol TAZP A o3t HEE 531 2EL Sl il 5l i czilsdlel Lol AN, S5L2lsy
= ..v\wwmm. o:,ahpw wa nrpm.r 3l [ttt ML caudl GU™EHE HEE 3l vﬂwvw#nwwpnpﬁnﬂnﬂ 555 .
L Foeulbdal WA clict SRCU S U 012 855-710-6984 UR SiGl SIL
5 [T HATISR, AT A TS TR [T BT IR ¥ IHE, A £, A0 HTI6F 3nT=1T TR .
MWWM_ %iﬁﬁﬁwgw.gwgﬂa% 10-6984
=LY o
HalFano Se tu 0 qualcund chwer 5tai aiutando avete domande, hai it dirkto di ottenere aiute e informazion nella tua
- Itakan limgua gratuitamente. Per partare con un interprete, puoi chiamare il numerno 855-7 10-5984._
s =0y et B = A St AR MTO| [UCI 2B L2 248 S Hieim
Worean SUSIS RUCISE @i = [sEs RSO LS LICE. 2098 AP DE B 2 B AIDf 855-710-6984 &=
TESL St ALS.
] Dine Fad ni, ¢i doodapme Ia™da bika ananilw o igii, natidilkidgo, t57idd bee na nhdSti™ 7 ras niik"e
Navajo niki a’doolwol dod binn iditkidigii bee nil b odoonibh. Ata dahalne"igii bich™ i hodiilnih kwe s
855.710-6984.
Sl rwnrathnl}mobh.rhrlw.fwih.iL.haL_hmar@l.....I.an...&.vr\».hvri¢hwwh S gt ey Ll Al S U et A
L Persian .%t’r\rhmmmiﬂmotm@@h-Lr;htf\:ﬁ&f.hlbf%-%hﬁ&husﬂrht
~Jes5¥ Ty Wwb osoba, ktorej pomagasz, macie pkickolwiek pylania, macie prawo do uzyskania
Polski ot i >
] bex informacii | pormnocy we wiasn Ryku. Aby poroonawiad z themacoem, zadzwod pod
 Polish e 8ok 71O Bagh. ¥
" | Ecni y Bac Mt SENOROKa, KOTOROMY Bl NCMOFIETE, BOSHMKIM BOAPOCH, ¥ BAC &CTh NPAnG Ha SeCnNaTHYO
_ mﬂ. u_cnﬂm@.w: ® NOMOLilh M MCDOPMBLIMIC, NROAOCTABNOHMYIO HA BALISM SGLIKS. HTOEL CAAIATHCA C NaReBOEtKOR,
{ moIBOHMTE 10 Yanadory 855-T10-6984. .
Kiznyg kaw, 0 ang isang taong i tinutuhungan ay may 3 tanong, may karapatan kang makakuha ng
Tagalog ke ; - - ol
ng at imponmasycn sa iyong nang walang bayad_ malkdpag-usan a2 s 1agasalin-wixa,
Tagalog tumawag sa 855-710-6984 . ng 1ag
3 B S L P L P TR (SR PO R S EI S U W 35 S . 4 TR 3!
- Urdu ~ S kmmm.ﬂaﬂmmm& TP L L B - T TRt S~ AL T TG I I SRR RN RO RCT
Tieng Viét  § Néu quy vi. bodic nguéi ma 5‘_‘50% 4, b cdu hoi, thi quy vi ob quyén Srgc gilp a8 va nhan thong tin
. Vietnamese | bing ngdn nglr coa minh ..:..Ms. phi. nSi charydén vwoi mt thong dich vién, goi 855-.710-6984,
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mnaam_e of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Kane County: Non-Union BA HMO Plan

Coverage Period: 01/01/2023 - 12/31/2023
Coverage for: ALL | Plan Type: HMO

~ The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-892-2803 or at

www.bebsil.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other

==%=53 terms, see the m_o%mé You can view 5m o_ommmq at www. :mm::nma govisbe-glossary/ or call 1 mmm.wmm.thm 8 request a copy.

: ._sconma Ocmmn_ozw

>=m$2m

! E=< ._._=m _sm&ma

What is the overall

See the Common Medical Events chart below for <oE costs for services this plan

deductible? $0 COvers.

Are there services

covered before you meet | No. You will have to meet the deductible before the plan pays for any services.
your deductible?

Are there other

deductibles for specific | No. You don't have to meet deductibles for specific services.

services?

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

$1,500 Individual/$3,000 Family

Prescription drug expense limit;
$500 Individual/$1,500 Family

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

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

Premiums, balance-billing charges, and health
care this plan doesn't cover.

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

Will you pay less if you
use a network provider?

Yes. See www.bcbsil.com or call
1-800-892-2803 for a list of participating
providers.

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

Do you need a Referral to
see a specialist?

Yes,

This plan will pay some or all of the costs to see a specialist for covered services but
only if you have a Referral before you see the specialist.
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Ak Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

© What You Will Pay T

. co Non-Participat i
Participating Provider “ Provider “ Important Information
” m

{ _(You will pay the most) |

Limitations, Exceptions, & Other

Common
Medical Event

'
|
I
'

Services You May Need

. (You will pay the least)

Services or supplies that are not ordered by
Primary care visit to treat an your Primary Care Physician or Women's
rrimary ¢ $30 copay/visit Not Covered Principal Health Care Provider, except
injury or illness S
emergency and routine vision exams, are not
If you visit a health covered.
re ider’s offi
Mw n:.ﬂ_ﬂ._w::E otice Specialist visit $50 copay/visit Not Covered Referral required.
You may have to pay for services that aren't
Preventive care/screening/ preventive. Ask your provider if the services
immunization No Charge Not Covered needed are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, blood No Charge Not Covered Referral required.
If you have a test work)
Imaging (CT/PET scans, MRIs) | No Charge Not Covered Referral required.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com. Page 2 of 7



Commeon
Medical Event

Services You May Need

1
1
!
¥

What You Will Pay

Participating Provider

i

. (You will pay the least) .

Non-Participatin 9
Provider

(You will pay the most}) :

tions, Exceptions, & Other
Important Information

Qmum:mm:@. limit may apply to certain aaam. ‘

$10 copay/prescription
. retail
Generic drugs Mmo owﬁmu Jprescription Not Covered Payment of the difference between the cost
(mail order) of a brand name drug and a generic may be
required if a generic drug is available,
If you need drugs to Mm_m E_% ay/prescription
. retai Certain women’s preventative services will be
M_.M”M “mu_"_q illness or Preferred brand drugs $80 copaylprescription Not Covered covered with 1o cost to the member. For a
More information about (mail order} full list of these prescriptions and/or services,
rescriotion dru please contact Customer Service.
prescription drug -
n : 60 copay/prescription
coverage is available at $60 copay, . .
; 30-day retail/90-d !
www.bcbsil.com Non-preferred brand drugs (retail .. { Not Covered ay retailS0-day mai
$120 copay/prescription
(mail order} RX Out-of-Pocket Expense Limit;
$500 Individual/$1,500 Family.
Coverage based on group policy.
Specialty drugs Applicable copay Not Covered Prior authorization may be required.
Specialty retail limited to a 30-day supply.
Facility fee (e.g., ambulato :
If you have outpatient mEmmwv. omzﬁﬁm% Y No Charge Not Covered Referral required.
surgery Physician/surgeon fees No Charge Not Covered Referral required.
Emergency room care $500 copay/visit $500 copay/visit Copay waived if admitted.
ﬁwmﬂu_mmmhqﬂ“””&m? WH,MBMMMMOﬂmQ_S_ No Charge No Charge Ground transportation only.
Urgent care $30 copayfvisit Not Covered Must be affiliated with member's chosen

medical group or referral required.

* For more information about limitations and exceptions, see the

plan or policy document at www.bcbsil.com.
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 What You Will Pay

Common
Medical Event

Limitations, Exceptions, & Other
Important Information

zo:._umanmumm:m
Provider .
(You will pay the most)  ;

Services You May Need | Participating Provider
- (You will pay the least)

If you have a hospital Facility fee (e.g., hospital room) | $250 copay/admission | Not Covered mmﬂm:m_ required.
stay Physician/surgeon fees No Charge Not Covered Referral required.
If you need mental . . - e .
health, behavioral Outpatient services $30 copay/visit Not Covered Unlimited visits. Referral required.
health, or substance . . -y - .
abuse services Inpatient services $250 copay/admission | Not Covered Unlimited days. Referral required.
Copay applies for the 1st prenatal visit only.
Office visits $30 _uo_.y..mmo SPC Not Covered oOm.m sharing aoo_,w, not apply for m_jm<ma_.<m
copayjvisit services. Depending on the type of services,
a copayment may apply. Maternity care may
if you are pregnant Childbirth/delivery professional include tests and services described
services P No Charge Not Covered elsewhere in the SBC (i.e. ultrasound).
o:_ﬁci:ao_zmé facilty $250 copayfadmission | Not Covered Referral required.
services E—
Home health care No Charge Not Covered Referral required.
Rehabhilitation services mwc Gowmﬁim# Not Covered 60 visits combined for all _z._mﬁmﬁ_mm.
- - - Referral required.
Habilitation services $30 copay/visit Not Covered
If you need help
recovering or have Skilled nursing care $250 copayfadmission | Not Covered Excludes custodial care. Referral required.
other special health ;
needs Referral required.
Benefits are limited to items used to serve a
Durable medical equipment No Charge Not Covered medical purpose. Durable Medical Equipment
‘ , benefits are provided for both purchase and
rental equipment (up to the purchase price).
Hospice services No Charge Not Covered Inpatient copay may apply. Referral required.

* For more information about limitations and exceptions, see the

plan or policy document at www.bcbsil.com.
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. P .. Non-Participating itations, Exceptions, & Other
Services You May Need : %ﬂﬂ_ﬂmwm :Mm ﬁﬂ_.mowmmm,m Provider . Important information
pay . _(You will pay the most) |

— E:mn<o:<5=_um< ..

Common

Medical Event

Children’s eye exam No Charge Not Covered rwﬂ_ma mHm =o=m. HN“MMM%Q 12 months at
If your child needs i
dental or eye care Children’s glasses Not Covered Not Covered None

Children’s dental check-up Not Covered Not Covered None

Excluded Services & Other Covered Services:

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

» Custodial care » Long term care * Private-duty nursing

e Dental care {Adulf) e Non-emergency care when fraveling outside the e Routine foot care (with the exception of person
u.s. with diagnosis of diabetes)

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

e Acupuncture o Chiropractic care s Most coverage provided outside the

« Bariatric surgery o Hearing aids (for children 1 per ear every 24 United States. See www.bcbsil.com

e Cosmetic surgery AO:_< for OO—._.mOﬁ:._Q Oozmmzmﬂm_ months ._"OF adults up fo %M_moo per ear every 24 = Routine eye care A>Q=__G

deformities or conditions resulting from months) o Weight loss programs (except when non-
accidental injuries, scars, tumors, or diseases) Infertility treatment medically supervised)

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com. Page 5 of 7



Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the plan at 1-800-892-2803, U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketpiace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical ¢claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross and Blue Shield of lllinois at 1-800-892-2803 or visit www.bcbsil.com, or contact the U.S. Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can help you file your appeal.
Contact the llinois Department of Insurance at (877) 527-9431 or visit http:/finsurance.illinois.gov.

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

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

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-892-2803.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-892-2803.

Chinese {7 3C): 2R FE N RIS, BIRFTX /518 1-800-892-2803.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwijigo holne' 1-800-892-2803.

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

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

| _um@ _m _rm<ﬂ=m a Baby

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

M The plan’s overall deductible $0
W Specialist copayment $50
W Hospital (facility) copayment $250
B Other copayment $0

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

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

Managing Joe's type 2 Diabetes

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

M The plan’s overall deductible $0
H Specialist copayment $50
W Hospital (facility) copayment $250
W Other copayment $0

This EXAMPLE event includes services like:
Primary care physician office visits {incfuding
disease education)

Diagnostic tests {blood work)

Prescription drugs

Durable medical equipment (glucose meter}

Mia’s Simple Fracture
(in-network emergency room visit and follow

up care)
W The plan’s overall deductible $0
M Specialist copayment $50
W Hospital {facility) copayment $250
M Other copayment $0

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

Diagnostic test (x-ray}

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

Total Example Cost | $12,700  Total Example Cost | $5600 Total Example Cost | $2,800

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $0 Deductibles $0 Deductibles $0

Copayments $300 Copayments $1,000 Copayments $600

Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn't covered What isn’t covered What isn’t covered

Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0

The total Peg would pay is $360 - The total Joe would pay is $1,020  : The total Mia would pay is $600

The plan would be responsible for the other costs of these EXAMPLE covered services. Page 7 of 7




@ ‘ BlueCross BlueShield of Illinois

Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language assistance. We do not discriminate
on the basis of race, color, national origin, sex, gender identity, age,sexual orientation, health status or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)
300 E. Randolph St. TTY/TDD: 855-661-6965
35th Floor Fax: 855-661-6960

Chicago, lllinois 60601

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, a:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: hitps:/iocrportal.hhs.govfoct/portalflobby.jsf
Washington, DC 20201 | Complaint Forms: htp:/Avww.hhs.goviocrioffice/filefindex.htm!

bebsil.com




@ @ BlueCross BlueShield of Illinois

If you, or someone you are helping, have questions, you have the right fo get help and information
in your language at no cost. To talk to an interpreter, call 855-710-6984.

Espanot Si usted o algulen a quien usted esta ayudando tiene preguntas, iens denecho a oblener ayuda ©
Spanish inforraacion en su idima San costo alguno. Para habéar con an intdrprate, faame 3l B55-710-6984.
Azz D hhhb.nv}.hﬂrhmumhhtvbhrﬁk.ih[.hubbrnh_tuh.Lh[t,(h%.%ra?mﬂhrm%:hhhahﬁhw%mﬁ
. Arabic BES- T 106384 a3 5 Jw Jeml? i f 330 oo e e Dana Tl ASNST A
. WERN P 3 20 15, R FERAN A0S M, Tt 5 REIY), S AR 20 M L IS e HE TR I R AL FOiR ™. .
Chinese AR —AEARE N, AN M LE AR 555-710-65984 ,
Frangais Si vors, ou quelquiun que wous Ses an train d'aikler, avez des gueslions, vaus avezr le ol d'obtenir Se
French faade ot Vinfwmation dans voire [angue & aucun codl. Pour parier & wn interpoidte, appelaz 855-710-6584
Deutsch Falls Sie ocer jemand, dem Sie helfen,. Fragen haben. haben Sie das Recht, kostenlose Hilfe und
. German Informatonen an [heer Sprache >zu arhalten. Um mit einem Dolmesscher zu sprechen, suten Sle batte doie
Nurmrsmer 855-710-6984 an.
Bl 2ol BIBpaU o2 MHEE 53t 2 slai <li steF ol ce2ilsnyol 2l L2y, S12Ts3xy
3 .ﬂwwmﬁ SPMW S St2L «fl o3 U WL AMUDS] QUM HEE Tt=d Isﬁm.wwmo%ﬁﬁnrﬁpnﬁ &55 .
_ Fa soultizil U cllet HICiL HEES 2t o2 BSS5-710-6988 U2 SIGL 53k,
- gﬂgﬁmﬂ%gﬂﬁﬁﬂuﬁﬁﬂ AT 3ITTaRY IFSHIT el thd
m..wmmum : wﬂﬂiﬂ%mﬂ&ﬁﬁﬁﬂ_ wﬂﬂﬂﬂa% 10-6984
- Hakanoc Se twr o qualctano che staif aiutando avete domande, hai il diritto di ottenere aiuto 2 mdormazon: nella tua
. ltalvan tingua gratuitamente. Per parlane can un interprete, paoi chiasmare il nurners 855-710-6984
= =2 08 St ASEDEE A& AIRO] RS0 [UCED IBir= PR IS S| S
| o o HSES] 21 Ol&E WS 5 QUEs TURIDOF LS LI, 2522 APDE #5281 AI D 855 7T10-6984 =
EESEEI AL,
Dine T 4& ni, & doodaino iIxn"da bika andgnilwoigil, na”idilkidgo, ts7ids boee nd ahadti™i ™ tida niik e
Navaio niki a‘doolwol dod binn iditkidigii bee nil b odoonili. A dahalne igii bich*i™ hodiilnih kwe &
1 855.710-6984.

X SRR 3 e Mg eh i TAs D AR 45 Sy ta Vo Ceal (e st AGSAS T g oSudS PO~ T i SV L S PR TP 4
Percion , (Sl St gdenli BES-T 10-6984 o _Aalt L i alal e e w50 W bw.{ﬂNHu.:...l LY DT ST RLES S s A s
Polski 1 JesH Ty ub asoba. ktorej pomagasz, macie jakdekotwick pytania, macie prawo So uzyskanis .

Polish bezpia infonmac]i i posrnocy we wlasnyrn jgzykar. Aby porommawiad 2 themaczem, Zadzworn pod
emer F10-6984.
Pyccmi ECim y B3 Mins SeNoaeNs, KOTOPOMY Bt NOMCSDeTE, BOSHMKAM BOAPOcE!, Y B3¢ @CTh NPane Ha GecnNaTHo
Russinm DOAMDUYE M SRKDODMBUMIC, OeAOCTASRSHELYK H3 BALIGM ASHIKS, ‘1060 CAASATECR © FHE DS BOTSRIKIIA,
DOBBOMHKMTE NC Tanehowy 8§55-710-6984.
Kiung ikaw, ¢ ang isang taong i tinutulungan ay may mga tanong, May karapatan kang makakuha ng
Tagakg tula g o s - =
g at kNnponmasyon sa iyoang wi nang walang bayad. tipang makipag-usap sa isang lagasalin-wika,
- Tagalog tumawag sa 855-7 10-6984.
2 R e Ml s i R oY o ey~ 3 |
- Urdu ~mt S 3R 5 BSS-T e TN e = e i L S LA - e SR FE SR, IRy E o
TiEng Viet Neu quy vi. hoJc ngurdr ma quy vi 0% Aar, co cAu hoi, thi quy vi oo quyén Srgc giup d va nhan thdéng tin
. Viethamese | hang ngdn nglr cGa minh phi. 0l chayén wi mot thong dich vién, goi 7 10-5984.

beoebhsit.com



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Kane County: Non-Union HMOI Plan

Coverage Period: 01/01/2023 - 12/31/2023
Coverage for: ALL | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose  health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-892-2803 or at

www.bebsil.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other

~ underlined terms, see the Glossary. You can view the Glossary at www.healthcare.govisbe-glossary/ or calt 1-855-756-4448 to request a copy.

services?

Important Questions i Answers _ . Why This Matters: N
What is the overall $0 See the Common Medical Events chart below for your costs for services this plan
deductible? covers.

Are there services

covered before you meet | No. You will have to meet the deductible before the plan pays for any services.
your deductible?

Are there other

deductibles for specific | No. You don't have to meet deductibles for specific services.

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

$1,500 Individual/$3,000 Family

Prescription drug expense limit:
$500 Individual/$1,500 Family

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

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

Premiums, balance-billing charges, and health
care this plan doesn’t cover,

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

Will you pay less if you
use a network provider?

Yes. See www.bcbsil.com or call
1-800-892-2803 for a list of participating
providers.

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

Do you need a Referral to
see a specialist?

Yes.

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

Page 1 of 7



4% All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Services You May Need Participating Provider
(You will pay the least) ;

Limitations, Exceptions, & Other
Important Information

Common
Medical Event

u will pay the most)

Services or supplies that are not ordered by
. . your Primary Care Physician or Women’s
Primary care visitto freatan | ¢4 000y visit Not Covered Principal Health Care Provider, except
injury or iliness o
emergency and routine vision exams, are not
If you visit a health covered.
care provider's office e - .
or clinic Specialist visit $50 copay/visit Not Covered Referral required.
You may have to pay for services that aren't
Preventive care/screening/ preventive. Ask your provider if the services
immunization No Charge Not Covered needed are preventive. Then check what
your plan will pay for.
Diagnostic test _Azomﬁ_o fest (xeray, blood No Charge Not Covered Referral required.
If you have a test work)
Imaging (CT/PET scans, MRIs) { No Charge Not Covered Referral required.

* For more information about fimitations and exceptions, see the plan or policy document at www.bcbsil.com. Page 2 of 7



What You Will Pay
Non-Participating Limitations, Exceptions, & Other -

Common

Medical Event Services You May Need  : Participating Provider

: Provider : important Information
. (You will pay the least) (You will pay the most) P

T e I R i A e e R

$10 copaylfprescription Dispensing limit may apply to certain QE@m
. retail
Generic drugs Mmmo owmmu Jorescription | Not Covered Payment of the difference between the cost
(mail order) of a brand name drug and a generic may be
required if a generic drug is available.
$40 copay/prescription
HMM@HH.&M%&W Preferred brand drugs (retail) o Not Covered Certain women's preventative services will be
condition $80 copay/prescription covered with no cost to the member. For a
More information about (mail order) full list of these prescriptions m.s&oﬁ services,
" please contact Customer Service.
prescripfion drig $60 copay/prescription
coverage is available at . . ,
. 30- tail/90-d l.
www.bcbsil.com Non-preferred brand drugs m\_mmw_w opaylprescription Not Covered 0-day retall/S0-day mi
{mail order) . RX Qut-of-Pocket Expense Limit:

$500 Individual/$1,500 Family.

Coverage based on group policy.
Specialty drugs Applicable copay Not Covered Prior authorization may be required.
Specialty retail limited to a 30-day supply.

Facility fee {e.g., ambulatory

If you have outpatient | surgery center) Ne Charge Not Covered Referral required.

surgery Physician/surgeon fees No Charge Not Covered Referral required.
Emergency room care $500 copay/visit $500 copay/visit Copay waived if admitted.

If you need immediate | Emergency medical :

medical attention ransportation No Charge No Charge Ground transportation only.

Must be affiliated with member's chosen

Urgent care $30 copay/visit Not Covered medical group or referral required.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com. Page 3 of 7



~ What You Will Pay ‘
~ Non-Participating
Provider
_(You will pay the most)

Common
Medical Event

ions, Exceptions, & Other

Services You May Need Important Information

- (You will pay the least) .

If you have a hospital Facility fee (e.g., hospital room) | $250 copay/admission | Not Covered Referral required.
stay Physician/surgeon fees No Charge Not Covered Referral required.
If you need mental . . . A .
health, behavioral Outpatient services $30 copayivisit Not Covered Unlimited visits. Referral required.
health, or substance . . " - _
abuse services Inpatient services $250 copay/admission | Not Covered Unlimited days. Referral required.
Copay applies for the 1st prenatal visit only.
Office visits $30 PCP/$50 SPC Not Covered Cost sharing does not apply for preventive
copay/visit services. Depending on the type of services,
a copayment may apply. Matemity care may
If you are pregnant Childbirth/delivery professional include tests and services described
services No Charge Not Covered elsewhere in the SBC (ie. ultrasound).
o:__%_::am_zmé facility $250 copay/admission | Not Covered Referral required.
services =
Home health care No Charge Not Covered Referral required.
Rehabilitation services $30 copay/visit Not Covered 60 visits combined for all therapies.
— - Referral required.
. Habilitation services $30 copayvisit Not Covered
If you need help
recovering or have Skilled nursing care $250 copay/admission | Not Covered Excludes custodial care. Referral required.
other special health -
needs Referral required.
Benefits are limited to items used to serve a
Durable medical equipment No Charge Not Covered medical purpose. Durable Medical Equipment
benefits are provided for both purchase and
rental equipment (up to the purchase price).
Hospice services No Charge Not Covered Inpatient copay may apply. Referral required.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com.
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_What You Wil Pay

Services You May Need Participating Provider

Non-Participating ions, Exceptions, & Other
Provider : Imporiant Information
(You will pay the most} i

Common

Medical Event

— Limited to one exam every 12 months at
I your child needs Children’s eye exam No Charge Not Covered participating broviders.
dental or eye care Children’s glasses Not Covered Not Covered None
Children's dental check-up Not Covered Not Covered None

Excluded Services & Other Covered Services:

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

« Custodial care ¢ Long-term care » Private-duty nursing
s Dental care (Aduit) » Non-emergency care when fraveling outside the ~ » Routine foot care {with the exception of person
u.s. with diagnosis of diabetes)
Other Covered Services (Limitations may apply to these services. This isn’'t a complete list. Please see your plan document.)
» Acupuncture ¢ Chiropractic care o Most coverage provided outside the
« Bariatric surgery e Hearing aids (for children 1 per ear every 24 United States. See www.bcbsil.com
o Cosmetic surgery A03_< for oo:.mo_..__._m no:@m::m_ months for, adults up to mm_moo per ear every 24 « Roufine €ye care TPQES
deformities or conditions resulting from months) *  Weight loss programs (except when non-
accidental injuries, scars, tumors, or diseases) e Infertility treatment medically supervised)

* For more information about limitafions and exceptions, see the plan or policy document at www.bcbsil.com. Page 5 of 7




Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the plan at 1-800-892-2803, U.S. Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact; Blue Cross and Blue Shield of lliinois at 1-800-892-2803 or visit www.bcbsit.com, or contact the U.S. Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or visit www.dol.goviebsa/healthreform. Additionally, a consumer assistance program can help you file your appeal.
Contact the lllinois Department of Insurance at (877) 527-9431 or visit htip://insurance.illinois.gov.

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

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

Language Access Services:

Spanish (Espaiiol): Para obtener asistencia en Espafiol, llame al 1-800-892-2803.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-892-2803.
Chinese (FF3X): JAARFET XRIES), WHRITE 513 1-800-892-2803.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-892-2803.

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

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

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

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

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-

hospital delivery)

B The plan’s overall deductible $0
W Specialist copayment $50
W Hospital {facility) copayment $250
B Other copayment $0

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

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

controlled condition)

m The plan’s overall deductible $0
M Specialist copayment $50
B Hospital {facility) copayment $250
W Other copayment $0

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/lucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and foliow

up care)
M The plan’s overall deductible $0
M Specialist copayment $50
= Hospital (facility) copayment $250
® Other copayment $0

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

Diagnostic test (x-ray)

Durable medical equipment (cruiches})
Rehabilitation services (physical therapy)

Total Example Cost | $12,700  : Total Example Cost | $5,600 Total Example Cost | $2,800°
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cosf Sharing Cost Sharing Cost Sharing
Deductibles $0 Deductibles 50 Deductibles $0
Copayments $300 Copayments $1,000 Copayments $600
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn’t covered What isn't covered ; What isn’t covered .
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
- The total Peg would pay is $360 - The total Joe would pay is $1,020 - - The total Mia would pay is $600
The plan would be responsible for the other costs of these EXAMPLE covered services. Page 7 of 7




@ @ BlueCross BlueShield of Ilinois

Health care coverage is important for everyone.
We provide free communication aids and services for anyone with a disability or who needs language assistance. We do not
discriminate on the basis of race, color, national origin, sex, gender identity, age, sexual orientation, health status or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

A

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)
300 E. Randolph St. TTY/TDD: 855-661-6965
35th Floor Fax: 855-661-6960

Chicago, lllinois 60601

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: https./focrportal.hhs.gov/ocr/portalfiocbby.jsf
Washington, DC 20201 Complaint Forms: hitp://www.hhs.goviocr/officefiile/index,.himl

bchsil.com



@ @ BlueCross BlueShield of Hlinois

If you, or someone you are helping, have questions, you have the right to get help and information
in your language at no cost. To talk to an interpreter, call 855-710-6984.

. Esparod Si usted o algwen a guien usted esta ayudando tiene preguntas. tiene devecho a obtener ayuda e
L Spanish informacion en su KREwNa sin costo alguno. Para hatiar con un intérprete, Same al 855-210-6984.
3 R pm X AR e 2Bl S gp petall Td e plm ¥y RreTeall e yemandl b Bl ealh WAL sce LS i D cead GV oipad UK o
Arabic BSS-T10-6884 550 e Jonll w g 338 ppe e ;e Sana I JAWH R
A RA P = O IR U5, SEIEITEIFEHRAN 0N M, ThE T REN, GG HR e R L A IR TR IS S RAAFOIR e .
Chinese FERR —SE BHATE . AMHE TR LE SN 855-710-6984
Frangais Si vous, ou queiquTun que wous d&les en rain d'alder, avaz des QUesSBoNs, Vous aver B droll dobtenir da
- French i Fasde o finformation dans. volre langue & aucun oo, Pour parier & un intarpréte, appelez 855-710-6984 .
Deutsch Falls Sie oder jermand, dem Sie helfen, Fragen haben, haben She das Rechz, kostenlose Hitke und
Serman Informationan iy lheer Sprache zu erhalten, Um mit sinam Dolrmetscher zu sprechan, rufoen Sie bitte die
Nummear 855-710-6984 an.
. Bl iMool TAMCH MU MEE §IL 2 F2 L8 <l Sley il cailsciel 2l L. sielisag
= anwmﬂ e Al Slad, O [l DAL U F] Gl e e Bt AUR oll Rincicial oss .
L seulElzu 208 cict STAAl IS U 0l? B55-710-6984 U2 SLGL S3k.
Sy ’ TS ATIN, O AT FANE] WEMOOr 6 TR £ 360, W37 £, 8T 3IT9RT 9T Srws 5 11
i %ggﬂﬂ.ﬁwgﬂﬂ_géﬂaﬂ*?%
Hindi ot T .
Halano 1 Se tu o gualcuno che siai aiutando avete domande, hai i Sintto di ottenere aiuto e farmazion: nella tua
tatean 1 lingua gratuitamente., Per pariare con un interprate, puci chiamare il numernn 855-710-6884.
&5 T3 od D2t B o FHTI I TjE A O RFO QUCES RSl RS TSt o e s
L Kowean FEIS] S0l Prie = QU JDUTF DS UL, &S = AL DF Bl 2 31 AP 855-710-6984 &=
IS Sha AL
Dine FTai ni, ¢i doodago Ia~da bika andnilwotigii, na'idiltkidgo, wTidid bee nd ahdS ™" t7aa niik e
: i nika a’doolwol dod bhinatiditkidigii beo nil h odoonih. Ala“dahaloe imii bich*{” hodiilnih kwe'é
Navajo 855.710-6984._
] g—- ¥ Y CRABA 3 ple s cBgde S S As A4S 3y 13 Y 3 Taft B et Ao Al LSt e < OaZE S gt Tl A S Ly Rt 5D
Parsian -%F%W%ﬂuéct&lbf;r\rﬁ*%lﬁtf%-%%Euraht
. ; Jask Ty lub osoba, kiG] pormagasz, macie jaléekohwiek pylania, macie prawo do uzyskanis
Polski et e F ¥
bezpiatne] informmaciji | pomocy we wiasnym exyka, Aby pormmzmawiad Z thenaczestl, zadzwon pod
- Polish Aumer 855.710-6084.
Pycckna ECnm ¥ Bat it SencoBey, KOTCROMY B HOMOCDETE, BOIHMKFIL %. ¥ BAaC eCTh NPpand HAa SaecnnaTHYIR
4 s NROMACLLIE M MXDOSMILMIC, NDeAOCTABGOHYIO HE BALLIEM SR K. b CASIATECH G OSPaBOMIOONS,
Russion NCIBOHMTE N0 TArHecOMY .mmwnu.a 0-68934. 4
: Kung ikaw, o a EEANG taong tinutuiungan ay May mga 1anong, may Karapatan Ka ‘makakuha
Hﬁﬁw hilong ad manvo.nn-vﬂﬁﬁwuwoqa sa iyong nang .\swg bayad. Upang ﬂwgaﬁ% sa mmﬁﬁ%mﬁmuﬁ\suimx%

turnawag sa 855-710-8584 .

R B b e g i T S - T P gy 2
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“jmaﬁ{.&n Z%:ﬂtwi.gnﬂﬁgiﬁcmqi 0% no?_n.m._nbc_..m_m..Bﬁn-aum...a.nxvﬂ_.ﬁ.\&_..gn.uavﬂwtwﬁw_ﬁﬂukos.ﬁu
L Wietnamese 1 bdng ngdn nglr cba minh mééa phi, nGi chayén won mdt thong dich vién, goi 855-710-6984,

behail.com



