Natural Select

A natural growth of your benefit choices.

January 2010 Workbook Group 2



IF YOU HAVE MEDICARE OR WILL BECOME
ELIGIBLE FOR MEDICARE IN THE NEXT 12
MONTHS, FEDERAL LAW GIVES YOU MORE
CHOICES ABOUT YOUR PRESCRIPTION DRUG
COVERAGE. PLEASE REFER TO PAGE 12 FOR
MORE DETAILS.

ty

d Coun
oMY Giness

Assist Oakland County employees with establislaing maintaining healthy
behaviors in order to: improve overall quality b&] enhance productivity, and reduce long term
employee/employer health care costs.
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INTRODUCTION

This is yourNatural Selectworkbook. This workbook describes the benefitsilalsbe throughNatural
Selectraises some important points to think about,\watks you through the enroliment process.

Y OUR NATURAL SELECT BENEFIT OPTIONS

Choosing the best benefit program for you and yaomily’'s financial security is easy witRatural Select.
Just take it one step at a time. It's as easy asta, three.

Step #1. Become Knowledgeable

The first step is to become knowledgeable. Thiskwook contains comparison charts, overviews athef
benefits, and lists things you may wish to consides you read this information, you should begin to
identify the benefit options that best meet youspeal needs.

Step #2. Identify YouPersonal Needs

The next step is to think about your needs. Remertfiag there is no one plan that is best for evagyo
You should focus on the plan that is best for yGonsider the following points as you design your
personal program:

Your personal and family needs

Your benefit needs today

Your short-term future needs -- for example, are grpecting a baby in the next few months?
Your budget

Other insurance coverage that you have -- for e¥anthe coverage provided through a working
spouse or life insurance you have purchased ongwar

Tax advantages available throughtural Select

Step #3. Record Your Choices

The last step in the planning process is to regora benefit choices. To assist you in considetirgright
options, there is &latural SelectPersonal Reference Worksheet (Appendix G). Changour mind is a
part of the benefit selection process. That isptimpose of the worksheet.

When you have decided on each of ydlatural Selecichoices for the Plan Year, any changes can be
recorded using the Internet @wtvw.ocbenefits.comDetailed instructions are found in the sectidtedi
IMPORTANT INFORMATION, at the back of this workboa page 47.

After your enrollment information has been procdss@u will receive aNatural SelectConfirmation
Statement listing the benefits you have selectedhe upcoming Plan YeaReview the Confirmation
Statement carefully. You will not have a second enrollment period tdkenany corrections or changes to
your selections; for corrections you will need tontact the Employee Benefits Unit of the Human
Resources Department.



DEFINITIONS
Here are some definitions that you need to know:

Annual Benefit Salary: The amount used to calculate pay related benefits.

Benefit Statement:An individualized statement displaying the estieasbannual costs paid by Oakland

County and you toward the purchase of each optidmns form also helps you choose your benefits. It
shows the options from which you can choose andethployee contribution or earnings for each
option. Your current elections are bolded. You wwikthke your actual selections using the Internet (se
page 47).

Confirmation Statement: A statement you will receive to verify the selenBoyou made and to ensure

that they have been recorded propdpligase read your confirmation statement carefully.

Default Benefit Package:If you do not use our Website enrollment systemmetword yourNatural
Selectbenefit changes, you will be provided with the sdrarefit selections (along with the applicable
employee contributions) that you have for the aurRan Year, including Health Care and Dependent
Care Reimbursement amounts.

Dependent: Your legal spouse and dependent children. Pleafs to the Dependent Eligibility
section of this workbook.

Effective Date: Your elections will be effective January 1.

Employee Contributions: What you will have to contribute on a bi-weeklyygd#asis for your selected
benefit options.

Employee Earnings: What you will have added to your paycheck as alred selecting a reduced
benefit or no coverage.

Formulary: A list of preferred brand name prescription dragsletermined by a medical plan.

Non-Formulary: Brand name prescription drugs not on the prefelist as determined by a medical
plan.

Generics: These are drugs whose patent has ended and caarhgactured by anyone. The Plan will
consider as a Generic Drug, any Federal Food andg Dkdministration approved generic
pharmaceutical which is dispensed according tgotéessional standards of a licensed pharmacist, is
clearly designated by the pharmacist as being geard has a physician’s prescription

Options: These are the choices you have in each beneét are

Plan Year: The Plan Year for the Oakland Courdgtural Selecbenefit program begins January 1
and ends December 31 each year. During the annt@lreent period, you will have an opportunity to
change the benefits you need and want. Your beelefttion will remain in effect for one Plan Year
unless there is a qualifying status change

Status Code:This is your “family status code.” It indicates avlgou are electing to provide coverage
for: yourself only (one party); yourself and ongeéedent, spouse or child (two-party); or yourseld a

at least two dependents, spouse and child(renggtlmr more persons). All dependents on your
coverage, including eligible 19-25 year old deperndaildren, must have the same health, dental, and
vision coverage you do if they have any coveragalaifo change your Status Code, you will need to
complete a Membership and Record Change form (Agigdd) and submit it to the Employee Benefits
Unit of the Human Resources Department.

" See page 3 for more information regarding staltamges.



PURCHASING YOUR BENEFITS

Oakland Countyatural Selecgivesyou more control over the dollars spent on your bégsefi
The employee contributions that result from younddg elections will be deducted on a pre-tax hasis

Your reduced reported earnings due toNaural Selecprogram will not affect benefits based on salary,
such as Life and AD&D insurance amounts.

STATUS CHANGES

In accordance with federal regulations, the besefdu choose under yolNatural Selectprogram will
remain in effect until the next Plan Year. You vahly be able to change your benefit electionsrauthe
Plan Year if you have a qualifying change in statnd the election change is consistent with yoaitust
change.

Examples of qualifying status changes include tlewing events:

Change in legal marital status, including marriadjeorce, legal separation, or annulment
Change in number of dependents
Termination or commencement of employment by thpleyee, spouse, or dependent

A reduction or increase in hours worked by the @ygé, spouse, or dependent (including a switch
between part time and full time) in accordance WRB guidelines

A dependent satisfies or ceases to satisfy therplgmrements for dependent eligibility

The Internal Revenue Service requires that the gignaém benefits must be consistent with the changg
status. The examples above are only illustrativee TRS has issued detailed guidelines that mug

be

applied to individual cases. All requests for chesmn benefits as a result of a status change evesit be
reviewed and approved by the Employee Benefits binihe Human Resources Department. If you haje a
change in status (such as the birth of a child) wisth to add or change a benefit, you must compdte
“Membership and Record Change” and a “Family St&hange” form. These forms are available on pur
Website atwww.ocbenefits.conor in the Employee Benefits Unit of the Human Reses Departmen |
Assistance is available should you have any questidccording to the plan, the form must be congulé
within 30 days*of the change in status to be eligible for thenggaChanges made after 30 days will ng

be accepted.

* Forms must be completed within 60 days for changein eligibility for Medicaid or CHIP (Child
Health Insurance Program). Please contact the Empyee Benefits Unit of the Human Resource
Department for additional details.



TAX INFORMATION

Natural Selectis designed to provide tax advantages to you, aligwou to take home more of your
paycheck. The employee contribution for many ofrychiosen benefits is not taxed for federal, statal,

or Social Security purposes. This means that tihe smmount you contribute to these benefits is not
included on your annual W-2 form. Remember thatwj@u choose non-taxable benefits, any employee
benefit deductions are subtracted from your pefpre taxes are calculated, saving you tax dollars.ofll
theNatural Selecbenefit options are non-taxable.

The following example shows how significant theaeiisgs can be for $500 of benefits purchased ih bot
the 27% and 40% tax brackets:

Inside Natural Select Outside Tax Rate 27% OutamleRate 40%
Benefits Purchased $1,000 $1,000 $1,000

Earnings Required $1,000 $1,370 $1,666

Taxes Payable $0 $370 $666

Note: You should be aware that when you elect em@some of your pay that is now taxable to obtain
additional non-taxable benefits, your Social SetyufiFICA) taxable income is reduced. This could
have an effect on the benefits you and your famédy receive from Social Security. Because your
Social Security benefits are calculated based aalie earnings, your Social Security benefits may
be reduced if you have reduced your taxable income.



DEPENDENT ELGIBILITY

Guidelines for Dependent Children and Healthcare Ceerage Eligibility

If your child’s 19" through 24 birthday is in 2009, you must verify their conting eligibility for
coverage by usingvww.ocbenefits.comduring open enrollment or by completing Form E yiour
workbook;it is not necessary to do bothHowever, failure to do either will result in temation of their
coverage effective January 1. His/her coverage valcontinued at no charge until the end of the yea
which they attain age 25 provided they continumget the eligibility criteria noted below.

The preferred and easiest way to verify your chikeligibility is by usingwww.ocbenefits.conduring the
open enroliment period. However, if you do nofizgi www.ocbenefits.conmto verify the eligibility of
your 19-24 year old dependents, you will be requigereturn Form E verifying your 19-24 year oldidh
continues to meet the eligibility guidelines. FoEhmust be received by the Employee Benefits Unthef
Human Resources Department by close of businesemloer 6, 2009. Failure to verify eligibility via
www.ocbenefits.comor by returning Form E, will result in coverageirg terminated for your dependent
child effective January 1. Form E can be founchim Appendix at the end of this workbook.

At such time that your child no longer meets thgilellity criteria, you must complete a Memberslaipd
Record Change form to remove him/her from coverage.

If your child has had his/her 2%birthday in 2009, his/her coverage will terminatethe end of this year.
Contact the Employee Benefits Unit of the Humam&ess Department for options to continue coverage.



Below is an example of how your Dependent informatin will be displayed during open enroliment.

Note in the above example the dependents thatvexditation are identified with requiring a “yes”

(they are an eligible and qualified dependent)mm”‘(they are not) answer.

Children of the Employee by birth, legal adoption o legal guardianship* may be covered through the
end of the year in which they have theif"28rthday if:

They are unmarriedAND

Their legal residence is with the employee. Childire temporary residence at school are included;
AND

The employee provides over half their total suppsrtiefined by the Internal Revenue Co&ldD
The child is a full time student for at least filg months of the yea®R

The child has a gross income of less than foutii@@s the personal Federal exemption amount (which
is $3,650 for 2009). For example, (4 x $3650= $04@,®r 2009).

If a child does not meet the above criteria, theymnly be covered if the employee is directeddo d
so by a Qualified Medical Child Support Order afmd tEmployee Benefits Unit of the Human
Resources Department has been provided with th@ppate updated and current documentation.

* Coverage for children of whom you are the Legala@lian of may only be covered as long as the
legal guardianship is in effect. For example, ifemyal Guardianship order ends when a child attains
the age of 18, the child is no longer eligible éodovered and must be removed.



Children of the employee’s spouse (stepchildren dhe employee)may be covered through the end of
the year in which they have their"?birthday if:

They are unmarriedAND

Their legal residence is with the employee. Childire temporary residence at school are included;
AND

The employee provides over half their total suppsrtiefined by the Internal Revenue Co&ldD
The child is a full time student for at least fils months of the yea®R

The child has a gross income of less than foutif@@s the personal Federal exemption amount (which
is $3,650 for 2009). For example, (4 x $3,650 =6RB4for 2009)

If the child does not meet the above criteria, thy only be covered if the employee is directeddo
so by a Qualified Medical Child Support Order af tEmployee Benefits Unit of the Human
Resources Department has been provided with th@ppate updated and current documentation.

Disabled children of the employeanay be covered to any age if:

The child became totally and permanently disableal po age 19AND
They are incapable of self-sustaining employmAND
The employee provides over half their total suppsrtiefined by the Internal Revenue Co&ldD

Their disability has been certified by a physicand the health carrier is notified in writing byetbnd
of the year in which the child turns age 19 (or 2§en the case of dependent continuation).

Eligibility for Spouses

Oakland County allows for the legal spouse of amplegee to be covered under your Natural Select
benefits.



Important Notices
GROUP HEALTH CONTINUATION COVERAGE UNDER COBRA

On April 7, 1986, a federal lawas enacted (Public Law 99272, Title X) requirthgt most employers
sponsoring group health plans offer employees heil tamilies the opportunity for a temporary exdiem

of health coverage (called "continuation coveragethmonly referred to as COBRA) at group rates in
certain instances where coverage under the plarddwaiberwise end. This notice is intended to inform
you, in a summary fashion, of your rights and addiigns under the continuation coverage provisidrnbe®
law. Both you and your spouse should take the tomead this notice carefully. If you are an emplegf
Oakland County covered by our health care plan,hate a right to choose this continuation coveige
you lose your group health coverage because afwctien in your hours of employment or the termiomat

of your employment (for reasons other than groscamduct on your part).

If you are the_spousef an employee covered by our health care plam, lyave the right to choose
continuation coverage for yourself if you lose grdwealth coverage under our health care plan fgrodn
the following four reasons:

1. The death of your spouse;

2. A termination of your spouse's employment (for ogssother than gross misconduct) or reduction
in your spouse's hours of employment with Oaklaodr@y;

3. Divorce or legal separation from your spouse; or

4. Your spouse becomes entitled to Medicare.

In the case of a dependent child of an employeereavby our health care plan, he or she has thé tag
continuation coverage if group health coverage uwnde health care plan is lost for any of the faling
reasons:

1. The death of the employee;

2. Atermination of the employee's employment (forsaes other than gross misconduct) or reduction
in the employee's hours of employment with Oakl@odnty;

3. The employee's divorce or legal separation;

4. The employee becomes entitled to Medicare; or

5. The dependent child ceases to be a "dependent cimiter our health care plan.

Under the law, the employee or a family member thasresponsibility to inform Oakland County of a
divorce, legal separation, or a child losing degerndstatus under our health care plan. When Oakland
County is notified that one of these events hapéagd, Oakland County will, in turn, notify you tlyau
have the right to choose continuation coverage.ediite law, you have 60 days from the date you @oul
lose coverage because of one of the events dedcaibeve to inform Oakland County that you want
continuation coverage. Oakland County has the respiity in the event of the employee’s death,
termination of employment or reduction in hourdvedicare eligibility to notify the parties involved

Similar rights may apply to certain retirees, spagnd dependent children if your employer commeac
bankruptcy proceeding and these individuals lose@me.

If you do notchoose continuation coverage, your group heakhrance coverage will entllot choosing
continuation coverage may cause a break in youtiraged coverage, and any such break of more than
sixty-three days may cause loss of coverage pdittabi



If you choose continuation coverage, Oakland Cousmtyequired to give you coverage which, as of the
time coverage is being provided, is identical te toverage provided under the plan to similarlyatid
employees or family members. The law requires @i be afforded the opportunity to maintain
continuation coverage for 36 months unless you dgostip health coverage because of a termination of
employment or reduction in hours. In that case,rdgqired continuation coverage period is 18 manths
This 18 months may be extended for affected indiaisl to 36 months from termination of employment if
other events (such as a death, divorce, legal atpay or Medicare entitlement) occur during th8t 1
month period. Also, if you or your spouse givestbio or adopts a child while on continuation cags,

you will be allowed to change your coverage st&uaclude the child.

In no event will continuation coverage last bey@&months from the date of the event that origynall
made a qualified beneficiary eligible to elect cage. The 18 months may be extended to 29 montrs if
individual is determined by the Social Security Adistration to be disabled (for Social Securityathigity
purposes) as of the termination or reduction inrbaf employment or within sixty days thereaftea T
benefit from this extension, a qualified benefigiarust notify the Plan Administrator of that det@mation
within 60 days and before the end of the origirgahbnth period. The affected individual must alstifgio
the Plan Administrator within 30 days of any finlgtermination that the individual is no longer tisal.

However, the law also provides that continuatiomectage may be cut short for any of the followinggfi
reasons:

Oakland County no longer provides group health mxye to any of its employees;

The premium for continuation coverage is not paidime;

You become covered under another group health plan;

You become entitled to Medicare;

You extend coverage for up to 29 months due tabdisaand there has been a final determination
that the individual is no longer disabled.

arwnE

You do not have to show that you are insurablehtwose continuation coverage. However, under the law
you have to pay all of the premiums for you conditimn coverage.

This law was applied to our health care plan bagmdanuary 1, 1987. If you have any questions tabou
COBRA, or if you have changed marital status, oo yo your spouse have changed addresses, please
notify Oakland County at Oakland County Benefitst 2100 Pontiac Lake Rd, Waterford MI 48328.




WOMEN’SHEALTH AND CANCER RIGHTS ACT

Federal law mandates coverage for Post-Mastect@nyces. Under the Women’s Health and Cancer
Rights Act, group health plans and insurers offgrmastectomy coverage must also provide coverage fo

Reconstruction of the breast on which the mastegtoas performed,
Surgery and reconstruction of the other breastdadyce a symmetrical appearance; and

Prostheses and treatment of physical complicatwadl stages of the mastectomy, including lymph
edemas.

These services are payable to a patient who igviegebenefits in connection with a mastectomy and
elects reconstruction. The physician and patiesterthine the manner in which these services are
performed. Post-Mastectomy services are subjeahyodeductible, co-pays, or dollar maximums resglir
by your plan.

NEWBORNS' AND MOTHERS' HEALTH PROTECTION ACT

Under federal law, group health plans and healBurance issuers offering group health insurance
coverage generally may not restrict benefits for lamspital length of stay in connection with child for

the mother or newborn child to less than 48 hootkwing a vaginal delivery or less than 96 hours
following delivery by cesarean section. Howevee fhlan or issuer may pay for a shorter stay if the
attending provider (e.g., your physician, nursewaie, or physician assistant), after consultatiathwhe
mother, discharges the mother or newborn earlier.

Also, under federal law, plans and issuers maysebthe level of benefits or out-of-pocket costdhsd

any later portion of the 48-hour (or 96-hour) siaytreated in a manner less favorable to the madher
newborn than any earlier portion of the stay.

In addition, a plan or issuer may not, under feld&a, require that a physician or other healthecar
provider obtain authorization for prescribing agénof stay of up to 48 hours (or 96 hours).
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MICHELLE 'sLAw

Michelle's Law allows seriously ill or injured celie students who are covered dependents under group
health plans to continue coverage for up to one wéée on medically necessary leaves of absenageM
specifically, Oakland County cannot terminate cagerof a dependent child, as defined by Oakland
County’s Plan Document, due to a “medically necsstemve of absence” before a date that is théegarl
of:

the date that is one year after the first day efrttedically necessary leave of absence; or

the date on which such coverage would otherwisgitette under the terms of the plan or health
insurance coverage.

A “dependent child” for these purposes is a bemafycunder the group health plan who:

is a dependent child, under the terms of the ptazowerage, of a participant under the plan or
coverage; and

was enrolled in the plan or coverage, as a stuatempost-secondary educational institution
(including colleges and universities), immediategfore the first day of the medically necessary
leave of absence involved.

A “medically necessary leave of absence” meang) meispect to a dependent child in connection with a
group health plan or health insurance coverageeaffan connection with such plan, a leave of abseric
the child from a post-secondary educational instity or any other change in enroliment of theatlail the
institution, that:

commences while the child is suffering from a sesidiness or injury;
is medically necessary; and

causes the child to lose student status for pugposeoverage under the terms of the plan or
coverage.

Written certification must be provided by a tregtphysician of the dependent child to the Employee
Benefits Unit of the Human Resources Departmentder for the continuation coverage requirement to
apply. The physician's certification must statd tha child is suffering from a serious illnessrgury and
that the leave of absence (or other change of lemeat) is medically necessary (as defined above).
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PRESCRIPTION DRUG COVERAGE AND MEDICARE

Please read this notice carefully and keep it wigetecan find it. This notice has information abgatir
current prescription drug coverage with Oakland i@puand about your options under Medicare’'s
prescription drug coverage. This information camphgu decide whether or not you want to join a
Medicare drug plan. If you are considering joiniggu should compare your current coverage, inclydin
which drugs are covered at what cost, with the @y® and costs of the plans offering Medicare
prescription drug coverage in your area. Infornraibout where you can get help to make decisioastab
your prescription drug coverage is at the end isfribtice.

There are two important things you need to knowualyour current coverage and Medicare’s prescmptio
drug coverage:

1. Medicare prescription drug coverage became adailin 2006 to everyone with Medicare. You can get
this coverage if you join a Medicare PrescriptiorudpPlan or join a Medicare Advantage Plan (like an
HMO or PPO) that offers prescription drug coverafgié Medicare drug plans provide at least a staddar

level of coverage set by Medicare. Some plans msay affer more coverage for a higher monthly

premium.

2. Oakland County has determined that the presonipdrug coverage offered by Navitus and Health
Alliance Plan are, on average for all plan paraais, expected to pay out as much as standard Medic
prescription drug coverage pays and are therefonsidered Creditable Coverage. Because your egistin
coverage is Creditable Coverage, you can keepcthisrage and not pay a higher premium (a pendlty) i
you later decide to join a Medicare drug plan.

WHEN CAN You JoIN A MEDICARE DRUG PLAN?

You can join a Medicare drug plan when you firstdree eligible for Medicare and each year from
November 1b through December 31 However, if you lose your current creditable prggion drug
coverage, through no fault of your own, you wil@lbe eligible for a two (2) month Special Enrolithe
Period (SEP) to join a Medicare drug plan.

WHAT HAPPENS TO YOUR CURRENT COVERAGE |F You DECIDE TO JOIN A
M EDICARE DRUG PLAN?

If you decide to join a Medicare drug plan, yourrent Oakland County coverage will not be affecteslit
remains your primary coverage. If you do decidgoio a Medicare drug plan and drop your current
Oakland County coverage, be aware that you and dependents will not be able to get this coveragk b
until the next open enrollment period. In additioinppping your prescription drug coverage wouldals
drop your medical coverage for you and your depetsde

WHEN WILL You PAY A HIGHER PREMIUM (PENALTY ) To JOIN A MEDICARE DRUG
PLAN ?

You should also know that if you drop or lose yourrent coverage with Oakland County and don’t pin
Medicare drug plan within 63 continuous days aftear current coverage ends, you may pay a higher
premium (a penalty) to join a Medicare drug platedalf you go 63 continuous days or longer without
creditable prescription drug coverage, your monfilgmium may go up by at least 1% of the Medicare
base beneficiary premium per month for every mdhét you did not have that coverage. For example, i
you go nineteen months without creditable coverageir premium may consistently be at least 19%
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higher than the Medicare base beneficiary premiou may have to pay this higher premium (a penalty)
as long as you have Medicare prescription drug ra@ee In addition, you may have to wait until the
following November to join.

For More Information About This Notice Or Your Curr ent Prescription
Drug Coverage...

Contact Dean Shackelford at (248) 858-52M@.TE: You'll get this notice each year. You will also get
before the next period you can join a Medicare dulam, and if this coverage through Oakland County
changes. You also may request a copy of this natiemy time.

FOR MORE INFORMATION ABOUT YOUR OPTIONS UNDER M EDICARE
PRESCRIPTIONDRUG COVERAGE...

More detailed information about Medicare plans thi#r prescription drug coverage is in the “Medeca
& You” handbook. You'll get a copy of the handbookthe mail every year from Medicare. You may also
be contacted directly by Medicare drug plans.

For more information about Medicare prescriptionglcoverage:
- Visit www.medicare.gov
Call your State Health Insurance Assistance Prodem® the inside back cover of your copy of the
“Medicare & You” handbook for their telephone numlder personalized help
Call 1-800-MEDICARE (1-800-633-4227). TTY users shbcall 1-877-486-2048.

If you have limited income and resources, extrg hpying for Medicare prescription drug coverage is
available. For information about this extra heligjtv\Social Security on the web atvw.socialsecurity.gov
or call them at 1-800-772-1213 (TTY 1-800-325-0778)

Remember: Keep this Creditable Coverage notice. iou decide to join
one of the Medicare drug plans, you may be requiretb provide a copy of
this notice when you join to show whether or not yo have maintained
creditable coverage and, therefore, whether or notou are required to pay
a higher premium (a penalty).

Date: October 1, 2009
Name of Entity/Sender:  Oakland County Human Resources
Contact--Position/Office: Dean Shackelford

Address: Human Resources Bldg 41 W Employee Benefits
2100 Pontiac Lake road, Waterford, Ml 48328
Phone Number: (248) 858-5212
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MEDICAL PLANS

Medical benefits are an important part of M&tural Selecprogram. Oakland County is very aware of the
different needs that each of us has for compretiensiedical coverage. It is understood that the oabdi
plan you prefer may be different from the plan thatir co-worker feels would be best for his/herdsee
Some employees have no need for medical benefitthey may have coverage elsewhere. This is why
Natural Selecbffers you several comprehensive medical plan aptfoom which to choose.

IMPORTANT INFORMATION ON MEDICAL PLANS

This workbook covers employees represented by tidadd County Deputy Sheriff's Association. Please
carefully review the information below.

All employees represented by the Oakland County Depy Sheriff’'s Associationmay choose from the
following medical plans regardless of hire date:

Blue Cross/Blue Shield Traditional Plan (for cutrenrollees only)
Blue Preferred Provider Organization Plan (PPO)

Blue Comprehensive Major Medical Plan (CMM)

Health Alliance Plan (HAP) HMO

No Coverage

Note: If you are not changing health plans but wishto add or delete a member from your contract,
complete the Membership and Record Change form, Agmndix D, which can be found at the back of
this workbook.

Note: All dependents on your coverage, including eligiblependent children between 19 through 24
years of age, must have the same health, dentilyiaion coverage you do if they have any coverage
all.
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BLUE CROSYBLUE SHIELD TRADITIONAL PLAN
More information can be found atww.bcbsm.com

No new enrollments are allowed in the Traditional Ran. Once you leave the Traditional Plan, you
cannotelect it again in the future.

The Blue Cross/Blue Shield Traditional Plan beifigred undemMatural Selecis made up of two parts:
basic and master medical.

The basic coverage provides benefits for inpatespital, physician, and laboratory services, at age
various outpatient surgical, medical, and labosag®rvices. Outpatient x-ray and laboratory ses/igee
covered with a $5.00 or 10% co-payment, whichesgréater.

The master medical plan covers such items as offsi¢és, durable medical equipment, and ambulance
services, as well as extending coverage in cediaimstances when benefits under the basic podien
exhausted. Before the master medical plan prowdesbursement for eligible services, you must first
satisfy a calendar year deductible of $100 fomglsi person or $200 for a family. The plan will pé&a%o

to 90% of the covered and approved expense.

Preventive services include routine pap, mammogaaich PSA testing. Refer to the Medical Options
comparison chart for details.

BLUE PREFERRED PLAN (PPO)

More information can be found atww.bcbsm.com

If you are changing to this plan, complete the MatlDental form, Appendix A, and the BCBSM COB
form, Appendix F, which can be found at the bacthisfworkbook and return it to the Employee Begefi
Unit of the Human Resources Department.

The Blue Preferred Plan being offered unidatural Selectonsists of two parts: basic and master medical.

The basic coverage provides benefits for in-patiespital, physician, and laboratory services, ai as
for various outpatient surgical, medical, and labory services. In contrast to the Traditional Plan
outpatient x-ray and laboratory services are cal&ith no co-payments, as long as a participatingeB
Preferred Plan provider is utilized.

The master medical plan covers such items as durabtlical equipment and ambulance services, as well
as extending coverage in certain circumstances Wwhaafits under the basic portion are exhaustefibr8e
the master medical plan provides reimbursemengligible services, you must first satisfy a calangzar
deductible of $100 for a single person or $200a&damily, and then the plan will pay 75% to 90%ttud
covered and approved expense.

In addition, certain services not covered by thaditronal Plan are covered under the Blue PrefePlad.
Well-baby care (to age one) and immunizations ¢je aix) are both covered with a $10 co-payment.
Further, office visits for illness and routine exsaare also covered with a $10 co-payment. Laboraésts

for routine exams are not covered.
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Keep in mind that the Blue Preferred Plan is ad?retl Provider Plan (PPO) and, as such, differs fitee
Traditional Plan in that to receive the benefitsl youst use participating providers. Failure to docan
result in a 15% reduction in the amount the Bluefétred Plan will pay. Unlike an HMO, however, you
are free to see any of the participating doctorswish without a referral, just like the Traditidrian.

In most instances, the Blue Preferred Plan williteés less out-of-pocket expense for you when careg
with the Traditional Plan while still allowing tHeeedom to choose from a large group of doctors.

Preventive services include routine physicals, Wwaly care, pap, mammogram and PSA testing. Refer t
the Medical Options comparison chart for details.

BLUE CHoICE POINT-OF-SERVICE (POS)

The Blue Choice Point-of-Service medical plan hasrbeliminated effective January 1, 2010 and is no
longer available. Failure to elect a new medicahpill result in enroliment in the Comprehensiva|jbt
Medical (CMM) plan and this cannot be changed uhglnext open enrollment period

COMPREHENSIVE MAJOR MEDICAL (CMM)

More information can be found atww.bcbsm.com

If you are changing to this plan, complete the MatlDental form, Appendix A, and the BCBSM COB
form, Appendix F, which can be found at the bacthisfworkbook and return it to the Employee Begefi
Unit of the Human Resources Department.

The Blue Cross/Blue Shield Comprehensive Major Mald(CMM) Plan offered byNatural Selectis
similar to the Traditional Plan, but all services paid through a major medical arrangement.

The CMM Plan covers inpatient and outpatient hamiare, surgical and diagnostic services, maternit
care, x-rays, laboratory tests, and emergency c@here is an annual deductible of $350 per
individual/$700 per family, applied to all coveredrvices. After your annual deductible is met, plan

will pay 80% of the covered and approved expens&@)r out-of-pocket expense maximum is $1,000 per
individual/$ 2,000 per family. After that amountshbeen reached, eligible services and chargesathat
usual, reasonable, and customary under the CMM Wikrbe paid 100% (this does not include mental
health, substance abuse, or private nursing caveess).

Preventive services include routine pap, mammogaaih PSA testing. Refer to the Medical Options
comparison chart for details.

HEALTH ALLIANCE PLAN (HMO)
More information can be found atwvw.hap.org

If you are changing to this plan, complete the MatliDental form, Appendix A, which can be founthat
back of this workbook and return it to the EmploBeaefits Unit of the Human Resources Department.

Health Alliance Plan (HAP) is a Health Maintenaf@eanization (HMO) and, as such, there are little o
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no out-of-pocket costs for hospital and physicianecor diagnostic testing. In addition, well chexs,
immunizations, office visits (whether for illness mutine), and many other services are covered at
benefit level of 100% of usual, reasonable andarnaty chargesyith a $10.00 co-payment for every
office visit.

Preventive services include routine physicals, Wwally care, pap, mammogram and PSA testing. Refer t
the Medical Options comparison chart for details.

It is important to recognize an HMO operates qdiféerently from the Traditional or PPO plan, iratla
primary care physician directs all of your care inan HMO. You must have a referral from your
primary care physician to see a specialist or wecether medical care. There are no out-of-network
benefits.

Additional information and a list of participatimpgoviders are available at the Website noted above.

NoO CoOVERAGE OPTION

If you are covered under another medical benefihpljou may choose not to participate in any of the
medical benefit plans available.

You must provide evidence you are enrolled in arothmedical plan by completing the medical portidn o
the Other Coverage Verification form, Appendix Bjolh can be found at the back of this workbook and
returning it to the Employee Benefits Unit of thenihn Resources Department no later than November 6,
2009. The “No Coverage” option will not be procedsgithout a form on file. If we do not receive your
form, your current coverage will continuéou will not receive another reminder.

Please note: If your spouse is providing your madioverageand your spouse is also an employee of
Oakland Countyyour earningsfor the “No Coverage” medical option will be legefer to
your Benefit Statement.

Thoughts To Consider
Think about the following questions when decidingielh medical option is best for you:

Are you or could you enroll in your spouse’s graupdical plan? If so, perhaps you might con
electing the No Coverage Opt-Out option.

Are you the provider of medical coverage for yoapendents?

Do you require medical attention frequently, or ywe considered a healthy individual?

Did you compare how the various plans differ in #meas where you generally require mecdy
attention?
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YOUR HEALTH CARE REIMBURSEMENT ACCOUNT (HCRA)

Remember your medical plan is just one part of yatural Selechealth care package. Your Health Care
Reimbursement Account can play a significant rolémiting the cost for your health care needs. Yan

use your deposits to the HCRA to pay for presaiptilrug co-payments, deductibles, co-payments, and
some other items not covered or not paid in full yloyr selected medical coverage. For Health Care
Reimbursement Account purposes, children of diwbrparents are treated as dependents regardless of
custody. You can learn more about how to use thRAI@ your advantage by referring to the section on
Health Care Reimbursement Accounts in this workbook
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PRESCRIPTION DRUG PLANS

BLUE CROSSBLUE SHIELD MEDICAL PLANS

This section applies to employees with the follagumedical plans:

Blue Cross/Blue Shield Traditional Plan
Blue Preferred Provider Organization Plan (PPO)
Blue Comprehensive Major Medical Plan (CMM)

More information can be found atwvw.navitus.com

The prescription drug co-payment is $5.

The Navitus formulary, or preferred drug list, imdés prescription drugs established to be clinicdund
and cost effective by a committee of physicians gimarmacists. The Pharmacy and Therapeutics (P&T)
Committee at Navitus evaluates which drugs to ieland exclude from the formulary list. Experts
evaluate prescription drugs based on the folloveniigria:

Effectiveness
Side-effects
Drug interactions
Cost

Formulary (preferred drug list) additions, exclug@nd coverage changes are made at the discoétion
physicians and pharmacists on the Navitus P&T CdtemiOn-going evaluation of new and existing
prescription drugs ensures the formulary is updtedand meets patient health needs.

Therapeutic class reviews, a review of a grouprofisl that are chemically similar, and have the same
effect in the body, may also be carried out at é2&f Committee meeting. At least once a year the
Navitus P&T Committee reviews the entire formulgpyeferred drug list).

If you request a prescription be filled with a ltarame drug and there is a generic available, yibhuev
responsible for the full cost differential betwebe cost of the brand and the co-pay of the gemeug. If
your doctor makes the request, you will be respgmagor the $5 co-payment.

More information about Navitus, including partidipg pharmacies and formulary information, can be
found atwww.navitus.conor by calling (866) 333-2757.

You can obtain a three (3) month supply of medicaby mail order or through your local pharmacyhwit
one (1) copayment. This works especially well witaintenance drugs that are prescribed to you. To
enroll or obtain the necessary forms regardingrhé order prescription service, contact WellDyned
www.nhavitus.comandwww.ocbenefits.conor by calling (866) 490-3326.

Certain drugs are handled by Navitus Specialty Rxthe event your physician prescribes a specdhityg,
you may contact Navitus directly at 866-333-2757.
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HAP MEDICAL PLAN
This section applies to employees with Health Altie Plan (HAP) HMO

More information can be found atvw.hap.org.

The prescription drug co-payment is $5.

If a prescription is written DAW (Dispense As Weitl) by a physician for a brand name drug and tiseae
generic available, you will be responsible for thk cost differential between the cost of the lataamd the
co-pay of the generic drug unless the physiciarfiletsan approved medical exception

More information about HAP, including participatipparmacies and formulary information, can be found
atwww.hap.orgor by calling (800) 422-4641.

With mail order you can obtain a three (3) montppy of medication with one (1) copayment. Maitler
works especially well with maintenance drugs that@escribed to you. Information regarding thel ma
order prescription service through Medco Healthvigilable atvww.medcohealth.corand
www.ocbenefits.com
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MEDICAL OPTIONS COMPARISON

Important Note: The information contained on this comparison isriioted to be an easy to read summary to help yoyamdamily make choices among the different
options available to you. Be sure to carefullydgteach option before making your choice. This jparison summarizes some of the provisions andiodgatures of each
plan. It cannot modify or affect the coverage enéfits provided in any way. No right will accrieeyou and/or your eligible dependents becaus@yktatement, error or
omission from this comparison. Its provisions @ constitute amendments, modifications or chamgasy existing contract.

GROUP 2 ONLY AVAILABLE TO AVAILABLE TO ALL DEPUTIES AVAILABLE TO ALL DEPUTIES AVAILABLE TO ALL DEPUTIES
DEPUTIES CURRENTLY
ENROLLED
. Blue Cross/Blue Shield Blue Preferred Plan Health Alliance Plan
Blue Cross/Blue Shield Comprehensive Major PPO (HAP)
Traditional Plan (BC/BS) Medical (CMM) (PPO)
BENEFITS Hospital and Medical/Surgical with Mastg Comprehensive Major Medical Plan | Hospital & Medical/Surgical with Maste HMO
Medical (MM) Medical (MM)
INPATIENT HOSPITAL CARE
General Conditions 120 days, 60-day renewal ; addition#l80% after deductible 120 days, 60-day renewal; Covered
" Semi-Private Room days under MM with no deductible, additional days under MM with
Drugs co-pays no deductible, co-pay
Intensive Care Unit
Meals
Hospital Equipment
Special Diets
Nursing Care
OUTPATIENT HOSPITAL CA RE
Emergency Roo
" Accidental Injurie Covere( 80% after deductib Coveret Covered; $10 C-pay
Medical Emergencie Covered for approved diagnc 80% after deductib Coverel Covered; $10 C-pay
Physical Therapy 60 consecutive days per condition] 80% after deductible 60 consecutive days per 60 Visits per condition, per lifetime
additional days under MM; 90% aftef condition; additional days under
deductibl MM, 90% after the deductik
MENTAL HEALTH CARE !
Inpatient Mental Health Care 30 days, 60 day reteadlitional 80% after deductible 30 days, 60-day renewal; Covered
days under MM; 75% after deductible additional days under MM; 75%
after deductibl
Inpatient Substance Abuse Care | Unused mental health care days (ng 80% after deductible Unused mental health care day€overed
Chemical Dependen MM berefits) (no MM benefits
Outpatient Mental Health Care | 75% under MM after deductible 50% after deductible 75% under MM after deductible $10 Co-pay
Outpatient Substance Abuse Care¢ Covered up to the state mandated | Covered up to the state-mandated | Covered up to the state-mandate&IO Co-pay
Chemical Depndenc level level level
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GROUP 2

BENEFITS

ONLY AVAILABLE TO
DEPUTIES CURRENTLY
ENROLLED

Blue Cross/Blue Shield
Traditional Plan (BC/BS)

Hospital and Medical/Surgical with Mastg
Medical (MM)

AVAILABLE TO ALL DEPUTIES

Blue Cross/Blue Shield
Comprehensive Major
Medical (CMM)

Comprehensive Major Medical Plan

AVAILABLE TO ALL DEPUTIES

Blue Preferred Plan
(PPO)

Hospital & Medical/Surgical with Maste
Medical (MM)

AVAILABLE TO ALL DEPUTIES

Health Alliance Plan
(HAP)

HMO

SPECIAL HOSPITAL PROGRAM

S

Hospice Care

Covered up to a lifetime maximum
that is adjusted annually

80% up to a maximum that is adjust
annually

pdCovered up to a lifetime
maximum that is adjusted
annuall

Covered if authorized

Specified Human Organ
Transplant

Covered up to program maximums i
approved facilitie

N 80% after deductible, in approved
facilities

Covered up to program
maximums in approved faciliti

Covered if authorized

MEDICAL AND SURGICAL CARE

Surgery

Voluntary second surgical opinion d

n80% after deductible; voluntary

Voluntary second surgical

Voluntary second surgical opinion;

certain surgeries second surgical opinion on certain | opinion; $10 Co-pay $10 Co-pay
surgeries

Technical Surgical Assit Covere( 80% after deductib Covere( Covere(

Anesthesi Coverel 80% after deductib Coverel Coverel
Maternity Car

Delivery Covere( 80% after deductib Caverec Covere(

Pre- and PosNatal Car 90% under MM after deductik 80% after deductib 100% under basic; no -pay $10 Cc-pay
Inpatient Medical Care General-unlimited 80% after deductible General — unlimited Covered

Mental health ca-45 day: Mental health car— 45 day: Mental health car— 45 day:

Inpatient Consultatiol Covere( 80% after deductib Coveret Coverel
Emergency Care* (Physician)
" Accidental Injuries 90% under MM after deductible 80% after deductible 100%under MM after deductible | Covered

Medical Emergencies 90% under MM after deductible 80% after deductible 100%under MM after deductible | Covered
* Life threatening emergenci
Laboratory & Patholoc Coveret$5 or 10 %c-pay 80% after deductib Coveret Coveret
Diagnostic Serices Covere-$5 or 10 %c-pay 80% after deductib Coveret Coverel
Diagnostic and Therapeutic Covered-$5 or 10% co-pay 80% after deductible Gaver Covered
Radiology
ADDITIONAL BENEFITS
Office Visits 90% under MM after deductik 80% after deductib $10 Cc-pay $10 Cc-pay***
Well-Baby Car Not covere Not Covere: $10 Cc-pay (up through 1 yes $10 Cc-pay***
Immunization Not covere Not Covere $10 Cc-pay (up through age Coveret

Chiropractic Services

20 Visits first 90 consecutive days, after
days limited to 2 visits per month.

DQCovered 38 visits per calendar yr

20 Visits fiBtc®nsecutive days,
after 90 days limited to 2 visits per
month. $10 Co-pay.

Not Covered

Allergy Testing

90% under MM after deductik

80% after deductib

Covere(

$10Ca-pay***

Allergy Therap'

90% under MM after deductik

80% after deductib

Covere(

$10 Cc-pay***

Ambulance Service 90% under MM after deductik 80% after deductib 90% under MM after deductik Covere(
Prosthetic Applianct 90% under MM after eductible 80% after deductib 90% under MM after deductik Coveret
Durable Medical Equipme 90% under MM after deductik 80% after deductib 90% under MM after deductik Coveret

Private Duty Nursin

75% under MM after deductik

80% after dedttible

75% under MM after deductit

Not Coverec
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GROUP 2 ONLY AVAILABLE TO AVAILABLE TO ALL DEPUTIES AVAILABLE TO ALL DEPUTIES AVAILABLE TO ALL DEPUTIES
DEPUTIES CURRENTLY
ENROLLED
. Blue Cross/Blue Shield Blue Preferred Plan Health Alliance Plan
Blue Cross/Blue Shield Comprehensive Major (PPO) (HAP)
Traditional Plan (BC/BS) Medical (CMM)
BENEFITS Hospital and Medical/Surgical with Mastg Comprehensive Major Medical Plan | Hospital & Medical/Surgical with Maste HMO
Medical (MM) Medical (MM)
Skilled Nursing Facilit Covere( 80% after deductib Coverel Covered if authorize
Voluntary Sterilizatio Not covere 80% after deductib Coveret Coveret
Routine Pap Sme Covere( 80% after deductib Covered Coveret
Routine Mammaogral Covere( 80% after deductib Coverel Coverel
Routine Physici Not covere Not Covere: $10 cc-pay; labs not covere $10 Cc-pay

*If a routine PAP smear and physicg
are performed separately, only one
covered in a 12 month period-not
both.

| **All services performed during one
svisit will be a one time $10 Co-pay.

PROGRAM PROVISIONS

Deductibles, Co-payments and
Dollar Limitations

Basic No deductible, co-pays as
noted:

Master Medical Deductible; $100 per
person, $200 per family per calenda
year.

Co-payments 10% for general
services ($1,000 out-of-pocket
maximums); 25% for mental health
care and private duty nursing.

Maximum: None on Basic. $1
million master medical additional
benefits. $1 million per member pe
covered type of organ transplant.

Payment of Covered Services

Participating Hospitals:
100% of covered benefits, less
applicable co-pays.

Deductible $350 per person, $700 p
family, per calendar year. Co-pays a
noted.

Co-payments20% general services
($1,000 per person max. $2,000 per|
family max.); 50% psychiatric care
and substance abuse treatment; 209
private duty nursing.

Maximum:$1 million per member pe
covered type of organ transplant. $4
million per member lifetime other
services.

Basic No deductible, co-pays ag
noted: $1 million maximum per
covered type of organ transplan

Master Medical Deductible;
$100 per person, $200 per famil
per calendar year.

Co-payments0%-10% for
general services ($1,000 out-of-
pocket maximums); 25% for
mental health care and private
duty nursing.

Maximum: $5 million per
member lifetime maximum.

Co-pays as noted

Preferred (Network) Hospitals
100% of covered benefits, less
applicable co-pays.

Co-pays as noted.
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GROUP 2

BENEFITS

ONLY AVAILABLE TO
DEPUTIES CURRENTLY
ENROLLED

Blue Cross/Blue Shield
Traditional Plan (BC/BS)

Hospital and Medical/Surgical with Maste
Medical (MM)

Non-participating Hospitals:

Inpatient care in acute-care hospital-$7
day, less applicable co-pays.

Inpatient care in other hospitals-$15 a
day, less applicable co-pays.

Medicare Surgical:
100% of BCBSM's approved amount,

less applicable co-pays.

PRESCRIPTION DRUG PROGRAM

AVAILABLE TO ALL DEPUTIES

Blue Cross/Blue Shield
Comprehensive Major
Medical (CMM)

Comprehensive Major Medical Plan

AVAILABLE TO ALL DEPUTIES

Blue Preferred Plan
(PPO)

Hospital & Medical/Surgical with Maste|
Medical (MM)

AVAILABLE TO ALL DEPUTIES

Health Alliance Plan
(HAP)

HMO

Non-Network Hospitals:
85% of BCBSMS approved
payment amount, less applicable g
pays (refer to non-participating
under Traditional option).

Preferred (Network) Physicians:
100% of BCBSM's scheduled
payment amount, less applicable g

pays.

Non-network Physicians:
85% of BCBSM's scheduled
payment amount, less applicable g

pays.

NAVITUS

(except HAP, which have their
own prescription coverage).

WWW.navitus.com

WellDyneRx - Mail Order

www.WelldyneRX.com

Note: While in the hospital, al
drugs are covered under your
health plan.

NAVITUS
Participating /Network Pharmacies:

NAVITUS
Participating /Network Pharmacies:

NAVITUS
Participating /Network

Covered, $5 co-pay. Birth Control
Pills not covered.

Non-participating/Non-network
PharmaciesPaid at 75% of allowed
cost, less $5 Co-pay.

WellDyneRX
Also, available is the mail order

program for drugs taken on a long-
term basis. A three month supply cg
be ordered for a one month co-pay.

Covered, $5 co-pay. Birth Control
Pills covered.

Non-participating/Non-network
PharmaciesPaid at 75% of allowed
cost, less $5 Co-pay.

WellDyneRX
Also, available is the mail order

program for drugs taken on a long-

irterm basis. A three month supply canlong-term basis. A three month

be ordered for a one month co-pay.

PharmaciesCovered, $5 co-pay.
Birth Control Pills covered.

Non-participating/Non-network

HAP

Participating /Network Pharmacie
*Covered, $5 co-pay Birth Contro
Pills covered.

Non-Network Pharmacies

PharmaciesPaid at 75% of
allowed cost, less $5 Co-pay.

WellDyneRX
Also, available is the mail order

program for drugs taken on a

supply can be ordered for a one
month co-pay.

Not Covered.

*If a prescription is written DAW
(Dispense as Written) by a
physician for a brand name drug
and a generic is available, your
responsible for the full cost of the
brand and the co-pay of the gene
drug, unless the physician has file
an approved medical exception.

wr
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GROUP 2

BENEFITS

ONLY AVAILABLE TO
DEPUTIES CURRENTLY
ENROLLED

Blue Cross/Blue Shield
Traditional Plan (BC/BS)

Hospital and Medical/Surgical with Mastg
Medical (MM)

AVAILABLE TO ALL DEPUTIES

Blue Cross/Blue Shield
Comprehensive Major
Medical (CMM)

Comprehensive Major Medical Plan

AVAILABLE TO ALL DEPUTIES

Blue Preferred Plan
(PPO)

Hospital & Medical/Surgical with Maste
Medical (MM)

AVAILABLE TO ALL DEPUTIES

Health Alliance Plan
(HAP)

HMO

Also, available for maintenance drug
taken on a long-term basis, a three-
month supply can be obtained for a
one-month co-pay at your local
pharmacy.

sAlso, available for maintenance drug
taken on a long-term basis, a three-
month supply can be obtained for a
one-month co-pay at your local
pharmacy.

sAlso, available for maintenance
drugs taken on a long-term basis
a three-month supply can be
obtained for a one-month co-pay
at your local pharmacy.

Also, available for maintenance
,drugs taken on a long-term basis.
A 35 ay supply or 100 doses,
whichever is greater, can also be
obtained for one co-pay at your
local pharmacy.

Note: Hearing aides and services are not covered undgr@akland County medical plans.

1At the time this booklet went to press, modificats to the Mental Health and Substance Abuse pari@f the medical plans were being made in confomoa with the
Mental Health Parity and Substance Abuse Act of B00In general, this means that the inpatient andtpatient dollar limits and limit on number of treiments and
inpatient care days are being modified to mirrordbe that apply to medical inpatient and outpatigrdatment with the Blue Cross/Blue Shield medicaaps.
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DENTAL PLANS

More information can be found atww.ddpmi.com

Good dental care is important for the maintenarfcgoar overall good health. Regular check-ups and
cleanings help you stop small problems before thegome big problemsNatural Selectoffers you a
choice of dental coveragbrough Delta USA to meet the dental care needs for you and youiyairhe
choice is yours.

DeltaPreferred Option USA (DPO USA) is a nationainp-of-service program that, in most cases, offers
you reduced costs for dental services if you rexepare from any dentist who participates with
DeltaPreferred. However, if your dentist does nattipipate with DeltaPreferred, you continue to be
covered by your current program, DeltaPremier USA.

You may want to ask your dentist at your next weltether they are a participant in the DeltaPreterr
Option USA (DPO USA) plan. You can find a list ofarficipating dentists by going to
www.ocbenefits.comand following the link to Delta Dental and selagtiMembers, Dentist Directory,
Delta Dental — and choosing Delta Dental Premier.

Since DeltaPreferred is part of the existing DdéMantal plan, it is essentially invisible to you iits
operation and there are no choices to make dupeg enrollment time fdlatural Select

Y OUR DENTAL OPTIONS
You have four dental options to choose from tovalj@u to tailor your benefit plan to best suit yoeeds:
High Option Plan
Standard Plan — No cost to you.
Modified Plan
No Coverage

DENTAL BENEFITS
Your Natural Selectiental plan provides the following choices:

Service High Plan Standard Plan Modified Plan

Deductible

Single $25 $25 $25

Family $50 $50 $50
Plan Pays

Preventive 100% 100% 100%

Basic 85% 85% 50%

Major 50% 50% 50%

Orthodontia 50% 50% 50%
Maximum Benefit $1,250 $1,000 $750
Orthodontia Limit $1,000 $1,000 $750

" Per individual per calendar year
* All benefits based on Reasonable & Customary @sarg
8 Per eligible member per lifetime
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DENTAL BENEFITS (CONTINUED)

Endosteal implants are covered at the same levethaes prosthodontic services and apply to the ahnu
plan maximum. Oakland County provides for two noeitcleanings or two periodontal cleanings at 100%
per calendar year. There is also enhanced covévagarollees with certain high-risk medical camahs.

For those with a condition, you may be eligibleréageive up to four teeth cleanings in a calendar ye
instead of the typical two. In addition, for peepindergoing head and neck radiation, fluorideiegfpbns

by your dentist are covered twice per benefit year.

DENTAL PLAN DEFINITIONS
Preventive ServicesThis category includes routine oral exams, cleaagd emergency treatment.
Basic Services:This category includes fillings, x-rays, extraoso treatment of gum diseases, root
canal therapy, oral surgery, and crowns.
Major Services: This category includes installation of full or pardentures and bridgework.

Orthodontic Services: Minor treatment for tooth guidance, full bandimgatment, and monthly active
treatment visits.

DENTAL PLANS

If you currently have “No Coverage” and you are @lag a dental plan for the upcoming Plan Year, you
must complete the Medical/Dental form, Appendiwlidich can be found at the back of this workbook and
return it to the Employee Benefits Unit of the HarResources Department.

For all dental plans listed below, a $25 singleao$50 family deductible applies to Basic and Major
services. The deductible does not apply to Preverdr Orthodontic services. There is no co-paynoent
Preventive services and a 50% co-payment applidajor and Orthodontic services. Orthodontic sesic
are for eligible members to age 19. Non-Orthodomtiaximums are per person per calendar year;
Orthodontic maximums are per eligible member detiine.

The major differences between the dental plansatlened below.

Non-orthodontic Orthodontic Co-paymfant

Benefit maximum Benefit maximum  Basic services
The High Option Plan $1,250 $1,000 15%
The Standard Plan $1,000 $1,000 15%
The Modified Plan $750 $750 50%

No Coverage Option --If you are covered under another dental plan, yay mhoose not to
participate in an Oakland Counfjatural Selectiental plan.

You must provide evidence that you are enrolleahiother dental plan by completing the dental portid

the Other Coverage Verification form, Appendix Bjoh can be found at the back of this workbook and
returning it to the Employee Benefits Unit of thenihn Resources Department no later than November 6,
2009 . The “No Coverage” Option will not be procedswithout a form on fileYou will not receive
another reminder.

Please note: If your spouse is providing your desagerageand your spouse is also an employee of the
County,your earnings for the “No Coverage” Dental option wd less. Please refer to your
Benefit Statement.
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Y OUR CONTRIBUTIONS

The High Option Plan requires a contribution anel $tandard Plan does not. If you choose the Matlifie
Plan or the No Coverage Option, these amountssivillv as earnings on your paycheck.

All dependents on your coverage, including eligiblependent children between their"18nd 24
birthdays, must have the same health, dental, @&idnvcoverage as you do if they have any coveedge
all. Eligible dependent children between the agel9cand 25 are covered at no additional chargetao
the Employee Benefits Unit of the Human Resourcggditment for details.

Thoughts To Consider
Think about the following questions when decidingiehh dental option is best for you.

If you are married, does your spouse currently laslental plan that covers you and your family?
Historically, what have your dental needs been?

What do you project your future dental needs to be?

What expenses can be paid for under the Health Reirebursement Account?

YOUR HEALTH CARE REIMBURSEMENT ACCOUNT

Your Health Care Reimbursement Account (HCRA) isimportant portion of your total health care
program. As you review the dental plan options,eetber that you can set aside money in the HCRA to
pay for some of your dental care expenses not edver not paid in full by your selected dental opti
such as employee co-payments, deductibles andosttdar orthodontic services. With your HCRA, these
expenses can be paid for on a pre-tax basis.

Because of the variety of provider payment plarelable for orthodontic expenses, you are encourége
contact our Health Care Reimbursement account ashmdtor at 1-800-732-3412 prior to committing
money to your Health Care Reimbursement AccountRBfor such expenses to be sure that you will be
reimbursed in the manner you request.
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VISION PLANS

More information can be found atww.bcbsm.com

Oakland County has recognized the importance oflgagion care by providing a comprehensive vision
care programNatural Selectllows you the opportunity to select the optiont thest meets your family’s
personal vision care needs.

Y OUR VISION OPTIONS

You can choose one of two vision options under Natural Selectprogram. Both plans are offered
through Blue Cross and Blue Shield of Michigan aedvices must be through a participating provider t
receive the benefits shown.

The Standard Plan which is no cost to yowffers you a vision examination for a $5 co-paymemd
lenses and frames for a $7.50 co-payment. Theggfitseare payable 24 montfrom the date you last
incurred an expense for an examination, lensesaords.

The High Plan alsooffers you a vision examination for a $5 co-paymamd lenses and frames for a
$7.50 co-payment. However, these benefits are payidb monthsrom the date you last incurred an
expense for an examination, lenses or frames.

To maximize your benefits under the plans and liyoilir out-of-pocket expenses, lenses and frame$ mus
be from the approved BCBS selection. If you anét@épexpenditures exceeding BCBS approved amounts,
you might want to consider funding these by conttiiiig to a Health Care Reimbursement Account.

All dependents on your coverage, including eligiblependent children between their"18nd 24
birthdays, must have the same health, dental aidnvcoverage you do if they have any coveragdl.at a
Dependent children between the ages of 19 and @5ca@vered at no additional charge. Contact the
Employee Benefits Unit of the Human Resources Dapant for details.

You must select one of the vision options, as tier® opt-out (No Coverage) option for vision.

Additional information and a list of participatimpgoviders are available at the Blue Cross Blue IBloé
Michigan Website noted above.

Note that going to an eye care provider that is nct Blue Cross Blue Shield of Michigan participating
provider will result in reduced payment of benefitsand higher out of pocket expenses.

Y OUR CONTRIBUTIONS
The High Option Plan requires a contribution arel $tandard Plan does not.

YOUR HEALTH CARE REIMBURSEMENT ACCOUNT

Your Health Care Reimbursement Account (HCRA) isimportant portion of your total health care
program. As you review the vision plan options, eember that you can set aside money in the HCRA to
pay for your vision care expenses not covered orpaal in full by your selected vision option suah
employee co-payments, expenses for uncovered servand the cost for an extra pair of glasses. With
your HCRA, these expenses can be paid for on gaprbasis.
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EMPLOYEE LIFE INSURANCE

Oakland County recognizes that life insurance igrgportant benefit for your family’s financial sedy.

Life insurance through Oakland County is a Ternutaace plan administered by Aetna Life and Casualty
Loans are not available from the plan. Coverageyfar spouse or dependent children is not available
There is no cash value.

Y OUR EMPLOYEE LIFE INSURANCE OPTIONS

With Natural Selectyou can select one of the four following levelsgrbup term life insurance, to a
maximum of $400,00CEach year you may increase your current life insurace coverage by one level
without providing evidence of insurability. Any increase ofmore than one level will require you to
complete the questionnaire form, Appendix C, whiah be found at the back of this workbook showing
evidence of good health and returning it to the Ewyge Benefits Unit of the Human Resources
Department by November 6, 2009. Increases of nfuae bne level will be subject to approval by the
insurance company.

One times Annual Benefit Salary

One and one-half times Annual Benefit Salary — &aeh Plan is no cost to you.
Two times Annual Benefit Salary

Three times Annual Benefit Salary

At age 70, your coverage amount is reduced to 60Yowr pre-age 70 amount; at age 75, it is redutzed
40% and at age 80 to 30% of your pre-age 70 amount.

The amount of insurance is determined by your AhBeaefit Salary as of August 28, 20009.

Aetna Life insurance rates that are used to cakewlaur benefit costs for open enrollment are stibje
change each Plan Year

You must select one of the life insurance opti@assthere is not a No Coverage option for life insge.
CONVERSION OF YOUR LIFE INSURANCE

If your Life Insurance ceases because your emplayreases or you are no longer in a class elidgible
such insurance, the amount of insurance which sgasea lesser amount if desired) may be conveaed
an individual life insurance policy. Written apgdtion must be made for an individual policy anel finst
premium must be paid on it within 31 days afterrnybife Insurance ceases.

In order to convert to an individual life insurarmalicy, please contact Aetna at 866-282-8495.
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TAX CONSIDERATIONS

Federal tax laws state that the first $50,000 afugrlife insurance protection is not subject toetax
Amounts in excess of $50,000 are taxable. The govent assigns a value to these amounts and thie val
is added to your W-2 earnings based on your agé the end of a calendar year. These amounts deglca
Imputed Income and are calculated based on thewlt rate table:

Imputed Income Table

Age Category Monthly rate per $1,000 of

Employee Life Insurance
<25 $0.05
25-29 $0.06
30-34 $0.08
35-39 $0.09
40-44 $0.10
45-49 $0.15
50-54 $0.23
55-59 $0.43
60-64 $0.66
65-69 $1.27
70+ $ 2.06

Example:

If your Annual Benefit Salary is $30,000, you arendll be 43 years old at the end of the currenédar
year, and you elect three times (3x) your salaryfEofployee Life Insurance coverage, your coverage
amount would be $90,000.

Imputed income applies to any amount over $50,d0#Fecinsurance. To calculate your imputed income
for the year, follow these steps:

SAMPLE IMPUTED INCOME CALCULATION
1. Find the amount of Employee Life Insurance over,360
example: $90,000-$50,000 = $40,000

2. Divide the difference in Step 1 by 1,000 (becahserate table is on a per $1,000 of life insurance
coverage basis).
example: $40,000/1,000 = 40

3. Take the product of Step 2 and multiply it by thgputed Income Rate. This rate is found by taking
your age, at the end of the calendar year for the WPear you are doing the calculation for, finding
which category it falls into within the Imputed moe Rate Table, and using that category’s Imputed
Income Rate found in the column next to the agegmaty.
example: $0.10 x 40 = $4

4. Finally, multiply the amount calculated in Stepy31®2 (twelve months in a year), and this will be
your Imputed Income (the amount that will be taxied)}the upcoming Plan Year.
example: $4.00 x 12 = $48

Federal tax law currently states that benefits iveckin the event of your death are not taxablgdor
beneficiaries.
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Y OUR CONTRIBUTIONS

The County provides you with a life insurance bénef one and one-half times your Annual Benefit
Salary which requires no employee contributionde@mg levels of coverage above that will reqlare
employee contribution.

Selecting One (1) times your Annual Benefit Salaoyerage will result in earnings on your paycheck.

SELECTING THE RIGHT AMOUNT

Only you can decide how much life insurance is triigm your circumstances. The box below gives you
some questions to think about which may help yatiddehow much life insurance you need.

Thoughts To Consider
What would happen to your family without your payduld they have to alter their lifestyle?

Is your income primary or secondary?

Are there major payments to continue, such as agage or car payment?
Are you planning to pay for college for your chrleit)?

Are your parent(s) depending on your support iiir tfetirement years?

You should consider other resources that might bevailable when thinking about the above scenarios
including the following:

Oakland County 401 (a) Plan.

Oakland County 457 Deferred Compensation Plan.

Oakland County Defined Benefits Retirement Plan.

Social Security benefits.

Life insurance policies you or your family may hguechased individually.
Mortgage insurance.

Personal savings you may have accumulated.

Group term life insurance on your life providedaihgh your spouse’s employer.
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ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE

With Natural Selectyou can choose a different level of Accidental Deatd Dismemberment (AD&D)
Insurance coverage than you selected for yourihigeirance protection. You may wish to obtain extra
inexpensive coverage in case you die, or are didmesd, as a result of an accident.

AD&D insurance through Oakland County is a Termuhamce plan administered by Aetna Life and
Casualty. Loans are not available from the planveCage for your spouse or dependent children is not
available.

YouRrR AD&D OPTIONS

You can choose one of the four coverage optiotedibelow to a maximum of $400,000.

One times Annual Benefit Salary — Standard Plamisost to you
One and one-half times Annual Benefit Salary

Two times Annual Benefit Salary

Three times Annual Benefit Salary

The amount of insurance is determined based onAwnnual Benefit Salary as of August 28, 2009. A¢ ag
70, 75, and 80, benefits reduce in accordancetivtlsame schedule as your Life insurance.

You must elect one of the AD&D options as thereas a No Coverage option for Accidental Death &
Dismemberment Insurance.

AD&D BENEFITS

If you suffer bodily injury caused by an accidesutd if, within 90 days after the accident as adaliresult
of the injury, you lose:
- Your life.

A hand, by actual severance at or above the vaiist. j

A foot, by actual severance at or above the ardiig.|

An eye, involving irrecoverable and complete loksight in the eye.
Your speech or hearing; the loss must be totaldeened permanent.

Your thumb and index finger of the same hand, kyacseverance of entire digit. Loss of
thumb and index finger means complete severanceighror above the metacarpophalangeal
joint of both digits.

If your accident causes you to lose your life, ybaneficiary will receive the AD&D amount you seket.
This AD&D amount will be in addition to your Empleg Life Insurance amount. Payment for all other
loses are payable to the participant. The amoapalge is determined by the loss incurred. Theuaho
payable as well as exclusions that apply can bedawuthe Summary Plan Description.

Y OUR CONTRIBUTIONS

The County provides you with AD&D insurance in thmount of one times your Annual Benefit Salary
which requires no employee contribution. Selectilegels above that will require an employee
contribution.

The employee contributions listed on your Benefdt&nent represent the total cost for providingheac
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option for a Plan Year.

Aetna AD&D insurance rates that are used to calewtaur benefit costs for open enrollment are sulife
change each Plan Year.

Thoughts To Consider
Are you in the family formation years and desiralitidnal, inexpensive protection in case of yjur
accidental death?

Do you travel frequently?

Do you engage in activities that could result iraanidental death?

REIMBURSEMENT ACCOUNTS

Oakland County\Natural Selecbffers you the opportunity to participate in theallle Care Reimbursement
Account and the Dependent Care Reimbursement Actcbltiizing either or both of these accounts can
help you reduce your taxes.

TAX ADVANTAGES

These Reimbursement Accounts provide an opportdoityou to set aside money from your gross salary
to pay eligible expenses for health care or depancire, thereby reducing your Social Securityefat
state, and local income taxes. You pay for eligitpenses with pre-tax dollars. Taxes are caladlate

the salary remaining after your deductions for ¢hesmbursement accounts. The use of a Reimburgemen
Account may lower any future Social Security betsefou become eligible to receive.

Take advantage of Oakland County’s on-site chilelagnter, “Little Oaks.” Even with the competitive
tuition rates offered by “Little Oaks”, the cost dfildcare for one child can easily exceed $5,00@ar.
Utilizing your Dependent Care Reimbursement benefider yourNatural SelectFlexible Spending
Account program, you further reduce the cost. Ddpgnon your tax bracket, it is not unreasonable to
expect as much as $1,000 recovered income witkcipeation in the DCRA program.

ONLINE ACCESS

For those enrolled in a Flexible Spending Accol8A), you have the ability to view your FSA account
balances and claims payment history onlinevatv.myrsc.com Your online access also provides you
contact information, links to general FSA infornaaitji a calculator showing the tax savings when
participating in an FSA (also available at www.aobkgs.com/fsa.html), and claim forms that are ke

for downloading. Once you enroll in an FSA throulgh Natural Select open enrollment process, ydu wi
receive a welcome letter from our FSA Administratoth instructions on how to gain online access to
your personal FSA information online.

HEALTH CARE REIMBURSEMENT ACCOUNT

Qualifying health care expenses are out-of-poclegtithcare expenses not reimbursed by your medical,
prescription drug, dental or vision coverage that eligible deduction expenses on your Federalnmeco
tax return. This account also covers your spouseaathependent child’s eligible healthcare expenses.
Examples include:

Individual or family deductibles

Medical, dental, vision, prescription drug co-payse

Hearing aid expenses not covered by the plan
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Eyeglasses and contact lens expenses not coveitbeé pian

Medical aids for the blind

Over The Counter (OTC) eligible expenses
The maximum amount you may contribute to your ant@i$192 per pay; the minimum contribution is $4
per pay. Each participant must decide how muchny, to set aside for their Health Care Reimbursg¢me
Account for each Plan Year. This can be done befally reviewing expenses from prior years and
estimating predictable expenses for the Plan Ya&laeligible expenses are paid for with monies agtle
during the current Plan Year. However, eligiblaltiecare expenses incurred between Janu@rgni
March 1%" of the subsequent Plan Year may also be reimburstd the Prior Plan Year's money.
Reimbursements are made based on the date theesevess incurred; not when they were paid. All
deductions will be taken during the Plan Year iruaginstallments each pay. For more detailed
information, please refer to the “Planning Caregfufiection located on page 44.

PLANNING YOUR ACCOUNT

To plan the amount of your Health Care Reimbursémeaount that is right for you for the Plan Year,
consider the following possible expenses and cot@apite guide below.

Medical plan deductible(s) and co-pays $

Dental expenses $
Vision care expenses $
Prescription Drug co-payments $
OTC Expenses $
Other expenses $
TOTAL (See note below) $

Make sure that your TOTAL amount is not more monthan you expect to use in a Plan Year or
vou will lose whatever is left over.

Divide by number of pay periods 26

5

Round to nearest whole dollar (to a maximum
of $192) for your per pay deduction. $

In accordance with IRS regulations, any expensasiad from January 1, 2010 through March 15, 2010
can be reimbursed with any unused prior Plan Yearay; in this case, unused money from the 2009 Plan
Year. Please refer to page 45 for information dmstting claims for reimbursement.

* Except for distributions after June 18, 2008 asvpmled under IRS Notice 2008-82 (Distribution to
Reservists).
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Thoughts To Consider
To assist you in deciding whether or not to pgvate in the Health Care Reimbursement Account,ideng
the following:

Do you typically incur and pay your medical planddetible each year for yourself or an enrofed
dependent?
Do you have extensive dental expenses not covereger @ dental plan?

Do you have Over The Counter (OTC) expenses toiders

Are you or one of your dependents planning to g&t glasses or contact lenses?
Do you have any other medical, dental, vision @rimg expenses not covered under any insurancgjplan
such as co-payments and co-insurance?

Your Choices
You may select any qualifying dollar amount froomaimum of $4 per pay to a maximum of $192 per
pay per Plan Year.

You may choose not to participate in the benefit.
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QUALIFYING OUT OF POCKET MEDICAL EXPENSES

Listed below are some expenses that generally kgéle to be reimbursed under a Health Care
Reimbursement Account. Please refer to Sectiond)18(the Internal Revenue code for the IRS deabnit

of deductible medical expenses that are eligible feimbursement or contact our Health Care
Reimbursement account administrator, ProfessiorealeBts Services (PBS) at 1-800-732-3412 for more
details.

Acupuncture Orthodontia (Check the note below)
Ambulance hire Osteopath
Anesthetist Oxygen equipment
Artificial limbs and teeth Over The Counter (OTC) drugs
Automobile modifications (hand controls, equipment, Physical Examination
mechanical lifts) Physician
Braille books & magazines Physiotherapist
Chiropractor Podiatrist
Condoms Prescription drugs
Contact lenses Prescription safety glasses
Contact lens solution Psychiatrist
Corrective devices (including orthotics) Psychologist
Diathermy Psychoanalyst
Eyeglasses & exams (keratotomy and laser) Rental of medical equipment
Hearing devices Sales Tax on qualified expenses
Hospital bills Seeing-eye dog & hearing-assisting cat (including
Laboratory tests maintenance)
Lip reading lessons for the deaf Surgeon
Nursing services Telephone for deaf
Optician Therapy with doctors orders (speech, vision physica
Optometrist Travel allowance/lodging for long medical care
Oral Surgery X-rays

Examples of eligible and ineligible Over the Counte(OTC) expenses follow and will also be included
with your enrollment package and can also be reviegd atwww.ocbenefits.comor www.myrsc.com.

OVER THE COUNTER REIMBURSEMENTS

The IRS has ruled that over-the-counter items lellreimbursable through the flexible-spending pmogr
offered by your employer.

The following is a list of examples that will gea#ly be reimbursed:
Allergy medications (Claritin, Benadryl, etc.)

Antacids (Tagament, Zantac, Pepcid AC, etc.)
Antidiarrhea medicines (Imodium A-D, etc)

Arthritis pain products (BenGay, etc.)

Cough, cold, flu products (Nyquil, Robitussin, Pedare, etc.)
Eye lubricants

Hemorrhoidal suppositories and cream

Laxatives

Pain relievers(ibuprofen, acetaminophen, etc.)

Psoriasis gels

Sinus medication

Sleep aids

Smoking cessation products

(Remember the IRS defines reimbursable nonprescrijpin drugs as medicines “to alleviate or treat
personal injuries or sickness,” not items to “mainain the general health”)
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Below is a list of examples that will not be reimbed, As always, our Health Care Reimbursement
account administrator, Professional Benefits Ses/i(PBS), will interpret what items are acceptdbte
reimbursement.

Cosmetics such as face creams

Dietary supplements (vitamins, slim fast, minerats,)
Herbal supplements

Retin — A (acne treatment)

Rogaine for hair growth

Toiletries (toothpaste, mouthwash, shampoo, deodostc.)

You are required to submit a receipt that cleashglthe following information for reimbursement:

Required:

Name of provider

Date of service

Name of over the counter item (receipt needs to @dy show what item is)

**Receipts that indicate the item is over the courdr but not specific will not be reimbursed

To receive reimbursement, complete the Health Gaienbursement Form found atvw.ocbenefits.com
or www.myrsc.comand fax, mail, or e-mail to PBS directly. If yoauye any questions, please feel free to
contact PBS at 1-800-732-3412.

Orthodontia note: Because of the variety of provider payment plavailable for orthodontic expenses,
you are encouraged to contact our Health Care Re®seinent account administrator at 1-800-732-3412
prior to committing money to your Health Care Reirgement Account (HCRA) for such expenses to be
sure that you will be reimbursed in the manner rgmuest.

INELIGIBLE EXPENSES

Contact lens service contracts

Cosmetic treatment or drugs, unless prescribedetd & congenital defect or accident reconstruction
Items not eligible include, but are not limited twgir loss treatments or transplants, face-lifey, e
piercing, and teeth whitening.

Health club memberships or exercise classes to@®general health.
Insurance Premiums
Weight loss programs or medication to promote gartezalth’

Per IRS guidelines, these items are eligible iEprided by a doctor to treaspecific medical condition They are not eligible for
reimbursement when used for wellness/prevention.
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DEPENDENT CARE REIMBURSEMENT ACCOUNT (DCRA)

Dependent Care Reimbursement is another opporttmiget aside money from your gross salary. The
differences between the HCRA and DCRA are:

The Dependent Care Reimbursement Account can omlused to reimburse you for expenses
incurred from your day-care/dependent care provifleaby-sitter, day-care center, disabled
dependent caregiver). This account cannot be usedddical Care Providers.

Eligible Dependent Care Reimbursement expensesxgenses incurred and paid in the Plan Year
in order for you and/or your spouse to maintaimfydiemployment or full-time student status.

The Dependent Care AccouBtOES NOT reimburse for any healthcare or insurance premium
expenses incurred (see HCRA explanation, exclusams inclusions)only dependent care.

Dependent Care Reimbursement Account Usage Example
You are employed by Oakland County and are a sip@lent, or you are married and your spouse
employed by ABC Company

S

You work full-time (if you have a spouse, he/shaei works full-time or is considered to be a full
time student)

You have one or more children, making the carg/éar children impossible during your normal
workday

Therefore, you take your child to Little Oaks dayecenter and are charged $180 per week for the
service(s) provided

After services are rendered, you may submit thB0%&sharge for reimbursement through your DCRA

The maximum amount you may contribute to your ant@$192 per pay; the minimum contribution is $4
per pay. Each participant must decide how muchanf, to set aside for their Dependent Care
Reimbursement Account for each Plan Year. Thisbmadone by carefully reviewing expenses from prior
years and estimating predictable expenses for ldwe Pear. All eligible expenses must be incurred an

paid during that Plan Year. All deductions will @albe taken during the Plan Year in equal instalksien

each pay.

Charges for dependent care of a disabled spouse/fsEn dependent are also eligible for reimbursémen
under this account, with the same guidelines aigibdity rules.

IRS regulations define eligible expenses as thepemndent care expenses “incurred to enable thayaxp
to be gainfully employed.” These expenses may ohelu

Cost of household services and in-home care offgung individual
Cost for the care of qualifying child under the a§éd.3

Cost of out-of-home care of a qualifying persoragé 13 or older who is physically or mentally
incapable of self-care and regularly spends att legght hours each day in the employee’s
household
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You are eligible to establish a Dependent Care Rersement Account if:

You are single and incur eligible expenses for @ifyang dependent(s) to enable you to work

You are married and incur eligible expenses foualifying dependent(s) so your spouse can also
work or be a full-time student

You have a parent, child or spouse for whom youtmrsvide care so that you can work
IRS regulations identify eligible dependents as:

A child (including adopted children, stepchildremd foster children) under age 13, who qualifies
as your tax dependent

A person who is physically or mentally incapableself-care (for example, a child or elderly parent
living with you), who qualifies as your tax depentle

A spouse who is physically or mentally incapablseif-care.

INELIGIBLE EXPENSES

Healthcare Expenses = Medical Equipment " Food

Insurance Premiums  ~  Clothing “  Trips (i.e. flight costs for
summer vac/camps to Paris)

The maximum amount you are eligible to deduct ig taxable year may not exceed the lesser of your
earned income, or up to $5,000 combined incomeuf gre married; amounts are per family, not pemn.pla
If you and your spouse file separate tax returns, e each limited to an annual reimbursementusxtco
limit of $2,500. If your spouse is a student couiiy his/her education, the IRS limits the amount o
earned income that will affect the amount of yoontcibution. Some higher paid employees may be
restricted to lower limits for this reimbursementaunt.

You may be claiming a Federal Tax Credit for chaldcexpenses now. You may wish to use the worksheet
on page 42 to see if the Federal Tax Credit oDbpendent Care Reimbursement Account is best for yo
For more detailed information, please refer to“tlanning Carefully” section located on page 44.
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PLANNING YOUR ACCOUNT

To calculate the amount for your Dependent CarenBersement Account for the Plan Year, complete the
guide below. Reimbursement of dependent care agsecan only be made to the extent of your payroll
deductions to date at the time you submit the es@éor payment.

Cost of care per week $
Times number of weeks needed X
TOTAL (See note below) $

Make sure that your TOTAL amount is not more monthan you expect to use in a Plan Year or
vou will lose whatever is left over.

Divide by number of pay periods , 26

Round to nearest whole dollar (to a maximum
of $192) for your per pay deduction $

Thoughts To Consider
To assist you in deciding whether or not to pgrate in the Dependent Care Reimbursement Account,
consider the following:

Do you have a child(ren) under the age of 13, védtuires care-giving services, to enable
you (and your spouse, if married) to work outsiue home?

Do you have a disabled spouse for whom you musiigeccare to enable you to work?
Do you have a parent who is incapable of self-gdre qualifies as your tax dependent?

Did you compare the Federal Tax Credit vs. the Rensement Account to see which is best for yo
(See the worksheet at the end of this workbook.)

Your Choices
You may select any qualifying dollar amount frormenimum of $4 per pay to a maximum of
$192 per pay for a Plan Year.
You may choose not to participate in this benefit.

Please refer to page 45 for information on submittig claims for reimbursement.
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WORKSHEETS (DCRA)

Comparing the federal tax credit versus the depend# care reimbursement account
If you are currently incurring dependent care esgsnyou are probably paying these services in-iake
dollars and taking a Federal Tax Credit on youonme tax form. In order to see whether the Dependent
Care Reimbursement Account or the Federal Tax Ciedetter for you, complete the following:

Estimating Dependent Care Expenses
1. Compute the total amount of your dependent careresqgs.

2. You can deposit up to a maximum of $4,992 ($198 p&ys) for the Plan Year to the Dependent Care

Reimbursement Account.
Cost/Week $ x # of Weeks TOTAL=$%

Federal Tax Credit For Dependent Care Expenses: Callating The Federal Tax Credit

1. The estimated annual dependent care expenses {caxverd the lesser of your
income or that of your spouse). $

2. Maximum expenses eligible for tax credit ($3,000 doe dependent, $6,000 for

more than one dependent) $
3. Estimated adjusted gross income for you and yoousp $
4. Tax credit percentage from Table 1 below, baseddpnsted gross income %
5. Estimated tax credit (multiply line 4 by the smalbd line 1 or line 2) $
Table 1
Adjusted Gross Income Tax Credit Percentage

Up to $15,000 35%

15,001-17,000 34%

17,001-19,000 33%

19,001-21,000 32%

21,001-23,000 31%

23,001-25,000 30%

25,001-27,000 29%

27,001-29,000 28%

29,001-31,000 27%

31,001-33,000 26%

33,001-35,000 25%

35,001-37,000 24%

37,001-39,000 23%

39,001-41,000 22%

41,001-43,000 21%

43,001 and over 20%
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TAX SAVINGS CALCULATOR

Calculating Withholding Tax Savings Using the Reimbrsement Account

1. The amount of deposit to your Dependent Care Reisamient Account must not
exceed the lesser of your income, or that of ygause’s or $4,992 ($2,500 if$
married but filling separate returns)

2. Marginal Federal tax rates (using your combineduahimmcome for you and your
spouse) from Table 2 below %

3. Social Security tax rate: Enter 7.65% if your ariragdary is equal to or less than %
the Social Security annual wage base maximum (800¢, Otherwise, enter
1.45%

4. State tax rate %
5. City tax, if applicable %
6. Total tax rate (add lines 2,3,4, and 5) %
7. Estimated tax savings (multiply line 1 by line 6) $
TABLE 2
Single Married
Income Tax Raté' Income Tax Raté'

Up to $8,350 10% Up to $16,700 10%
$8,350.01-$33,950 15% $16,700.01-$67,900 15%
$33,950.01-$82,250 25% $67,900.01-$137,050 25%

$82,250.01-$171,550 28% $137,050.01-$208,850 28%
$171,550.01-$372,950 33% $208,850.01-$372,950 33%
$372,950.01 and over 35% $372,950.01 and over 35%

Comparing the Calculations

After you have estimated your dependent care exgsensalculate the Federal Tax Credit and the
withholding tax savings, and compare the two caltoihs. You can then make an informed choice as to
which alternative is best for you.

The Federal Tax Credit is for federal income taxppses and does not include Social Security oe stat
taxes.

" Federal Tax Rates (in effect as of 04/2009)
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PLANNING CAREFULLY

The following IRS regulations apply to both the Heaare Reimbursement Account and the Dependent
Care Reimbursement Account:

Once you decide to participate in either, or bofithe Reimbursement Accounts, your decision must
remain in effect until the end of the Plan Yearclgear you will have an opportunity to make change
if you wish.

Any balance in either of the Reimbursement Accountghat is not used for eligible expenses must
be forfeited. You will have until April 30" following the end of the Plan Year to submit Heah
Care expenses for reimbursement. The last day foubmitting Dependent Care expenses is also
April 30™ following the end of the Plan Year.

Eligible expenses are those that are incurred dutie Plan Year and as long as you are an active
employee and/or contributions continue to be madéheé accountEligible Health Care expenses
incurred during the period 01/01/2010 through 3/1%2010 can also be reimbursed with unused
money from the prior Plan Year; in this case, 2009Any amounts remaining in the account as a
result of your no longer being an active employad/@ upon discontinuation of contributions are
forfeited. Contributions to your Health Care Reimgmment account can be continued on an after-tax
basis after your termination of employment, butydiok the remainder of the Plan Year in which your
employment terminates. Contact the Employee Benélitit of the Human Resources Department for
more information.

Reimbursement of dependent care expenses can emhale to the extent of your payroll deductions
to date at the time you submit the expense for @aym

You may change your payroll deduction amount fouryBeimbursement Accounts during the Plan
Year only if you have a qualified status changeneviRS-approved changes include: a change in
marital status, a change in number of dependdrgdermination or commencement of employment by
the employee, spouse, or dependent, a reductiorci@ase in hours worked by the employee, spouse,
or dependent, a dependent satisfying or ceasisgtisfy the plan eligibility requirements, and abe

in place of residence or work of the employee, spoor dependent. In addition, IRS defines a status
change event for the Dependent Care Reimbursemmduit as the death of a dependent parent or a
change in your spouse’s student status. The Idté&Resenue Service requires that the change in
benefits must be consistent with the change imsta#ll requests for changes in benefits as a refal
status change event must be reviewed and approydedebEmployee Benefits Unit of the Human
Resources Department. You only have 30 days froendite of the event to notify the Employee
Benefits Unit of the Human Resources Departmentooifr status change event. If you do not notify
them within this time frame, you cannot change ylan Year elections. Current elections will remain
in effect until the end of the Plan Year or untibéher status change occurs (whichever comes. first)

If you separate from County employment, you havil épril 30™ following the end of the Plan Year
to submit your requests for Health Care and Depan@are reimbursements. Only covered healthcare
expenses incurred prior to your date of separatbryour County employment are eligible for
reimbursement consideration. Dependent care egpanay be incurred after separation.
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ADMINISTRATIVE PROCEDURES

If you elect to participate in the Health Care Reimsement Account and/or the Dependent Care
Reimbursement Account, you will receive claim fimstructions and claim forms before the Plan Year
begins. Your elected amount will also be included should be checked for accuracy.

Reimbursement checks are mailed, or direct dembsite your bank account, on th& &nd 28' of each
month for reimbursable expenses receipts receivelhter than 5 business days prior to these datéds a
provided no additional information is required.

Receipts for reimbursement need to include —
Name of Patient
A list of services
The date of each service listed
Name of provider
What insurance will pay (an Explanation Of BenefitSOB) or proof of payment

If your reimbursement claim is denied, a letter & mailed to your home explaining the reasongs}tie
denial.

If you have any questions concerning the reimbuesgraf a Health Care and/or Dependent Care expense,
you can call toll free 1-800- 732-3412.

Claims for reimbursement can be faxed to (616) @851, e-mailed in a PDF format to
flex@professionalbenefits.com, or mailed to —

Professional Benefits Services
2959 Lucerne SE; Suite 205
Grand Rapids, Ml 49546

If you need a reimbursement form for Health Carel/@n Dependent Care, or a Direct Deposit
Authorization Form, you can download one fromww.ocbenefits.comor www.myrsc.com  For
information about www.myrsc.com see the How to Enroll section on page 47.

All requests for changes in your Health Care Reirsdment and/or the Dependent Care Reimbursement
Account amounts during a Plan Year must be revieweacordance with IRS guidelines and approved by
the Employee Benefits Unit of the Human Resourcggditment.

Consider both accounts carefully. Utilizing the @aats requires a little planning, but the tax sgsinould
make the planning effort worthwhile.
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DISABILITY

Although not currently a part of theatural Selecprogram, the County provides both non-occupational
short- and long-term disability income protectiortie event you are disabled and unable to workiaae
non-occupational injury or illness. The chancebahg disabled are small, but the financial consagas
can be serious. Hospital and medical expensesearergly covered by your medical plan, but whatuabo
your paycheck? If you are unable to work, wherd walu get the money on which to live? The non-
occupational disability payments continue until yaia, recover, or reach age 65, whichever occuss. fi
Disabilities which begin after age 60 are paidvarying lengths of time, depending on the age yetame
disabled.

Your non-occupational disability plans provide faplacement of 60% of your salary. Because this
coverage is provided totally by the County, anydsigs paid will be taxable income.

Initially, a disability is an injury or illness wth prevents you from performing your normal job.sTh
definition applies to the first two years of benhglayments. Thereafter, payments will continue ahjyou
are still unable to work at any job for which yae aeasonably suited.

Social Security and other income benefits paid éo ynd your family are included in the benefit
percentage amount. Your non-occupational disabgign makes up the difference between the Social
Security and other income benefits and the bepefitent of pay.

The monthly benefit maximum payment from all sosrise$8,000 per month.

You become eligible after you have completed s)xc(secutive months of service since the dateoof y
most recent hire. A pre-existing condition inveatign will apply to employees who file a claim wittthe
first 18 months of County employment. Pre-existoogditions are not covered during the first 18 rhent
of employment.

Elected officials are not eligible for non-occupatal short- or long-term disability.

Plan B employees are covered by a different nonqmaitonal short-term disability program, and aré no
eligible for non-occupational long-term disability.

Important Note: If your disability is expected to last more than 7 consecutive calendar days (the
waiting period), you must obtain the necessary fors from your department, www.ocbenefits.comor
the Employee Benefits Unit of the Human Resourcesdpartment. You have 30 calendar days from
your first day off work to return the forms completed by you and your doctor to the Employee
Benefits Unit of the Human Resources Department. dlure to return the forms within the 30 days
shall result in ineligibility to receive this beneit. Due to the uncertainties connected with doctors
offices, you are strongly encouraged to contact thEmployee Benefits Unit prior to the deadline to
ensure they have been received.

Note that employees receiving Short Term Disability benefits must keep their own
department/division, as well as the Human Resourcedepartment, informed at all times as to the
status and expected duration of their condition.
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IMPORTANT INFORMATION

BENEFIT STATEMENT

Once you have recorded the option and corresporatimgoyee contributions or earnings for each bénefi
on the right side of youXatural SelecPersonal Reference Worksheet, Appendix G, whichbeafound at
the back of this workbook, you should total yourpdoyee contributions and/or earnings, includingstno
to your reimbursement accounts.

Take a moment now to review the selections you naaee.

Did you accurately record your selections on yeatural SelecPersonal Reference Worksheet?
Do the employee contributions or earnings thatlyave recorded match your chosen options?
Are your Reimbursement Account deductions recoptegerly?
Did you correctly add up your employee contribusi@md or earnings?

Retain your Benefit Statement aNdtural SelecPersonal Reference Worksheet for your records.

How To ENROLL

Enrollment will be conducted using the InternetuMaill be able to make your selections 24 hourawa d
Before using the Internet, you should take the timesview yourNatural Selectvorkbook and complete
your Personal Reference Worksheet. This workshektserve as your guide through the enroliment
process. Access our Websitevatvw.ocbenefits.com

You are now ready to follow the simple recording/ofir options. Proceed as follows:

Access our Website
From your home computer atww.ocbenefits.comOr

From My.OakGov, left click on “Human Resources"tla¢ top of the page and then left click on
“Benefits & Retirement” on the left side of the gag

Left click on “Active” Employee
Left click on “Natural Select’option in the middle of the page that you wislvitw.
Finally, left click on “Enrollment 2010”

Follow the instructions, which will begin with tlemtry of your Employee Identification and Password
(found on your Benefit Statement).

Use the information you have recorded on yNatural SelectPersonal Reference Worksheet to help
guide you through the Website.

Click on the submit button and print a copy of sizeeen for your records.

It is important that you register your selections & our Website between Wednesday September 30,
2009, and Wednesday October 14, 2009, to ensure tlyaur selections will be recorded. If you do not,
you will receive the elected options that you curmly have. Please remember that you can visit our
Website as many times as you wish to verify or chge your selections during the enrollment periods.
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Important Reminders
While making your selections using our Website

Remember to click on the “Submit” button and perdopy for your records.

The Natural SeleciWebsite is available 24 hours a day. Your beneaifiesrecorded at the Websge,

so your worksheets are for your files. If you da complete your Website enrollment, your cur I

benefit selections will be provided for you.

If you make changes to your current benefit elestiojou will receive a Confirmation Statement with
which to verify your selections.

Please review the Confirmation Statement to ensurhat your selections were recorded properlylf a
change is necessary, you must call the Employeefigetunit of the Human Resources Department.

If you need to make any revisions, you will be pded instructions on your Confirmation Statement to
contact the Employee Benefits Unit of the Humandreses Department.

Review your confirmation statement carefully. Ifuyceceive a confirmation statement that still does
reflect these benefits in which you wish to enrotintact a member of the Employee Benefits Unthef
Human Resources Department listed below no later Movember 6, 2009.

No changes will be accepted beyond November 6, 2009

Note: If you are making any changes to your medidacoverage or are enrolling in dental coveragsd
you must complete and return the Medical/Dental Fom, Appendix A, which can be found at the
back of this workbook, to the Employee Benefits Uniof the Human Resources Department n§
later than November 6, 2009.Your selections cannot be processed until thisnfes received. |
addition, if you are selecting the “No Coverage'tiop for medical and/or dental, you must compjete
the Medical and/or Dental Plan sections found an @ther Coverage Verification Appendix B gnd
return it to the Employee Benefits Unit of the HumRResources Department no later than Novemiger 6,
2009. The “No Coverage” option will not be procaeksgthout a form on file.

You will not receive another reminder.
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APPENDIX

MEDICAL /DENTAL FORM .. couiiiiiiiiiiiiic e A

WHEN CHANGING MEDICAL PLANS OR ELECTING MEDICAL AND /OR DENTAL COVERAGE FROM A
“NO COVERAGE"” STATUS.

| F COMPLETING THIS FORM FOR A BCBSPLAN, ALSO REMEMBER TO COMPLETE FORM F .

OTHER COVERAGE VERIFICATION .utiiriiitiiiiieiieeaieenneanens B

WHEN SELECTING THE “N O COVERAGE" MEDICAL AND /OR DENTAL OPTION

AETNA LIFE INSURANCE - STATEMENT OF HEALTH ...... C

WHEN ELECTING TO INCREASE YOUR LIFE INSURANCE BY MOR E THAN ONE LEVEL

MEMBERSHIP AND RECORD CHANGE FORM................... D

WHEN ADDING OR DELETING DEPENDENTS FROM MEDICAL DENT AL OR VISION COVERAGE

DEPENDENT CHILD ELIGIBILITY VERIFICATION ............ E

TO VERIFY CONTINUING DEPENDENT CHILD ELIGIBILITY

BCBS COORDINATION OF BENEFITS NFORMATION ...... F

TO RECORD YOUR COORDINATION OF BENEFITS INFORMATION WITH BCBS

PERSONAL REFERENCE WORKSHEET ....c.vvvviviiiniiiiennes G

TO REVIEW AND PRE -RECORD YOUR PLAN YEAR SELECTIONS

RETURN ALL FORMS
TO

Executive Office Building
Human Resources Department
Employee Benefits Unit
Oakland County Bldg. 41W
2100 Pontiac Lake Road
Waterford, MI 48328



Natural Select 2010 Medical/Dental Form

Your M o | Married 0 | Date of / /
Name Last First MI Fo Single 0 Birth
Home
Address Street City ST Zip
Telephone Home: - - Full Time 0 | New Hire 0 | Date of / /
Number  Work: Social Security Number Part Time 0 Rehire 0 Hire

Employee Identification Number

Complete only if you are
enrolling in HAP

Primary Physician Code
This form must be completed only if you are:

Changing medical plans or enrolling from a “No Coveage” status

Enrolling in a dental plan from a No Coverage stats
This form will be used to enroll you/your depender(s) in the medical plan that you selected during
the Internet Website enrollment process. A Social éeurity Number and birth date is required for
each dependent.

IMPORTANT: List family members you are covering. Include last name if different from yours. HAP enroliments only
Name SSN Birth Date | Sex | Relationship Primary Physician Code
Spouse

For any child named above, is there a court ordging which Are you or any enrolied dependents Medicare-

. . .y . eligible? If so, please complete the following:
parent is responsible for providing health insuegnhdf yes, .

) . . Effective Dates
please attach a copy of the court order. Relationship | Medicare or SSN | B
Yourself

o Yes If “yes,” which parent?o0 Father Spouse
o No o Mother

| apply on behalf of myself and eligible family mbars, as listed, for enrollment in the health plan
selected above as currently offered through Oakl@odnty. | hereby revoke all previous enroliment
applications executed by me for hospital and médioaerage as made available by Oakland County.

Remember, no matter which health plan you choase glect a plan and not a specific provider.

Subscriber’s Signature Date

Employee Benefits Unit/Human Resources DepartmaetQnly
Group Authorization Signature

Effective Group! service | | | ] 1]
Date Suffix Code

This form is to be submitted after your online Of@mollment has been completed and before Fridayexhber 6, 2009.

A



OTHER COVERAGE VERIFICATION
Complete only if Medical and/or Dental “No Covera@gption(s) is selected.

PLEASE PRINT NAME SSN

Employee Identification #

Medical:

| wish to select “NO COVERAGE” as mMedical Plan option through Oakland County.

| am currently enrolled in

(Name of Company or Organization)

through my 's coverage with
(Relationship) (Name of Company or Organization)

Dental:

| wish to select “NO COVERAGE” as nyental Plan option through Oakland County.

| am currently enrolled in

(Name of Company or Organization)

through my 's coverage with
(Relationship) (Name of Company or Organization)

Please Read and Sign:

| understand that | can rejoin Oakland County’s wedand/or dental insurance plan during the

Plan Year only if | experience a qualifying statlenge as defined by the IRS and reviewed and
approved by the Employee Benefits Unit of the HurRasources Department. | also understand
that | can participate in Oakland County’s medeadi/or dental insurance plan in the next or any
subsequent Plan Year.

| certify the above information is true and correct

Subscriber’s Signature Date

This form is to be submitted after your online Of@mollment has been completed and before Fridayexhber 6, 2009.
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NATURAL SELECTAETNA LIFE INSURANCE

Dear Employee:

If you indicated during the Website enroliment tlgati wished to increase your Life Insurancenbgre
than one leve] Aetna requires you to complete the ti@bowing medical questions:

Has there been any disease/impairment of or tredtfoeany of the following during the past fiveays?

Cancer, including leukemia and Hodgkin’s diseas#D3 or any other immune system Yes
disorder; diabetes mellitus, kidney or liver disamdmental illness or brain or nervous systemNo
disorder.

Heart, lung or circulatory disease; stroke or Higyod pressure Yes
No

Your request for additional Life Insurance Coveragenot become effective unless this form has been
returned and approved, so please send it in now.

Failure to submit the required form by November 6,2009,
will result in denial of your request to increase gur coverage.

Your Name (Please Print) Your Social Security Number

Your Employee ID #

Your Signature Date

This form is to be submitted after your online Of@mollment has been completed and before Fridayeter 6, 2009.






Verification of Continuing Eligibility for Dependen t Children

Use this form if your child’s 19" through 2% birthday is this year.

You may also go tavww.ocbenefits.conto verify their continuing eligibility for coverag it is_not
necessary to do bothHowever, failure to do either will result in teimation of their coverage effective
January 1. His/her coverage will be continued atimarge until the end of the year in which thegiatage
25 provided they continue to meet the eligibilititeria noted below.

Remember, once an eligible Dependent child attages 25, medical, dental and vision coverage will
continue through the end of the calendar year imchvithey attain age 25 at which time they will
automatically be removed from coverage.

1% Dependent Child’s Name Birthdate
Meets Eligibility requirements - [ Check for Yes [ Check for No

2" Dependent Child’s Name Birthdate
[~ Check for Yes [~ Check for No

Meets Eligibility requirements -

| certify that the above named dependent child(ren)ndicated as being eligible meet(s) the criteriasa
indicated in the workbook and summarized below:

- They are unmarriedAND

- Their legal residence is with the employee. Childine temporary residence at school are included;
AND

- The employee provides over half their total suppsrtefined by the Internal Revenue Ca&ldD
- The child is a full time student for at least fi{& months of the yea®R

- The child has a gross income of less than fouti@@s the personal Federal exemption amount (which
is $3,650 for 2009). For example, (4 x $3,650 =604 for 2009).

- If a child does not meet the above criteria, theayymanly be covered if the employee is directeddo d
so by a qualified Medical Child Support Order ar tEmployee Benefits Unit of the Human
Resources Department has been provided with thppate updated and current documentation.

Signed ate D

Name Printed mplokee 1D

Note: If one or more of your dependent children willt moeet the above criteria for 2010, and you have
checked the box or boxes indicating that they ateshgible, they will be removed from your coveeag

Send this completed form to the Employee Benefitg bf the Human Resources Department.
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BLUE CROSS BLUE SHIELD COORDINATION OF BENEFITS INF ORMATION
This form is to be submitted after your online Of@mollment has been completed and before Fridayerhber 6, 2009 .
Your responses help us keep the cost of healthbearefits as low as possible.

We cannot process claims without the informatiorttos form.

Please PRINT. Thank you for your time.

[] If new address, check here.

Name of Subscriber (first & last)

Subscriber’s Address

City State Zip

Subscriber’s Social Security No.

Subscriber's Group Number

[ CompletePart 1if you and/or your covered dependents hid@ other coverage.
[l CompletePart 2if you and/or your covered dependeR&VE other coverage.

PART 1: GENERAL INFORMATION
If this BCBSM is the only coverage for yourself &ndyour family, please complete this section.

Subscriber’'s name (first & last):

Subscriber’s Social Security number; Birth date:

Spouse’s name (first & last):

Spouse’s Social Security number: Birth date:

Please sign and date below if BSBSM is the onlyecage for you and your dependents.

Subscribers signature: Date:
Did you previously have non-BCBSM coverage that eascelled? _ Yes (date cancelled: ) __ No
PART 2: OTHER COVERAGE INFORMATION

Complete this part if you or any dependents on BBSM contracts are also covered by another ghaahth plan.

Subscriber of other coverage:

Relationship to BCBSM subscriber: Birth date:

Social Security number: Is that person _ Active ____ etifed
Name of other carrier: Effective date of coverage:

Street Address:

City, State, ZIP: Phone:

Group/policy number: ID number:

Type of coverage (check one):__Single __ Familye€lgf plan (check one): _ Hospital __ Medical/stagi

Employer providing coverage:

Street Address:
City, State, ZIP:

List all family members covered by other plan:

Name (first & last): Relationship to BCBSM subscriber:
Name (first & last): Relationship to BCBSM subscriber:
Name (first & last): Relationship to BCBSM subscriber:
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PERSONAL REFERENCE WORKSHEET (for use when enrolling)

A Employee B Employee

Contribution Earnings
Medical 3 3
Dental $ 3
Vision $ 3
Employee Life S -
Insurance
Accidental Death 5
& Dismemberment
Health Care Per-Pay Amount Annual Amount
Reimbursement
Dependent Care ;er—Pay Amount S Annual Amount
Reimbursement

A B

Employee contribution and earnings information is br you Total: $ $

to determine your annual cost.

Your Annual Cost (total of A less the total of B): |$

Confirmation Number:

Refer to your Benefit Statement for option and Esgpk Contribution and earnings information.
The Natural Selecenrollment period i8Vednesday, September 30, 200¢hroughWednesday,October 16, 2009.

The Internet Website will be accessible 24-houday during this time period. If you have any pesbk or questions, call the
Employee Benefits Unit of the Human Resources Depant. Your Password along with your Employee |dieation Number,
will allow you access to the Oakland Coudgtural Selecenroliment systems. To ensure the confidentiaftyour benefit
information, do not share your Password or Empldgleaetification Number with others.
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THIS WORKBOOK IS INTENDED TO BE AN OVERVIEW OF OUR FLEXIBLE BENEFITS

CAFETERIA PLAN PROGRAM -
COMPLETE AND THOROUGH RESTATEMENT OF THE INDIVIDUAL

NATURAL SELECT. IT IS NOT INTENDED TO BE A
PLAN OPTIONS AND

THE PROVISIONS, CONDITIONS, LIMITATIONS AND EXCEPTI ONS THAT MAY APPLY
SPECIFICALLY TO A PARTICULAR BENEFIT. IF THERE IS A NY CONFLICT BETWEEN
THIS WORKBOOK AND THE ACTUAL TERMS OF OUR PLAN(S), THE PROVISIONS OF THE

PLAN(S) WILL CONTROL.

IMPORTANT CONTACT INFORMATION

Medical

Blue Cross/Blue Shield of Michigan
(800) 245-8401
www.bcbsm.com

Prescription

Health Allianetn
(313) 872-8100

www.hap.org

Navitus Health Solutions
(866) 333-2757
WWW.navitus.com

Dental

WellDyne Rx Mail Order
(866) 490-3326
www.welldynerx.com

Flexible Spending Accounts

Delta Dental (Delta USA)
(800) 524-0149
www.ddpmi.com

Retirement

Professional Benefitsvg®s
(800) 732-3412
WWW.Myrsc.com

Fidelity Investments
(800) 430-2363
www.fidelity.com/atwork

EMPLOYEE BENEFITS

Oakland County Employee Benefits
2100 Pontiac Lake Road 41W
Waterford, Ml 48328-0440
www.ocbenefits.com

Dean Shackelford (Supervisor)
(248) 858-5212
shackelfordd@oakgov.com

Carol Sawinski (STD, LTD, COBRA)
(248) 858-5205
sawinskic@oakgov.com

Print date 7/30/2009

ICMA Retirement Corporation
(800) 326-7060
WWW.icmarc.org

Angie Broegman-&tifidental, PeopleSoft Support)
(248) 858-0465
broegmana@oakgov.com

Debra Myers (MedlicVision, Life, FSA)
(248) 858-0545
myersd@oakgov.com




