2011 - 2012
Tentative Agreement Extension Summary
L’Anse Creuse ESP, MEA/NEA

February 11, 2011

This summary represents only the changes made to the master agreement through contract
negotiations. New language is presented in bold type. Article of the Contract Language to be
added is in /talic type.

1. The district will continue the use of substitute clerical employees in ten (10) positions
until a successor agreement is negotiated with the contract ending June 30, 2012.
Substitute employees will be coordinated through Temporary School Staff, Inc. Article
XXV, Temporary Personnel (a); Article XXili, Vacancies (c)

2. Create two (2) new steps at the bottom of each classification current pay scale at a 10%
reduction for all new employees hired after ratification by both parties. See attached pay

scale. Article VI, clerical Salary (a) and (c) will be removed.

CLERICAL SALARY STRUCTURE 2010-2011 and 2011-2012

2010-2011 STEP1 |STEP2 [STEP3 [STEP4 |STEPS |STEP6 |STEP7
CLASS 1 13.58 14.38 15.12 16.74 16.38 17.01 17.70
CLASS 2 14.26 15.11 15.88 16.54 17.18 17.86 18.56
CLASS 3 15.11 16.01 16.85 17.53 18.20 18.97 19.67
CLASS 4 15.99 17.01 17.85 18.53 19.33 20.07 20.87
CLASS 5 16.94 18.01 18.92 19.64 20.47 21.29 22.07

3. Pha.‘éeii‘h ofﬁA“Ib DAYS off for new employees. New employees would receive three (3) paid
days off when hired and gain one paid day off for each year worked to a maximum of thirteen
(13). New Group € employees will receive one {1} paid day off when hired and gain one (1)
paid day off for each year worked to a maximum of ten {10). The District and the LCESPA will
identify the days prior to the beginning of the school year. L’Anse Creuse Public Schools
Clerical Calendars and Appendix “A” Clerical Calendar \;l 7 N
I
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4. Beginning July 1, 2011, clerical employees will contribute twenty-five dollars ($25.00) per
month as health insurance premium co-pay. The three hundred dollar ($300.00) total will be
equally deducted from the first twenty-one (21) pays of the year by payroll deduction. Article
XIlI, Insurance Protection,(l) or inserted between articles (k) and (/)

5. Beginning July 1, 2012, if no successor agreement is ratified at the expiration of the contract,
the employee is responsible for a twenty-five dollar ($25.00) per month premium co-pay. The
co-pay will be paid by payroll deduction. This amount is in addition to the twenty-five dollar
($25.00) premium co-pay listed in item #4. Upon ratification of the successor agreement the
premium contribution language will be deleted. Article Xlll, Insurance Protection (l)

6. Clerical members will take two (2) nonpaid furlough days which will be identified as the first
two (2) “Act of God” schoo! or building closing days during the 2011-2012 school year. Sick
days and/or Personal days may NOT be used in place of a furlough day. Pre-approved
Vacations days will be maintained as a vacation day.

If there are no “act of God” school or building closing days during the 2011-2012 school year
there will be no nonpaid furlough days. Additional school or building closing days beyond the
first two (2) will be paid according to the contract Articie XXXIil.

7. The District will solicit bids for health insurance prior to the beginning of each contract year

based upon the current BC/BS specifications found as Benefits-at-a-Glance attached in pages

59, 60, 61, 62, 63, 64 and criteria listed below:

$200/$400 deductible

$20 Office Visit Co-pay

*  $100 Emergency Room Co-pay

$10/540 Prescription Co-pay

PACE 7. o ”/‘57“



The district will provide coverage from the lowest priced carrier based upon the bids received
and shared with the LCESPA Insurance Committee. The above changes will be in effect within

thirty (30) days after the ratification of this agreement by both parties.

Article XIlI, Insurance Protection, (m), An Insurance Committee will be formed to explore other
insurance options. The Committee will be made up of equal numbers of Administration and
Union Representatives. The Insurance Committee will meet twice a month or the premium
contribution language will be void. Meetings may be cancelled with mutual agreement of both

parties. All copies of Insurance Plans and quotes will be brought to the Committee.

8. Dental coverage will remain at the current specifications found as Delta Dental Premier
Summary of Dental Plan Benefits attached in pages 65 and 66 with the option to choose the
carrier. The District in cooperation with the LCESPA will select a carrier to provide cost
savings. Article XIll, Insurance Protection, (m)

9. A $15,600 reimbursement pool will be provided to the union upon ratification of this
agreement for the 2011-2012 school year. Article Xlli, Insurance Protection (n)

10. Expiration of this agreement is june 30, 2012.

On representative on behalf of the district: For the Association:

Wl b\

Michelle Martin, LCESPA Co-President

sy
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Commrantty-Blae-ppe
Benefifs-at-a-Glance
L’Anse Creuse Public Schools #63757-006

This is infendad as an easy-to-read summary and provides only 2 general overview of your benefits,

Itis not & contract. Additional

limitations and exclusions may apply to covered services, For a complete description of benefits, please see the applicable Blue Cross Blue
Shield of Michigan certificates and riders, Payment amounts are based on the Blue Crogs Blue Shield of Michigan approved amount, l2ss
any appiicable deductible and/or copay amounts recuired by your plan, This coverage is provided pursuanl 1o a contracl entered info in the
sisle of Michigan and will be construed under the jurisdlction of ang according to the laws of the stale of Michigan.

Member's res oonsrbmty {deductibles,

ieceive care from a nonparticipating provider, ev

copays ant adna
Note: Services from a provider for which there fs no PRPO network and services from a non-network provider in &

s and dollar maximum

Out-of-network

geographic area of

Michigen deemed e "low access area” by BCESM for that parlicular provider specialty are covered at the in- njvork benefit level, if you

end the provider's charge,

when referred, you may be b lied fopdhe, dfferance betv
fz00 S

our gpproved arnount
il

rDeductibles

486 for one member, Sﬂ?ﬁaﬁof ne family
(when two or mote members are covered
under your contracl) each calender year
Note: Deduclivle waived if service is
performed in @ PPO physiclan's offics

%250 ior one member, $500 for the
famiiy (when two or more members are
covered under your contract) each
calendar year

Note: Out-of-natwork daductible amounts

‘also apply lowsrd the in-natwork

deduclible,

Copays
+ Fixed doliar copays

$20 for office vislte and $100 for -
ermersenc )’ roam V!bl\b

$10C for emergency room visits

COPBICEIT COpays

20% for mantal heslth csre and substance
abuse treatmen(, £0% for private duty

nursing

20% for generel services, mantal nealth
cere end subsisnce abuse treatment,
0% for privele guty nursing

Copay dollar maximums
« Fixed dollar sopeve

Nong

Nene

« Percent copeys - excludes mental health
carg, subsiznce sbuse trestment and
rivate guty nursing copays

Not eppliceble

£3,000 for one member, 56,000 for two
or more mermbers each calendar year

Dollar maximums

$1 million lifetime maximum per covered specifiec human organ transpiznt type
and a separate §5 million lifetime maximum per member for all other coversd
sarvices and as notad for individual services

o ob Michgan i

munity
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[n-network

Qut-of-network

Preventive care services — "Paymsril for preventive services is limiled {c 2 comblned maximum of $250 per member per calendsr year

Heslth maimenznce exem - includes chest
x-rey. EKG and select lab procedures

Covered - 100%", one per calendar vear

Nof covered

Guvnecological exam

Covered - 100%", one per calendar yesr

Not covered

Pap smear screening - laboratory ang
asthology services

Covered - 100%", one per calendar year

Nol covered

Weli-baby and chilg care

Covered - 100%'

¢« & visite, birth through 12 months

+ & visits, 13 months through 23 monihs
+ & vigite, 24 months through 25 months
¢ Zvislis, 36 months through 47 monins
Visits beyond 47 monthe zre fimited to
one per member per calendar year
undar the health maintenance exam
benefit

Not covered

Childhood immunizations &s recommendzo by
the Advisory Cormmitiee on immunization
Preciices or ofher sources as recognized by
BCESM

Covered ~ 100%"

Not covered

Fecal accull biood screening

Covered - 100%". ohe ner calendar vear

Not covered

rlexibie slomoitoscopy exam

Covered - 100%’, one per celenidar vear

Nof covered

! Frostele soecific antioen (PSA) screening

Covered - 100%". onz per calendar year

! Not covered

Mammoography
¢ c

Mammo

tEphy sorg

—

l
=

Covered - 100% sfier geductibie

One per calendar vear,

Covered - $20 copay per office visit

must

Covered —~ B0% afier ceductible,

be medically necessary

uipalient ano home medical care visils

Covered ~ 100% efier deductible

Covered - 80% afier deductible, must
be medically necessary

Cthce consultations

Coversd - 520 copay per office visit

Coversd - 80% after deductible, must
be medicallv necessary

Urpenl care vishs

Covered - $20 copay per office visit

be medically necessary

Emergency medical care

‘ Hosplial emergency room

Covered - $100 copay per visit (copay
walved if adrmitied or for an actidental
injury)

Covered ~ 5100 copay per visi
{copey welved if admitled or for an
eccidgental injury)

Ambulance services - musi be medically
necessary

Covered ~ 100% &afier deductible

Coverad — 100% after dsductible

Diagnostic services

Laboratory and patholooy services

overed - 100% afier deduciible

Covered - B0% efler gedustinle

Disgnostc lests and sravs

C
Covered = 100% after deductible

Covered - 80% sfter deductible

Therapeulic rzdiology

|
?
|

Covered - 100% after deduciible

Cevered - 80% ofier decuctible

s
]
!
i.
Covered ~ B0Y% alier deduclible, mus!
|

Maternity services provided by a physician

Prenaisl and postnaial cars

o

Covered - 100% .

Covered - 80% sfier

Includzs

cere provided by a cerdified nurse midwife

Delivery and nursery care

Covered - 100%

gfter deductible

| Covered ~ 80% afier desuctibla

includes delivery provided by 2

ceriified nurse midwife

e

Community Blue, May 2010




Hespital care

in-network

Out-of-network

aursing care, hospital services and supplies
Note: Nonemergency services must be rendered in
s participatine hosplial,

Serniprivete room, inpalient phiysician cere, general I
Is

Covered ~ 100% after deductible

Covered - 80% sher deguctinle

Unlimited days

thoalient consullztions

Covered - 100% ehier deduciible

Covered - B0% sher deductible

Chemotnerapy

Coverec - 100% &fier gecuctible

Covered - 0% afler deduclibie

kiternztives to hospital care

Skilleg nursing care

Coverec - 100% sfier deductible

| Coverec - 100% sfiar deductible

Up i 120 davs per membar oat calendar year

Hospice carg

Covered ~ 100%

| Covered - 100%

Up to 28 pre-hospice counseling vislts before electing hospice services; whan
elzcted, tour 80-day periods - provided through z participating hospice program
cnly; limited to dollar maximum that Is reviewed ang adiustec periodically

Home heslth care - must be medically necessary

Covered - 100% after geductible

Home infusion therapy - must be medically

necessary

Caverad ~ 100% afler seduciible
Covered - 100% afier decuctibie

Covered ~ 100% sfier deguctible

Surgical services

Surgery - includes relaied surglcal services and
medically necessary facillly services by s
smbuia

perticipaling smbuiatory suroery facility

| Coversc ~ 100% atier ceduclible

Covered - 80% after deductible

surcical consultetions

Coverer - 100%

Covereg - B0% sfter deduciibie

e on erong .
oveETel = Tulve

Eredi - 80 ofler decuciibie

teriization

Coveret - 100%

| Covered - 80% rdeguctible

Human organ transplants

Covered - 100%

Covered - in nesigraea facilities only

Spe 20 UMsn OrgEn rensplants — in desionzied (

N T TP i i st . T a it i : t crignt o
|3 C”:»: only, Wﬁ&ﬁ coorainaten through the . Lirnitec 1o 31 million litetime maximurmn per member per transpiant type

?C’;ﬂ i Hurrmn Crgan Transpiant Frogram (B00- for transplant procedure(s) and related professionel, hospial and

742 pharnoly sennces

Bone marrow iransplants - when
coordinated through the BCESM Human

Covered ~ 100% zher ceduciibie

Covered - 80% after deductible

Crgan Transolant Program (800-242-2504)
Speclfied ongology clinical irizls

Covered ~ 100% after deductible

Covered - 0% sher deguctible

J Kidney, corneg and skin iransplacts

Covered - 100% sfier deduclible

Coverzd - B0% sfier deduciibie

Mental health care and substance abuse trea

tment

Inpatient mental heslth care

Covered - 80% afier deductible

| Covered - 80% sfier ceduclible

Unlimited davs

Insatient substance abuse treatment

Covered - 80% efter deduciible

| Covered - 80% aiter deductible

Unlimited days, up to §15.000 annual, $20.00C lifetime maximum

ient mental heallh cars

D
+ Facilily and clini
+ Physicien's offic

&

Covered - 80% afer deductible

Covered - 0% afier deductible

Covered - B0% after deductiblz

Covered - 80% afier deductible

Cuipatient substance abuse treatment - in
enproved faclli only

Covered - 80% after ceguctible

Coveret¢ - 80% alter deductible

Up to the stale-gollar amount thal s adiusied annuslly

Cemmuniiy Blue, May
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Out-of-network

In-network

Other coversd services
[ Dutpatien( Diabetes Menagement Program (ODMP)

Covered -~ 100% afler deductible Covered - 80% eher deductible

L.

Alleroy lesting end therzpy

Covered - 100% Covered -~ B0% sher deductiole

Chiropraciic manipulaiion treatment and ostzopathic
manipuistion freatment

Covered - §20 copey per visit Covered ~ 80% afler deguctible

Up to 8 maximum of 24 visits per member per calendar year

Outpatient physical, speech and occupalional therapy

Covered ~ 100% afier deductible ( Coversg - B0% afier deductibla

Limited to s combined maximum of 60 visits per member per calendar vear

]

Durable medicel equipment

Coverec — 100% afier deductibie Covered - 100% after dzcuctible

Prosthetic and orthotic eppliances

Covered - 100% after deductible Covered - 100% aner deductible

Privais cuty nursing

vais CUTY NUrsing

Coverer - 50% after decuctible | Coveres - 50% after deductible

Optional riders

Rider CB-ET §100, emergency lreatment copay
requirement

Increases dollar copay for outpatient hospital emergency room services {o
§100,

Rider CBE-OV$20, office visil copay reguirement

Increases copey for s

Rider CB-MH 20%, mental health / substarice abuse
treatment copay recuirerment

elgct office vislts to FPO network providers (o $20,
Decreases copay to 20% for mental health care servicas and subslance abuse
treatment provided by both network and non-network providers

! Rider XVA, excludes voluniary abortions
{

Exciudes berefits for volunlary abortions,

b

& [
cmmunity Blue, May




Blue Preferrad® Rx Prescription Drug Coverage

with $10 Generic/$40 Brand Name Fixed Dollar Copay
Benefits-at-a-Glance

L'Anse Creuse Public Schools #63757000

This is inlended a5 an easy-fo-read summary and provides only @ general overview of your'beneflts. It is not 2 contract Additional
limitations and exclusions ray apply to covered services, For & complete descriplion of benefits, please see the applicable Blue Cross Blue
Shisld of Michigan cerificates end riders. Fayment amounts are besed on the Blue Cross Blue Shisid of Michigan approved amaouni, less

eny applicable deductibie and/or copay amounts required by your plan, This coverage is provided pursuant to a contract entered inte in the
state of Mithigan ang will be conswrued under the jurisdiction of and zccording io the laws of the state of Michigan,

Note: The mail order pharmacy for specialty druge is Walgreens Speclalty Pharmacy, LLC, an independent company. Specialty prescription
drugs (such as Enbral® ang Humira®) are used to treat complex conditions such 2s theumatoid arthritie. These drugs require special handling,
administration or monltoring. Waligreens Specialty Pharmacy will handle mall order prascriptions only for specialty drugs while many retall
pharmacies will continue to dispense specially drugs (check with your local phammacy for availability). Other mali order prescription
medications can continue to be sent to Medco, (Medco is an independent company providing pharmacy benefit services for Biues members.)
Alist of specialty drugs is avallable on our Web slte al bebsm.com. Log In under 'l am a Member." If you have any questions, please call
Walgreens Speclalty Pharmacy customer service at 866-515-1255, .

Network pharmacy Non-network pharmacy

Member's responsibility (copaye)

$10 copay for eech drug plus 25% of

Generic prescrption drugs $10 cepey for each drug
BCREM approver amount for the drug

310 copay for each drug plus 25% of
SM approved emount for the drug
chodrug plus 25% of
> amounl for the drug

§70 cepay for sach drug

Frescribed over-the-
when Coverea oy zrE

Mail oroer (home delivery) prescriplion drugs Copay for up to 2 20 cay supply:
+ $1C copay [or ezch generic drug
540 copay for sach brand name drug

Note: If your prescriplion is filiec by any tyoe of network pharmacy, and you reques! the brenc-name drug when 2 generc equivalent is
evailable on the BC2SM MAC list and the prescriber did not wrile "Bispansed as Written” (DAW) on the preseription, you must pay the

difference in cos! between the brand-name drug dispensec and the maximum slloweble cost for the generic plus the spplicable copay.

Covered services

Covered - 100% lzes plan copsy Covered ~ 75% legs plan copay

| "R only” drugs
Preseribed over-the-counter drugs ~ Covered - 100% less plan copay Covered ~ 75% lets plan copay
when covered by BCESM
State-controlied drugs Covered — 100% tegs pian copay Covered ~ 75% less plan copay
Dispusable needles and syringes ~ whan dispensed | Covered ~ 100% Jess plan copey for the | Covered - 75% less plan copay for the
with insulin or other coversd injectable legend drugs insulin or other coversd injeclable insulin or other covered injectable
Note: Mesdles and syringes have no copav. legend drug lecend drug
wail order {horme delivery) prescriplion crugs ~ Covered ~ 100% less plan copay Ne coverage

up to & 80-dey supply of medication by mail frorm
Medeo (ECESM network mall order previder)

Note: Over-the-counter (OTO) drugs are drugs that do net require 2 prescription uncer tederal law.

8 Preterred Px pharmacy in Michigan or 2 Medimpact pharmeacy outside Michigan, Medimpact is en
ces for Blue mernbers, A non-network phamacy ie 8 pharmacy NOT in ths

Note: A network pharmacy
indg pencent company providing pharmacy benelil servi
Prsferrad Rx or Medirmpac! networts,

orefion ang maapencen livenses of e

Blue Bhietd of Michizen s 2 ne




Features of your plan

Drug interchange and generic copay walver

Cenain drugs meay not be covered for fulure prescriptions if & suitable alternate arug
is icentified by BCESM, unless the prescribing physician demonstrates that the drup
is medically necessary. A llst of drugs that mey require authorizstion is avallable at
bebsm.com.

If your physician rewrltes your prescriplion for the recommended generic or OTC
alfernate orug, you will only have to pey & generic copay. If your physician rewrltes
your prescription for the recommended brang-name alternale drug, you will have to
pay & brand-name copay, In select cases BCESW may waive the initial copay after
your prescription has been rewritien, ECESM will natify vou it you are eligible for a
walver,

Quantity limits

Select drugs mey have limitetions relaled o cusn
prescription unless the prescribing physician obtain
A lis{ of these drugs is avsllable al bcbrm.com.

r
T BECESM,

Prescription drug preferred therapy

A step-therapy aporoach that encourages physicians 1o prescribe generic, generic
zllernative or over-the-counier medications before orescribing 8 more expensive
brand-name drug, Il applies only to prescriptions being filed for the first time of a
targeted medlcation,

Betfore filling your initial prescriplion for select, th~cost, branc-name drugs, the
pharmacy wili conlact your physiclan to sugges! 8 ganeric allernative, A list of sglact
brand-name drugs argeted for the preferred iha Sy program s available at
bebsm.zom, along with the preferred medications.

If our rfcams indicme you i%:ve already tried the preferres medication(s ), we will
authorize the presoription, If we nave no record of vou trying the preferred
mediczion(s), you may be fizble for the entire cost of the brend-name druc unless
youd first tny the preferred m n(s) of your nhysician obtging pricr zuthonzatic

from "Ci.:M These provision, 3c\ It mrg & brand-name drug g, whet
are dispensec by e retall phamrnacy or through 2 mall ordeq provider,

Optional riders

Rider RX-80, prescriplion drug 80-dey supply

pands rewsil coverage of prescription crugs to include &4 {o 90-Cay supplies
escriptions with days supply between 25 to B3-Cays are not coversd viz retall),
sublect to one membear copay, Reguires all retall 80-cay supplizs of medicstion
be obtained from & "90-Uay Retail Network™ provider,

Rider Cl, contraceptive injections

Rider PCD, prescription contraceptive devices
Rider PD-CM, prescriplicn contraceptive
medic zlons

Adds coverage for contraceptive injections, physician-prescribed contraceptive
devices such as diaphragms and [UDs, and "Rx only” oral or injectable contraceptive
medications,

Note: These riders are only avallabie ac part of @ prescrption drug package,

Ruders Clanc PCD are pert of your medical-surgical coverage, subject to the

same Osductibie and copay, If any, vou pay for medical-surgical services,

(Rider PCD waives the copay for services provided by & network provider.)

Riger PD-CM s par of your prescription drug coverage, subject to the same

copay you pay for prescrnption grugs, ]

Prel
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Delta Dental Premier
Summary of Dental Plan Benefits
For Group#0000755-0007
L'ANSE CREUSE PUBLIC SCHOOLS
This Summary of Dental Plan Benefits should be read in conjunction with vour Dental Care Certificate, Your De ntz) Care
Certificzie will provide you with edditional information about your Delta Dental plan, including information about plan

exclusions and limitatons. In the even! that you seek wreatment from a dentist that dms not participatc inany of Delta
Dental's programs, you may be responsible for more than the percentage indicated belo

Control Plan - Deltz Dental Plan of Michigan

Benefit Year - June | through May 31

Covered Services - Plan Pays I © You Pay

[ Class T Benefits

1Diagnostic and Preventive Services - Used 10 diagnose and/or prevent dental
shnormalives or disease (includes exerns, cleanings and ﬂuorzd ¢ trealments)
kmergency Pullivtive Treatment - Used to emporarily relieve pain

Radiographs - X-rays

Chass IT Benefits

iOral Surgery Services - Extractions end dental surgery, including preoperatve and -

- Used w wreat teeth with diseased or damaged nerves (for

exsmpie, root mnals}

Periodontic Services - Used to trear diseases of the gumg and supporting structures |-
of the eth
Relines and Repairs - Felines end repairs Lo bridges and dentores

Minor Restorative Services - Used (o repair teeth damaged by disease or injury (for
example, fllings)

Major Restarative Services - Used when leeth can’t be restored with another filling |-
material (for example, crowns)

Class I1I Benetits
Prosthodontic Services - Used to replace missing natural teeth (for example, bridees
and dentures)

Clags [V Benefits
{Or‘nhodontic Services {(to age 19) - Used 1o correct malposed teeth (for exzmple,
braces)
|

~ Oral exams, prophylaxes (cleanings), and flucride treatment (10 ace 19) are payable twice in any period of 12 consecutive
menths. ,

= Bitewing MX-rays are payable once in any period of 12 consecutive months and full mouth X-reys are payable once inany
five-year pfmod.

~ Cornposite resin (white) restorations and porcelain crovens are not Covered Services on posterior teeth,

~ Implants and rr] ed services are not Covered Services,

Customer Service Toll-Free Number: 800-482-8915

www.deltadentalmi.com
- } o

June 5, 2008

-
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Having Delta Dental coverage makes it easy for our enrollees o get dental care almost everywhere in the world! You can,
now receive expert denlal care when you're outside of the United States through our Passport Denta) program. This program
gives you access to the Inlernational SOS Assistance (1:50S) worldwide netwark of dentists and denta) clinics. English-
speaking [-SOS operstors are available around the clock to answer questions and help you schedule care. For more
information, check our Web site or contuet your benefils reprasentative (o get a copy of our Passport Dental information
sheet.

Maximum Payment + §1,000 per person lotal per benefit year on Class I, Class I and Class I Benefits. Delta Demal's
payment for Class TV Benefits will not exceed a lifeume maximum of $750 per eligible person,

Deductible - None,
Waiting Period - Employees who are eligible for dental benefits are covered on the first day of employment,

Eligible People « All Office Personnel of the Contractor and COBRA (Consolidated Omnibug Budget Reconciliation Act of
1662) enrollecs, if applicable,

Also eligible are your legal spouse and your dependent children,

~If you and your spouse are both eligible under this contract, you mav be enrolled as both a Subscriber on your own
apphication card and as & dependent on vour spouse's application card, Your dependent children may be enrolled on both
application cards as well, Delta Dental will coordinate benefits, The Contractor pays the full cost of this plan,

Benefits will cease on the Jast day of the month in which the employee is terminated,

Revising effective June 1, 2008 1o change Covered Services,

Customer Service Toll-Free Number: 800-482-8915

wew deltadentalm.com
June 5, 2008 ,
L




