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Renewal APPLICATION by CITY OF JONESBORO ARKANSAS

(hereinafter called "Policyholder')
For a Group Policy covering the employees of the Policyholder and the eligible dependents of such employees. The
Policyholder intends hereby to establish and maintain an employee benefit plan (the "Plan") for the Policyholder's employees
and eligible dependents, to contribute to the cost of the Plan, and to actively promote the Plan to the Policyholdeds employees

Street Address: 300 South Church Street

City,State,Zip: Jonesboro,AR,72401 County :Craighead

Mailing Address : (if different from street ) P O BOX 1845

City,State,Zip: Jonesboro,AR,72403

Telephone # - 870-9334640
Fax # -
Fed. Tax l.D # 71-6013749

Exec. Contact : Harold Perrin

Group Administrator : Dewayne Douglas E-Mail : ddouglas@jonesboro.org

E-[/ail

Primary SIC Code :9199 SIC Description:General Government, NEC

Business Type : Government

Agent : MADONNA LEE Agenfs Lic#:2'195777

Agent's Company : SUNSTAR INSURANCE OF ARKANSAS Agent's Tax lD :46-0800597

The Policyholder, as Plan Administrator, assumes responsibility for the accuracy of information presented to Arkansas Blue

Cross and Blue Shield CABCBS"), including all information on the employment status and eligibility of individuals to be covered

under the Plan, as well as medical information provided wiih respect to each such individual.The Policyholder agrees that if
misrepresentations are made in any of the information provided for rating or in this Group Application or any of the materials

submitted with it, including, but not limited to, individual applications and medical information, then ABCBS may cancel or
rescind this Group Policy. The Policyholder further agrees that if misrepresentations or false or misleading information is

presented in filing of any claims hereunder ('improper claims'), ABCBS may cancel or rescind the coverage of any individual

involved in presenting such a claim. Further, ABCBS may cancel or rescind the entire Group Policy if the Policyholder ot any

representative of the Policyholder knew or should have known of the improper claims, or if the Policyholder's action or inaction

contributed to presentation of improper claims.

The Policyholder hereby appoints the Board of Directors ("Board") ofArkansas Blue Cross and Blue Shield ("ABCBS"), as its

proxy lo act on its behalf at all meetings of members ofABCBS. This appointment shall include such persons as the Board

may designate by resolution to act on its behalf. This proxy gives the Board, or its designee, full power to vote for the

Policyholder on all matters that may be voted upon at any meeting.The annual meeting of Members is held each year at the

home oflice of ABCBS located at 601 S. Gaines Street, Little Rock, Arkansas, on the third Monday of March, at 1:00 p.m. lf
the third Monday of March is a legal holiday, then the meeting will be at the same time and place on the next day after, which

is not a lega! holiday. Aspecial meeting may be called upon nolice mailed not less than ten (10) or more than sixty (60) days
prior to such meeting.This proxy, unless revoked, shall remain in effect during the Policyholder's membership in ABCBS. The

Policyholder may revoke this proxy in writing by advising ABCBS, attention Legal Division, of such at least five (5) days prior to
any meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting.

POLICYHOLDER AS PLAN ADMINISTRATOR

PROXY

'10-102GRPAPP R05/18

GROUP INFORMATION

Legal Name Of Business: Clry OF JONESBORO ARKANSAS

O/B/A : CITY OF JONESBORO ARKANSAS



PREFERRED PROVIDER ORGANIZATION (PPO) PPO $700 deductible

Requestod Effective Date,P€ndlng ap?rcvalla : M!_i4
waiting Perlod Note :Effective Date is the first day of the month following the Waiting Period.
Date of Open Enrollment: December
ll a month is nol specified, the G@up's opon enrollhent will be tho rnonth pior lo lhe Groop's renewal dalo.

Maximum Dependent Age :26

Mandated Mental Health Parity :Yes

Please lndicate whether a HRA, or mechanisms utilized to reduce the employee's portion of health plan costs, is

either in place or planned to be purchased. No
Rates ofiered for this plan are contingent on assertions submitted by the insurance applicant (or its agent) that there
is no HRA or other funding mechanism in place, nor intent to purchase such an arangemenl. Upon evidence to the
contrary, the group health plan is subject to termination.

1 FULL TIME

0

30 Days e 71o/o Oe

oo/o endent 0%

ndent 7'l%

2 RETIREES

Deductible : $700

Family Deductible : 3

Colnsurance : 80%/60% ln-Network Calendar Year Coinsurance Max: $2,875/$8,625

Deductible r:No
Basis : Fulllllment

Family Calendar Year Coinsurance Max: 3

Out-of-Network Calendar Year Coinsurance Max :None/None

Traditional WellnessLifetime Maximum: Unlimited

100 DaMail Order Drug - 2x Co

PPO Optlonal Bsnefits:

Prescription Drug Rider Plan: $15/$40/$60 Standard Formulary With Step Therapy

Materniiy - Elected

Based on acluaial review, this druq benelit option is creditable to lhe standard Medicare Port D prescription coveruge.

Out Of Pocket Delinition : Embedded

Offlce Visit Co ent - $40

Supplemental Accidental Endorsement - Declined

Blue Card

ER Copayment -$100

lnpatient Copay - None

Arkansas Mandated Offer Benefit Riders:

You Must Elect or Reject Each Rider:

Substance Abuse - Re.iectMammography - Reject

Psychiatric Condition - Reject

'Rejection of the TMJ Benefit Rider means covered benefits provided to Covered Persons will not include

tem or craniomandibular disorders.oromandibular Joint disorders MJ

Term Life andAD&D through USAble Life is not Provided

Hearing Aid - Reject

BENEFIT SELECTION

10-102GRPAPP R05/18

Class Waiting Period

Nol6. The Ernplow musl pay a minimum ol50yo of lhe Employee Wmium. This Policy may be teminaled by lhe c.mpany il the
Policyholder fdils to contibute lhe porctnlego ol Employges' pramium spocified above.

Basis : Fulfillment

TMJ- - Reject



RATES - PPO $700 deductible

Two Tier Composite Total Premium Service Fee Total Amount

$496.26 $4.96 $501.22

Fami $1,066.16 $10,66 $1,076.82

lf there is an agent or broker involved in this coverage transaction they may receive compensation from
Arkansas Blue Cross and Blue Shield, or one of its afliliates, for his or her services related to the placement of
this coverage. Any such compensation is included in the premium paid by the covered person. For more

information on the compensation involved in this transaction, please direct your inquiry to the agent or broker.

Grandfather Status - Our records indicate that your health plan is grandfathered.

Please confirm if you agree with the grandfathered status as indicated above.

y' y"",1 agree with the status as shown.

_ No, I disagree with the status as shown because

10-102GRPAPP R05/18

Employee



RX ONLY Drug Only Custom

Requested Eftective Oate,Pendlng approval b: AlM
Waltlng Perlod Note :Effective Date is the first day of the month following the Waiting Period.
Oate of Open Enrollment: December
ll a i,onlh is nol spacifred, lhe Aroup's opon enrollment will bo lhe monlh prior lo the Grcup's ronewal dale.

Maximum Dependent Age: 26

Mandated Mental Health Pa True

Prescrl D Rlder Plan: S15/$40/$60 Standard Formula With Ste Th Mail Order Oru -2xC

Based on actuadal review, this benefit is creditable to lhe standard Medicare Paft D

7

Class 4 RX only ELECTEO OFFICIALS W20
YRS CNT SGRX

Employee 25% Oependent 0%

10-102GRPAPP R05i 18

BENEFIT SELECTION

Class Description ContributionPeriod

0 Oays



RATES - Drug Only Custom

one Tier Composite Total Premium Service Fee Total Amount

Employee $124.06 $1.25 $125.31

lf there is an agent or broker involved in this coverage transaction they may receive compensation from
Arkansas Blue Cross and Blue Shield, or one of its affiliates, for his or her services related to the placemenl of
this coverage. Any such compensation is included in the premium paid by the covered person. For more

information on the compensation involved in this transaction, please direct your inquiry to the agent or broker.

Grandfather Status - Our records indicate that your health plan is grandfathered.

Please confirm if you agree with the grandfathered status as lndlcated above.

y' Y.",1 agree with the status as shown.

_ No, I disagree with the status as shown because

'10-1o2GRPAPP R05/18



COBRA

Group health plans for employers with 20 or more employees on more than 50% of the business days in the
previous calendar year are subject to Cobra. Employers a.e required to provide qualified beneficiaries an election
period during which the beneficiary can elect to continue coverage under the guidelines. We offer the services of a
vendor, 'Wageworks", to assist you in administering Cobra (no additional cost).
Both full time and part time employees are counted to determine if a plan is subject lo Cobra. Each part-time

employee counts as a fraction of an employee, with the fraction equal to the number of hours worked divided by the
number of hours used to determine full lime status.r

(YesZJ (No_} As an employer, are you currently obligated by law to comply with COBRA?

(YesJ (NoyJ Do you want to use the services ot Wageworks?

(YesJ (No!4 f yes, are you qurrenlly contracting directly with Wageworks?

Medical Loss Ratio . The determinalion of Large and Small Groups is based upon the average number of
employees employed by the employer on business days during the preceding calendar year. The Public Health
Services Act 52791(e) provides

(1) The term .large employef means, in connection with a group health plan with respect to a calendar year and a
plan year, an employer who employed an average of at least 51 employees on business days during the preceding

calendar year and who employs at least 1 employee on the frsl day of the plan year.

(2) The term 'small employe/ means, in connection with a group health plan with respect to a calendar year and a

plan year, an employer who employed an average of at least 1 but not more lhan 50 employees on business days

during the preceding calendar year and who employs at least 1 employee on the first day of the plan year.

The policyholder is a :

Small Employer
Large Employer (if selected please check one of the following)

51-1OO Employees 

- 

101+ Employees y'

ln the event federal or state law requires the Company to rebate a portion of an annual premium payment, Company

will pay the Policyholder the total rebate applicable to the Policy, and Policyholder shall use the amount of the
rebate that is proportionate to the total amount of premium paid by all Employees under the policy for the benefit of
Employees in one of the following ways, at the option of the Policyholder:

1.For all Employees covered under any option offered under the policyholder's group health plan at the time ihe
rebate is received by the policyholder, to reduce the Employees' portion of premium for the subsequent policy year;

2-For Employees covered, at the time the rebate is received by the policyholder, under the group health plan option

for which the Company is providing a rebate, to reduce the Employees portion of premium for the subsequent policy

year;

3. A cash relund to Employees enrolled in the group heallh plan option , at the time the rebate is received by the
policyholder, lor which the company is providing a rebate; and
4.The reduction in future premium or the cash refund provided under paragraphs 1, 2 or 3 of this section may, at the

option of the policyholder, be: divided evenly among such Employees divided based on each Employee's actual

contributions to premium; or apportioned in a manner that reasonably reflects each Employee's contributions to
premium,

5.The portion of a rebate based upon former Employees' contributions lo premium must be aggregated and used for

ATTESTATIONS

1 COBRA Handbook 2009, 1T4.03[E][2]; 26 CFR Ss4.49808-2 CyA 5(e).
2 42 CFR 5411.170.

L Policvholder to Distribute and Account for Premium Rebates

10-102GRPAPP R05/18



the benerit of cunent Employees in the group health plan in any manner permitted by this section.
Policyholder will indemnify the Company in the event the Company sufiers any Iines , penalties or expenses,
including reasonable attomey's fees, due to the Policyholde/s failure to carry out its obligations under this Section L

of the Group Policy.

10-102GRPAPP R05/18



ln State )ut Of State

FullTime Employees enrolling (including lhose satisfying their waiting
period within 3 months after the effective date):

505

FulFTime Employees waiving (including those satisfying their waiting period

within 3 months after the efiective date):
74

COBRA Continuees (Enrolling)

Li{e ONLY Conlracts

Total Enrolling and Waiving

Part llme/Seasonal/Temporary Employees :

Total # of Employees

under the Medicare Secondary Payer Rules, it is the Employer's responsibility to annually inform
Arkansas glu€ Cross of proper employee counts for the purpose of determinlng payment priority
between Medlcare and Arkansas Blue Cross. Arkansas Blue Cross is requlred to furnlsh these counts lo
the Centers for Medicare and Medicaid Services (CMS).

Total

0

505

74

579

579

Minimum Number ot lnsured Employees. To meet large group enrollment guidelines a group must have at least fifty
one full-time enrolled employees.Groups whose enrollment subsequently drops below fifty-one enrolled must be rated as
small group upon renewal.

Minimum Participation Requirements. Employees covered through other comprehensive major medical-type

coverage may be waived from the eligibility count. 75% of all eligible employees without waivers must be insured, and no

less than 25% of the fulFtime employees must enroll.

This Policy may be terminated by the Company lf the number of lnsured Employees falls belory the mlnlmum
number of lnsured Employees specified above or lf the percentage of eligible Employees of the Policyholder
covered by the Pollcy becomes less than the percentage of Employee participation specified above.

Special Group Considerations Form# 23-2432

Special Group Considerations Form# 23-2'170

Special Group Conside?lions Form# 23-2242

Special Group Considerations Form# 23-2186

Special Group Considerations Form# 23-2232

Description:Contin for City Cnsl Mbrs and Elected Officials

Description:Continuation for Municipal Emps 55+

Description:$'l 00 ER co-pay

Description:no deductible carryover

Description:retiree elected ofiicials RX

EMPLOYEE INFORMATION
MINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS

10-102GRPAPP R05/18

Full-Time= means an active employee with a minimum of 30 hrs/week & 48 weeks/year.



This Application is made and delivered in the State ofArkansas and is governed by the laws ofArkansas and lhe
United Stales of America. This Application is incorporaled in and made a part of the Group Policy and Benefit
Certificate.
I hereby renew the above referenced coverage and agree the group insurance, subject to the terms and conditions of
the policies renewed, will take efiect as of the renewal date, provided this application is approved and the premium is
received by the home office ofArkansas Blue Cross and Blue Shield.l also understand that my signature below
represenls my agreement and acceptance of the premium rate schedule.

l. Pollcyholder

Signed at Jonesboro, AR
this _ day of November ,020

City of Jonesboro
[tull legal name of Policyholder]

By:
Harold Perrin

Authorized Signature

Mayor
Title or Position

2. Agent

I hereby certify that all of the information contained in this employer application is conect to the best of my
knowledge, and I know nothing unfavorable aboul this Ilrm or any individual proposed for coverage (except as noted

on the employee applications). I have complied with the undeMriting rules and regulations and have explained in

detail the coverage to the member firm and its employees including the preexisting condition limitations and the
qualifrcations of the effective date provisions. I understand thatArkansas Blue Cross and Blue Shield will have no

liability untilthis application has been approved and the premium is received.

y' t*ttt provide the applicant with a signed copy of this application.

_l have emailed the applicant a signed copy of this application.

2195777 I 46-0800597

Agent Signature

MADONNA LEE

lnsurance License # / Agency Fed. TaxlD #

Agent Printed Name Date

10-102GRPAPP R05/'18

SIGNATURES

Any person who knowingly presents a false or fraudulent clalm for payment of a loss or benefit or
knowingly presents false information in connectlon with an application for insurance is guilty of a crime
and may be subjecl to fines and confinement in prlson,

(City, State)

Printed Name



The Patient Protection and Affordable Care Act (PPACA) mandates a Summary of Beneflts and coverage (SBC)

document be created for every health insurance plan. An SBC that applies to this plan(s) can be found online at
www.arkansasbluecross.corn/esbc.After we receiye and process your signed contract, you may access the
SBC(S) for this plan by going to our SBC locator tool and entering the following unique identifier(s) into the SBC
locator:

249061

Groups with more than one plan type may have more than one link. You may download an electronic copy (PDF)

of the appropriate SBC(S) to fulllll distribution requirements as mandated by the Patient Protection and Afiordable
Care Act (PPACA).Copies of your SBC will also be available on Blueprint for Employers. A printed version is

available by calling your group service representative.

249060

10-102GRPAPP R05/18

SBC



@@
Arkansas
BlueCross BlueShield
a. hdsl*r l@ oi rb 3 m cc and 3iE si6rd !s*6rs

1'12t2020

Group Name: CITY OF JONESBORO ARKANSAS

300 South Church Street
Jonesboro ,AR 72401

Group Number: 011649

Please be advised that lhe current benefit you offer (PPO Custom,Drug Only Custom), meets the
minimum essential coverage requirements as defined in S 5000A of the lnternal Revenue Code
(employer-sponsored plan), and provides minimum value wilhin the meaning of S 368(cX2XC) (ii).

Efrecli\le 11112021, employers are required by law to inform their employees of coverage options under
the new health care law. You will find the compliant notification document at this link;
https://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/affordable-care-acufor-employers-and-
advisers/coverage-options-notice . Please distribute copies of this notice to all your employees.

lf you have any questions or concerns, please contact your agenl or an Arkansas Blue Cross
representative. We are happy to help you through the implementation of this new requirement

Proposal-lD : 62439

Dear Group Administrator:



@v
Arkansas

PkcJ::JlTe9Il*1 EMPLOYER APPLICATION

CITY OF JONESBORO ARKANSASRenewal APPLICATION
(hereinafter called "Policyholder")

For a Group Policy covering the employees of the Policyholder and the eligible dependents of such employees. The
Policyholder intends hereby to establish and maintain an employee benefit plan (the "Plan') for the Policyholder's employees
and eligible dependents, to contribute lo the cost of the Plan, and to actively promote the Plan to the Policyholde/s employees

Legal Name Of Business: CITY OF JONESBORO ARKANSAS
D/B/A : CITY OF JONESBORO ARKANSAS
StreetAddress: 300 South Church Street

City,State,Zip: Jonesboro,AR,72401 I County :Craighead
Mailing Address ; (if different from street ) P O BOX 1845

Citv.State.ZiD: JonesboroAR.72403
Telephone # - 870-933-4 0

Fax # -

Fp.i Trr I n d 71-601374q

E-Mail : ddouglas@onesboro.org
nExec

Primary SIC Code : 9199 SIC Description:General Government, NEC

Business Type : Government
Agent :MADONNA LEE

Agent's Company : SUNSTAR INSURANCE OF ARKANSAS Agent's Tax lD :46-0800597

The Policyholder, as Plan Administrator, assumes responsibility for the accuracy of information presented to Arkansas Blue
Cross and Blue Shield ('ABCBS), including all information on the employment status and eligibility of individuals to be covered
under the Plan, as well as medical information provided with respect to each such individual.The Policyholder agrees that if
misrepresentations are made in any of the information provided for rating or in this Group Application or any of the materials

submitted with it, including, but not limited to, individual applications and medical information, then ABCBS may cancel or
rescind this Group Policy. The Policyholder further agrees that if misrepresenlations or false or misleading information is
presented in Iiling of any claims hereunder ("improper claims'), ABCBS may cancel or rescind the coverage of any individual
involved in presenting such a claim. Furlher, ABCBS may cancel or rescind the entire Group Policy if the Policyholder or any
representative of the Policyholder knew or should have known of the improper claims, or if the Policyholder's action or inaction
mntributed to presenlation of improper claims,

COBRA - Group vision plans for employers with 20 or more employees on more than 50% of the business days in the
previous c€lendar year are subject to Cobra. Employers are required to provide qualified beneflciaries an election period

during which the beneficiary can elect to continue coverage under the guidelines.We offer lhe services of a vendor

"Wageworks", to assist you in administering Cobra (no additional cost).Both full time and part time employees are

counted to determine if a plan is subject to Cobra.Each part-time employee counts as a fraction ofan employee, with the
fraction equalto the number of hours worked divided by the number of hours used to determine full time status.

(Yesg (NoJAs an employer, are you currently obligated by law to comply with COBRA?

(Yesj(Nryl Do you want to use the services of Wageworks?

(Yes_)(NogJ lI yes, are you currently contracting directly with Wageworks?

GROUP INFORMATION

POLICYHOLDER AS PLAN ADMINISTRATOR

,10.105 GRPVISIONAPP R6/1 8

I E-t.,,t.it ,

Group Administrator : Dewayne Douglas

Agent's Lic#:2'195777

COBRA ADMINISTRATION



cle Lens: '12 Monthss

VOLUNTARY VISION VOLUNTARY VSP CHOICE PLAN GOLD

Customlzed Plan : No
Requested Effective Date,Pendlng approval ls: qXE!2921
Waitlng Perlod Note :Effectlve Date is the first day ofthe month tollowlng the Waltlng Perlod.
Date of Open Enrollment: 9gg9!!09!
lf a rronth is nol spacified, tha Group's open anrollment will b6 the month piot to the Group's rcnewal date.

Nole. Employer contribution is oyo to 49%.

Health Examination inclusive of Dialation: 12 Months

Frames:24 Months

contact Lsns Evaluatlon,Flttlng & Follow-up care: 12 Months

Contact in lieu of lasses): 12 Months

Eye Heallh Examination Copaymenl: $10 Spectacle Lens Copayment: $20

Contact Lens Evaluation, & Follow-U Care C ent: 15% discounU$60 max

Elective Contact Lenses :$150 Frame Allowance : NA

OutOf J'letwork Coverage

Eye Examination: Once 12 Months, $45 Frames: Once every 24 Months, $70

Spectacle Lens:

Bifocal/Progressive Lens: Once every 12 Months, $50

1 ALL FULL TII\,4E EI\,4PLOYEES

0

1 Month ndent 0%

dent 0%

oo/.

0%2 RETIREES

Mlnlmum Participation Rsqulrements and Mlnlmum Number of lnsured Employees: This policy may be

terminated by the Company if the number of insured Employees lalls below flve (5) insured Employees.

Necessa Contact Len

Slngle vlglon Lens: Once every '12 Months , $30

TrlfocalLens: Once every 12 Months, $65

Electlve Contact Lens: Once every 12 Months, $105

or : $210Med

Lentlcular Lens: Once every 12Months,$100

Tolal PremiumTwo Tier Composite

e

lf there is an agent or broker involved in this coverage transaction they may receive compensation from

Arkansas Blue Cross and Blue Shield, or one of its afliliates, for his or her services related to the placement oI
this coverage. Any such compensation is included in the premium paid by the covered person. For more

information on the compensation involved in this transaction, please direct your inquiry to the agent or broker.

Famil

$9.00

s21 .06

RATES -VOLUNTARYVSP CHOICE PLAN GOLD

1O.I06 GRPVISIONAPP R6i 18

BENEFIT SELECTION

Class Class Description Waiting Period



ln State t Of State

Full-Time Employees enrolling (including those satisfying their waiting
riod within 3 months after the effective date

371

Full-Tlme Employees waiving (including those satisfying their waiting period

within 3 months after the effective date
208

COBRA Continuees i

Full-llme= means an active em with a minimum of 30 hrs/week & 48

208

579

Total

371

Total Enrolling and Waiving:

Part Time/Seasonal/Temporary Employees

579

The Policyholder hereby appoinls the Board of Directors (.Board") ofArkansas Blue Cross and Blue Shield
('ABCBS'), as its proxy to act on its behalf at all meetings of members ofABCBS. This appointment shall include such
persons as the Board may designate by resolution lo act on its behalf. This proxy gives the Board, or its designee, full
power to vote for the Policyholder on all matters that may be voted upon at any meeting.The annual meeting of
Members is held each year at the home office ofABCBS located at 601 S. Gaines Street, Little Rock, Arkansas, on

the third Monday of March, at 1:00 p.m. lf the third Monday of March is a legal holiday, then the meeting will be at the

same lime and place on the next day after, which is not a legal holiday. A special meeting may be called upon notice

mailed not less than ten (10) or more than sixty (60) days prior to such meeting.This proxy, unless revoked, shall

remain in effect during the Policyholder's membership in ABCBS. The Policyholder may revoke this proxy in writing by

advising ABCBS, attention Legal Division, of such at least five (5) days prior to any meeting. The Policyholder may also

revoke its proxy by attending and voting in person at any Membe/s meeting."

EMPLOYEE INFORMATION
MINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REOUIREMENTS

PROXY

1O-106 GRPVISIONAPP R6/1 8

Total # of Employees:

This Policy may be terminated by the Company if the number of lnsured Employees falls below the mlnlmum
number of insured Employees specified above or if the percentage of eligible Employees of the Policyholder
covered by the Policy becomes less than the percentage of Employee participation specified above.



This Application is made and delivered in the State ofArkansas and is govemed by the laws ofArkansas and the

United States of America. This Application is incorporated in and made a part of the Group Policy and Benefit

Certificate.

I hereby renew the above referenced coverage and agree the group insurance, subject to the terms and conditions of
the policies renewed, will take effect as of the renewal date, provided this application is approved and the premium is

received by the home office ofArkansas Blue Cross and Blue Shield.l also understand thal my slgnature below
represents my agreoment and acceptance of the premium rate schedule.

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or
knowingly presents false information in connection with an application for insurance is guilty of a crime
and may be subject to fines and confinement in prison.

L Policyholder

Signed at Jonesboro, AR
(City, State)

City of Jonesboro

this day o1 Novembef zo20

full legal name of Policyholderl

Harold PerrinBy:

Authorized Signature Printed Name

Mayor
lltle or Position

2. Agent

I hereby certify that all of the information contained in this employer application is mrrect to the besl of my

knowledge, and I know nothing unfavorable about this firm or any individual proposed for coverage (except as noted

on the employee applications). I have complied with the underwriting rules and regulations and have explained in

detail the coverage to the member firm and its employees including the preexisting condition limitations and the
qualifications of the effective date provisions. I understand lhat Arkansas Blue Cross and Blue Shield will have no

liability untilthis application has been approved and the premium is received.

y' I will provide the applicant with a signed copy of this application

_l have emailed the applicant a signed copy of this application.

2195777 I 46-0800597

Agent Signature

MADONNA LEE

lnsurance License # / Agency Fed. TaxlD #

Agent Printed Name Date

SIGNATURES

1O-106 GRPVISIONAPP R6/18


