
El\'IPLOYER APPLICATION 

Arkansas 
DlueCross BlueShield Blues Enroll 

11-Janm,i<>i APPLICATION by: CITY OF JONESBORO 
. ···········-········· -········ 

(hereinafter called "Policyholder") 

itor a Group Policy covering the employees of the Policyholder and the eligible dependents Of such employees. The 
!PoHcyholder 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 Policyholder's employees. 

GROUP INFORMATION 
r. -·-·······--····--------···--·····--··--····--·-·····-·········-·····--·····--·--··-----·· 
1Legal Name of Business: CITY OF JONESBORO 

CITY OF JONESBORO 

!Street Address: 300 S Church Street 

State, Zip: Jonesboro , AR , 72401 /county: Craighead 

Address: (if different from Street) P O BOX 1845 

State, Zip: Jonesboro , AR , 72403 
fT eieph~ne #: 870-933-4640 -····· 

·········-····················· 
#:-

Contact: Harold Perrin hperrin@jonesboro.org 
,,,,,,,, __ ,, ____ ,__,,,___..., ______ ,,,,,,,_,,,,_ ... 

Administrator: GLORIA ROARK JE-Mail: groark@jonesboro.org 
······· ·--····· -

11-1nm"''" SIC Code: 9199 SIC Description: General Government, NEC 

Type: Government Entity 

!Agent Lie#: 
,.,.,,,,,,,~,,, 

!Agent's Company: Agent's Tax Id: 

POLICYHOLDER AS PLAN ADMINISTRATOR 

iThe Policyholder, as Plan Administrator, assumes responsibllil'J for the accuracy of information presented to Arkansas Blue 
Jcross and Blue Shield rABCBS"). including all information on the employment status and eligibility of individuals to be covered 
1underthe Plan, as well as medical information provided with respect to each such indMdual. 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 
lpresented in fifing of any claims hereunder rimproper 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 or any 
!representative of the Policyholder knew or should have known of the improper claims, or if the Policyholder's action or inaction 
jcontributed to presentation of improper claims. 

PROXY 
···----------·-·----------------------------------------------~--------------~-

iThe Policyholder hereby appoints the Board of Directors ("Board"} of Arkansas Blue Cross and Blue Shield rABCBS"), as its 
/proxy to act on its behalf at all meetings of members of ABCBS. This appointment shall include such persons as the Board 
imay 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 office of ABCBS located at 601 S. Gaines street. Little Rock, Arkansas, on the third Monday otMarch, at 1:00 p.m. lflhe 
ithlrd 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 
la 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 Policyholders 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 
iany meeting. The Policyholder may also revoke Its proxy by attending and voting in person at any Member's meeting. 
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BENEFIT SELECTION 

!PREFERRED PROVIDER ORGANIZATION (PPO) - PPO XXX - 1 

!REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 111/2016 
[Waiting Period Note:Effective Date is first of the month following the Waiting Period. 
iDate of Open Enrollment December 
!If a month is not specified, the Group's Op&n Enm!fm&nt will be /he month prior lo the Group's renewal dale. 

!Class !Class Description ·-·-- IWaltingP;ii~d···- ... fcontribufi;~---· .............................. . 
!",,_ _______ r-··················-.--·-······ . ····-··-······--······ ----------,--- ,,, _______ , ________ _ 
i1 time Month !Employee 71 % Dependent 71 % 

Jretirees ····· ··· ·· ···· ... _ - · ·· Days !Employee O % ..... ·Dependent O % 

············/ 

The Employer must pay a minimum of 50% of /he Employee premium. This Policy may be terminated by /1',e company if the P'D/ilCVJl!fJttJ,~r 
to contribute /he percentage of Employees' premi/Jm specified above. This minimum contribution requirement does not apply to k-1 

/Maximum Dependent Age 26 

!Mandated Mental Health Parity: Yes 
!Please Indicate 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 offered 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 arrangement Upon evidence to the contrary, the group health plan is subject to 
!termination. 

[coinsurance: · 

!In-Network Calendar Year Coinsurance Max: 

[Family Calendar Year Coinsurin~;·M;;;·-· 
,,,----~-------- ------------- --------------------~------· 

!Out-of-Network Calendar Year Coinsurance Max: 
/lifetime Maximum: · ··---·- ...... ,,,,_ /Unli;it;d·--
jTraditional Wellness 

··---------·--·---.. -·--~~---
[Pr;scription Drug Rid;;Plan: $151$35/SSf Standard.Form~la~·;ith st;pTh~rapy 

Order Drug - 2x Copay (90 days) 

on actuarial review, this drug benefit option is creditable to the standard Medicare Part D 
iDn~scnn1·1on coverage. 

[Maternity - Elected 

!SU!e>Plern,enl:al Accidental Endorsement - Declined 
···················----·····················---· 

Copayment - $100 
·----~----------------- ----·-·-----~------ --- --·----------,,-

!Arkansas Mandated Offer Benefit Riders: 

You Must Elect or Reject Each Rider: 

[Mammography - Reject 

JPsychiatric Condition - Reject 

!Hearing Aid·- Reject 

,, . ,, .. ·-~----~_..,.,,, ...... ·----·--·· ..... ·········---···--------··--· ............................ _ ......... . 
!Substance Abuse - Reject 

........................ 

iTMJ' - Reject 

j•Rejection of the TMJ Benefit Rider means covered benefits provided to Covered Persons will not include temporomaodibular 
!Joint disorders (TMJ) or craniomandibular disorders. 

!Term life and AD&D through USAble life is not Provided 
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RATES - PPO XXX-1 

1··········-----· 
i$854,51 

!If 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 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. 

lur.,.mcltather Status - Our records indicate that your health plan is grandfathered. 

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

I agree with the status as shown. 

No, I disagree with the status as shown because--------------------
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ATTESTATIONS 

llcoBRA 

) !Group health plans for employers with 20 or more employees on more than 50% of the business days in the previous 
I jcalendar year are subject to Cobra. Employers are required to provide qualified beneficiaries an election period during 1 
I iWhich the beneficiary can elect to continue coverage under the guidelines. We offer the services of a vendor, "Ceridian", i 
! Ito assist you in administering Cobra {no additional cost). I 
I !Both full lime and part time employees are counted to determine if a plan is subject to Cobra. Each part-time I 
i 1employee counts as a fraction of an employee, with the fraction equal to the number of hours worked divided by the i 
j !number of hours used to determine full time status. t I 

!j / 
I !(Yes..!:) (No_} As an employer, are you currently obligated by law to comply with COBRA? 
jJ 

J l(Yes~ (No_} Do you want to use the services of Ceridian? 
ll / 
I !{Yes_} (No_!) If yes, are you currently contracting directly with Ceridian? 
ii 
J 11 COBRA Handbook 2009, 1J4.03[E1(2J; 26 CFR §54.49806-2 Q/A 5(e). 
ll2 42 CFR §411170 
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j/ 
ii 
! !Medical Loss Ratio - The determination of Large and Small Groups is based upon the average number of employees 
i jemployed by the employer on business days during the proceeding calendar year The Public Health Services Act 
! .§2791(e) provides 
JI 

I 1(1) The term "large employer" means, in connection with a group health plan with respect to a calendar year and a plan 
l jyear, an employer who employed an average of at least 101 employees on business days during the preceding 
! 1calendar year and who employs at least 2 employees on the first day of the plan year, 
!1 
I• I !(2} The term "small employer" means, in connection with a group health plan with respect to a calendar year and a 
! jpla~ year. an em~oyer who employed an average of at least 1 but not more than 100 employees on business days 
! 1dunng the preceding calendar year and who employs at least 1 employee on the first day of the plan year, 

I !The policyholder is a L large employer __ small employer (check one). 

I IL Policyholder to Distribute and Account for Premium Rebates 
ii 

I l1n 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 
i !that is proportionate to the total amount of premium paid by all Employees under the policy for the benefit of 
I !Employees in one of the following ways, at the option of the Policyholder: 
I 11. For all Employees covered under any option offered under the policyholders group health plan at the time the rebate 
I iis received by the policyholder, to reduce the Employees' portion of premium for the subsequent policy year; 
I !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; 
i J3 A cash refund to Employees enrolled in the group health plan option, at the time the rebate is received by the 
I !policyholder, for which the Company is providing a rebate; and 
i /4. The reduction in future premium or the cash refund provided under paragraphs 1, 2 or 3 of this section may, at the 
I !option of the policyholder, be: divided evenly among such Employees; divided based on each Employee's actual i lcontr!butions to premium; or apportioned in a manner that reasonably reflects each Employee's contributions to 
, 1premturn. 
i /5 The portion of a rebate based upon former Employees' contributions to premium must be aggregated and used for 
I !the benefit of current Employees in the group health plan in any manner permitted by this section. 
! !Policyholder will indemnify the Company in the event the Company suffers any fines, penalties or expenses, including 
I !reasonable attorney's fees, due to the Policyholder's failure to carry out its obligations under this Section L of the 
j \Group Policy. 

,,,_,,, , , ,,, • ,,_,,,_,-~,_,,eMu-, • • ••••• ,,,_,,,,,~~--­
,_,_,,_,_,_,_,,_,,_,_,_,_, 
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EMPLOYEE INFORMATION 
MINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPAflmJ REQUIREMENTS. 

iiu~der the-Medicare Secondary Payer Rules, it is the Employer's responsibility to annually inform Arkansas I 
p
1
s1ue Cross of proper employee counts for the p.urpose. of determi~ing payment priority between Medicare f 

1,and Arkansas Blue Cross. Arkansas Blue Cross 1s required to furnish these counts to the Centers for I 
/ !Medicare and Medicaid Services (CMS). . · 

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

1 ONLY Contracts: 

j IT otal Enrolling and Waiving: 

I Time/Seasonalffemporary Employees: 
I r ······-······-····-·················-··················- . ············-······················· 

iJTotal#ofEmployees: _____ ····· -······ ····-··- ···--··-· _ _ 

!Minimum Number of Insured Employees. To meet large group enrollment guidelines a group must have at least fifty­
ione full-time enrolled employees. Groups whose enrollment subsequently drops below fifty-one enrolled must be rated as 
ia small group upon renewal. 
!Minimum Participation Requirements. Employees covered through other comprehensive major medical-type 
Jcoverage may be waived from the eligibility count 75% of all eligible employees without waivers must be insured, and no 
!less than 25% of the full-time employees must enroll. 
I 
!This Policy may be terminated by the Company if the number of insured Employees falls below the minimum 
!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. 

[special Group Considerations Form# 23-2170, Description Continuation for Municipal Emps 55+ -------···-··· 

Group Considerations Form# 23-2186, Description No Deductible Carryover 

Group Considerations Form# 23-2432, Description Contin for City Cnsl Mbrs & Elect Officials 

Group Considerations Form# 23-2242, Description $100 ER co-pay 

Group Considerations Form# 23-2232, Description retiree elected officials RX 
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SIGNATURES 

fThisApplication is made and delivered in the State of Arkansas and is governed by the laws of Arkansas and the United ! 
!States of America< This Application is incorporated in and made a part of the Group Policy and Benefit Certificate< i 
11 hereby renew the above referencel'fcoverag; and agiee the group insurance' subject to the terms and conditions of the ! 
jpolicies renewed, will take effect as of the renewal date, provided this application is approved and the premium is I 
ireceived by the home office of Arkansas Blue Cross and Blue Shield< I also understand that my signature below 1 

!represents my agreement and acceptance of the premium rate schedule. j 
person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly I 

presents false information in connection with an application for insurance is guilty of a crime and may be I 
subject to fines and confinement in prison. i 

<<< <<<<<«-<«<< < <<«<«<«<<<<-<-« «<««<<<<<«<<<«<«« < «<««<<<<««-«« <<« i 

l2. Agent 
/I hereby certify that all of the information contained in this employer application is correct to the best of my knowledge, 
!and I know nothing unfavorable about this firm or any individual proposed for coverage (except as noted on the employee l 
!applications}. I have complied with the underwriting rules and regulations and have explained in detail the coverage to I 
!the member firm and its employees including the preexisting condition limitations and the qualifications of the effective ! 
!date provisions. I understand that Arkansas Blue Cross and Blue Shield will have no liability until this application has 1 

ibeen approved and the premium is received. 

LL I will provide the applicartl with a signed copy of this 'l'l'~ation. 

---* have emailed the applicant a signed copy of this application. 

Insurance License# I Agency Fed< Tax ID# 
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jThe Patient Protection and Affordable Care Act {PPACA) mandates a Summary of Benefits 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.com/esbc. After we receive and process your signed contract, you may access the SBC(s) fur 
/this plan by going to our SBC locator tool and entering the following unique identifier(s} into the SBC locator: 

I 
i 10221516135674 
I 
jGroups with more than one plan type may have more than one link. You may download and electronic copy (PDF} of 
1the appropriate SBC{s} to fulfill distribution requirements as mandated by the Patient Protection and Affordable Care Act 
!(PPACA). A printed version is available by calling your group service representative. 
l 
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Arkansas El\'IPLOYER APPLICATION 

DlueC1·oss IllueShieJd 

!Ke11ewa1 APPLICATION by: City of Jonesboro Municipal Airport 

(hereinafter called "Policyholder") 

ifor 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 ·p1an") for the Policyholder's employees 
!and eligible dependents, to contribute to the cost of the Plan, and to aclively promote the Plan to the PolicyhOlder's employees. 

GROUP INFORMATION 
r·· . ·---···-------· ·---· 
1Legal Name of Business: CITY OF JONESBORO 

City of Jonesboro Municipal Airport 

fsir;ii.Addr;ss: 4116-Linb;~gh Driv;···· 

State, Zip: Jonesboro, AR, 72403 Craighead 

!Mailing Address: {if different from Street} P.O. Box 1293 
................... . .............................. ___ .................................................................................. .. 

State, Zip: Jonesboro, AR, 72403 

Type: Govemment Entity 

Lie#: 

Agent's Tax Id: 

POLICYHOLDER AS PLAN ADMINISTRATOR 

!The Policyholder, as Plan Administrator, assumes responsibility for the accuracy of information presentedto Arkansas Blue 
!Cross and Blue Shield ("ABCBS"); including au information on the employment status and eligibillty of individuals to be covered 
iunder the Plan, as well as medical information provided with respect to each sueh 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 
I submitted with it, including, but not limited to, individual applications and medical information, then ABCBS may cancel or 

· roup Policy. The Policyholder further agrees that If misrepresentations or false or misleading information is 
tiling 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 or 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. 

PROXY 
r:; ------·--............ ·------·-.. --...... ---·--··--··-.. ----- • ·-··--............. _ .......... . 
,Toe Policyholder hereby appoints the Board of Directors ("Board") of Arkansas Blue Cross and Blue Shield ("ABCBS~), as its 
!proxy to ad on its behalf at all meetings of members of ABCBS. This appointment shall Include such persons as the Board 
imay 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 office of ABCBS localed at 601 s. Gaines Street, Little Rock, Arkansas, on the third Monday of March, at 1:00 p.m. lfthe 
!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 
la legal holiday. A special meeting may be called upon notice mailed not less than ten (10) or more than sixty (60) days prior to 
isuch meeting. This proxy, unless revoked, shall remain in effect during the Pollcyholder's membership in ABCSS. The 
iPolicyholder may revoke this proxy in writing by advising ABCBS, attention Legal Division, of such at least five (5) days prior to 
\any meeting. Toe Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting. 

10-l02GRPAPP R04/15 



BENEFIT SELECTION 

!PREFERRED PROVIDER ORGANIZATION (PPO) - PPO XXX - 1 

EFFECTIVE DATE, PENDING APPROVAL IS: 11112016 
iting Period Note:Effective Date is first of the month following the Waiting Period. 

of Open Enrollment December 
Is not 11pecified, the Group's Open Enrol/lftent will be the month plior lo /he Group's renewal date. 

!Contribution 
--·-h,•• l"'"'''"''''"'"'------------------------~-

Full Time Employees lEmployee 71 % Dependent 71 % 

The Employer must pay a mini.mum of 50% oii1;;E;;;;,1;;yee premiui,. This Poli;y;;y be termin11tedbythe company if lhePolicyh;;iii,ri 
to contribute the percentage of Emp/oye11s' premium specified above. i 

··-···-·-·····--·····-······---······---·········· ... ·······--··· I 
/Maximum Dependent Age 26 I 
[iia~d-at;dMentalHealth Parity;·y;;· . . .. . : 

----,------------;----,-------- ~~ I 
[Pie~~ Indicate whether a HRA, or mechanisms utilized to reduce the employee's portion of health plan costs, is either in place or planned to be I 
!purchased. No i 
!Rates offered for this plan are contingent on assertions submitted by the insurance applicant (or its agent) tltat there ls no HRA or other I 
!funding mechanism in place, nor intent to purchase such an arrangement. Upon evidence to the contrary, the group health plan is subject to · 
!termination. 

\Deductible: 

JFamily Deductible: 
jCoinsuram::e: ·· ··· ·············· 

[In-Network Calenda;:-yearC;;insuranceMax: !$2000 

/Family Calendar Year Coinsurance IVlax: 

!Out.of-Network Calendar Year Coinsurance Max: · jNone 

!Basis: Fulfillment 

[Lifetime Maximum: · · · · 
-----------~--,,,~ ~·········· ·--·--·····--··········--·· ·······---················--······· ···························· 

!Traditional Wellness 
<, _,,~----------------------/#, __________ _ 
!Prescription Drug Rider Plan: $15/$35/$55 Standard Formulary with Step Therapy 

Order Drug - 2x Copay (90 days) 

[Based on actuarial revie~v, this drug benefit option is creditable to the standard Medicare Part D 
!prescription coverage. 

!PPO Optional Benefits: 

!Inpatient Copay - None 
............................. 

Visit Copayment - $35 .. [Mat~~nity . Elected 
·-·---· ······•·············•······ ----------------

Card !Supplemental Accidental Endorsement - Declined 

Copayment - $100 

!Arkansa~ Mandated Offer Benefit Riders: ·----

You Must Elect or Reject Each Rider: 

[Mammography - Reject 
r······-··---· ............. . 
JSubstance Abuse - Reject 

!Psychiatric Condition - Reject [iMi :Reject 
jHearing Aid - Reject ················· ··········· 

FRajection ~tlleTh!J Benefit Rider means'cove~edbenefi!s provided to Covered Persons will not include temporomandibular 
!Joint disorders (Tl,U) or cran!omandibular disorders. 
!f erm Life and AD&D through U SAble--··u····f-·e·····i·s· ·n-·o····t··· P····r··o··--v·i .. d .. e ··d 
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RATES- PPO XXX-1 

!Total Premium 
................................. .... ........... - ................ _,,,,,,. .. . ................... -............ . 

lS397.74 
.................................... IS854.51 

l!f there is an agent or broker involved in this coverage tian~action they m~y receive compensation from Arkansas Blue · 
!cross and Blue Shield, or one ofits affiliates, for his or her sef'lices related to the placement of this coverage. Any such 
Jcompensation 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. 

... ,,,, .. ,,__ ,,,,,,,,.,.,,,, __ ,,_,,,,,,, ,_,,,_,-,_,,_,,,_., ••• ...... ._,,-,_,=M-=--••" 

. ---------- --------------

I 
JGrandfather Status - Our records indicate that your health plan is grandfathered. 
I 
[Please confirm if you agree with the grandfathered status as indicated above, 

\_{Yes, I agree with the status as shown. 
I 
i 
t_ No, I disagree with the status as shown because--------------------
! 
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ATTESTATIONS 
1---/~-,-----··------------~--~ ~-------~--~--------------------------/------
1 l 
ii 
i!COBRA 
ll 

!I 
i !Group health plans for employers with 20 or more employees on more than 50% of the business days in the previous 
I !calendar year are subject to Cobra. Employers are 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, "Ceridian", ! 
i !to assist you in administering Cobra (no additional cost). ' 
i jBoth full time and part time employees are counted to determine if a plan is subject to Cobra. Each part-time 
/ jemployee counts as a fraction of an employee, with the fraction equal to the number of hours worked divided by the 
I /number of hours used to determine full time status. t 
l! 

/ j(Yes!".J (No_) As an employer, are you currently obligated by law to comply with COBRA? 
II 
/ j(Yes!'.) (No_} Do you want to use the services of Ceridian? 
I, . /. 
j j(Yes_} (No J{J If yes, are you currently contracting directly with Ceridian? 

11 
! 11 COBRA Handbook 2009, 1f4.03[E][2J; 26 CFR §54A98:0B-2 Q/A 5(e), 
i 12 42 CFR §411_ 170. 
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I 
l 
jMedical Loss Ratio • The determination of large and Small Groups is based upon the average number of employees 
iemployed by the employer on business days during the proceeding calendar year. The Public Health Services Act 
/§2791(e) provides 
l 
!(1) The term "large employer" means, in connection with a group health plan with respect to a calendar year and a plan 
1,·year, an employer who employed an average ofat least 101 employees on business days during the preceding 
calendar year and who employs at least 2 employees on the first day of the plan year, 

1(2) The term "small employer" 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 than 100 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 __ large employer _!:(small employer {check one). 

IL Policyholder to Distribute and Account for Premium Rebates 
' i 
hn the event federal or state law requires the Company to rebate a portion of an annual premium payment, Company 
lwill pay the Policyholder the total rebate applicable to the Policy, and Policyholder shall use the amount of the rebate 

1that 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 the rebate 
lis received by the policyholder, to reduce the Employees' portion of premium fur the subsequent policy year; 
12, For Employees covered, at the time the rebate is received by the policyholder, under the group health plan option for 
jWhich the Company is providing a rebate, to reduce the Employees' portion of premium fur the subsequent policy year; 
j3. A cash refund to Employees enrolled in the group health plan option, at the time the rebate is received by the 
ipo!icyholder, fur which the Company is providing a rebate; and 
14. 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 
I . 
1premmm. 
!5. The portion of a rebate based upon former Employees' contributions to premium must be aggregated and used for 
!the benefit of current Employees in the group health plan in any manner permitted by this section. 
/Policyholder will indemnify the Company in the event the Company suffers any fines, penalties or expenses, including 
jreasonable attorney's fees, due to the Policyholder's failure to carry out its obligations under this Section l of the 
!Group Policy. 

l0-102GRPAPP R04/l5 



EMPLOYEE INFORMATION 
MINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS . I 
.---· ·--· ... , .. :::::::::--=.:::::=::..:::::::::._ . ..::;;-----~------......... ::::::::.:::::: ____ ...... .:::::::..... ....... ..:::::::::::::=······---·---···-·=:=·-==:: ···············-·--··-----... ' I 
!Under the Medicare Secondary Payer Rules, it is the Employer's responsibility to annually inform Arkansas ! ! 
!Blue Cross of proper employee counts for the purpose of determining payment priority between Medicare Ii 
,~md Arkansas Blue Cross. Arkansas Blue Cross is required to furnish these counts to the Centers for Ii 
,Medicare and Medicaid Services (CMS). j \ 

Full-Time::: means an active employee with a minimum of 30 hrstweek & 48 weeks/year !fn.stif;·-· !o.ii;'f~ .. lrotal. ·········· I: 
Jl jFull-Time Employees enrolling (including those satisfying their waitingperiodwithini 

1months after the effective date): 

fi=~i-nmeEmpioyees·w~Mng Onciuding th~;sai1iryingt11eii waiting-period wtthin3 .. 
!months after the effective date): 

Enrolling and Waiving: 

Time/Seasonal/Temporary Employees : 

# of Employees: 

, ................... !! 
J! 
!l 

,_\\ 
Ii 
JI 

, ................... !! 
Ii 
It 

I II ,,,,,,,,,,,,,,,,,,,~ .. ,,., ........ ,, .. /_/,// ____ , ________________ /_/ ---«--' ! 

!Minimum Number of Insured Employees. To meet large group enrollment guidelines a group must have at leastfifty- .. , 
!one full-time enrolled employees. Groups whose enrollment subsequently drops below fifty-one enrolled must be rated as i 
/a small group upon renewal. j 
IMinlmum 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 I 
!less than 25% of the full-time employees must enroll. ! 
I . 

' 
!This Policy may be terminated by the Company if the number of insured Employees falls below lhe minimum 
!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. 

,...,.,,,,..,,,..,, Group Considerations form# 23-2186, Description no deductible carryover 

Group Considerations Form# 23-2242, Description $100 ER co-pay 
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SIGNATURES 

· Application is made and delivered in the State of Arkansas and is governed by the laws of Arkansas and the United 
es of America. This Application is inc-0rporated in and made a part of the Group Policy and Benefit Certificate. 

ii heiebyr;ne;the.abo;e-raferenced 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 
1received by the home office of Arkansas Blue Cross and Blue Shield. I also understand that my signature below 
!represents my agreement and acceptance of the premium rate schedule. 

!1 urn:ieistand-the ure and.Accid;ntaloeaiha;o1smemberment co;ra9eis p;o~decithrough apolicyissuediothe 
!Trustee of the USAble Life Group Insurance Trust, and I hereby renew participation in said trust, which is insured by 
!USAble Life. A copy of the trust policy is maintained in USAble Life's home office in Little Rock, Arkansas and is 
!subject to examination by participating employers 

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 conffnement in prison. 
J1. Policyholder·)· ... . ... 

I Signed at1_, onesboro, .g(?, this )lf1H day of __ o ...... e ...... e-...J. __ 2015> 
..... C ..... 1_J}4-.:a.i--.,,.:f)_~~ \"""-' )o(C;:...nil:y-!,;!.p s"'"'sb.c.i.te~) i,...ll~ ........ m..,._._ ___ [full legal name of Policyholder} 

12. Agent 
!I hereby certify that all of the information contained in this employer application is correct to the best of my knowledge, 
!and I know nothing unfavorable about this firm or any individual proposed for coverage (except as noted on the employee 
!applications). l have complied with the underwriting rules and regulations and have exptained 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 that Arkansas Blue Cross and Blue Shield will have no liability until this application has 
Jbeen approved and the premium is received. 

~ I will provide the applicant with a si,ined copy of this application. 

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

A1'£~ntSignmilre - lnsu!t:..:l~•~Fed TsxlD# 
"TJ-.t;I C. ~~V,>o:t'.} 

Agent Print Name 
10-2..8- YJIS-

Date 
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!The Patient Protection and Affordable Care Act (PPACA) mandates a Summary of Benefits and Coverage (SBC) 
idocument be created for every health insurance plan. An SBC that applies to this plan(s) can be found online at 
1www.arkansasbluecross.com/esbc. After we receive and process your signed contract, you may access the S8C{s) for 
!this plan by going to our SBC locator tool and entering the following unique identifier(s) into the SBC locator: 
' 

10221516432655 

!Groups with more than one plan type may have more than one link. You may download and electronic copy (PDF) of 
lthe appropriate SBC{s) to fulfill distribution requirements as mandated by the Patient Protection and Affordable Care Act 
/(PPACA), A printed version is available by calling your group service representative. 
I 
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EIYIPLOYER APPLICATION 

Arkansas 
IllueC1·oss DlueSbield 

,-·-----·-·----·----------····--·------------------------·------·------·----------·--··----·---------·--
1Renewal APPLICATION by: CITY OF JONESBORO 

(hereinafter called "Policyholder"} 

a Group Policy covering the employees oflhe Policyholder and the eligible dependents of such employees. The 
iPollc:vhofrtP.r intends hereby to establish and maintain an employee benefit plan (the •ptan") for the Policyholders employees 

eligible dependents, to contribute to the cost of the Plan, and to actively promote the Plan to the Policyholder's employees 

GROUP INFORMATION 

fL;g~I Name oi'Business: CITY OF JONESBORO 
ID/8/A: CITY OF JONESBORO . ·············--------·--· 

Address: 300 S Church Street 

State, Zip: Jonesboro, AR, 72401 Craighead 
--················ ---··-·-----··················--·------·--.. ··················-----------

IMailing Address: (if different from Street) PO BOX 1845 
. , , ~--------~-- ·······--·--···""""---·--·····----··------·--·---··--·····--····· .. . .. ··--··········--······ 
!City, State, Zip: Jonesboro , AR , 72403 

Tax W #: 71-6013749 

Contact: Harold Perrin hperrin@jonesboro.org 
jGroup Administrator: GLORIA ROARK [E:M;ff: g~;.i'ik@jo;esboro.org .............. - . 

SIC Code: 9199 SIC Description: General Government, NEC 

Type: Government Entity 
?-~-------,--,w~---~~-~-- ,,,,,,,,_,_,,__,,,,,,,_,, 
!Agent: 

Company: Agent's Tax Id: 

POLICYHOLDER AS PLAN ADMINISTRATOR 
-------------------------------------------·· ---------------------

e 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 
iunderthe Plan, as well as medical information provided with respect to each sueh lndMduat Toe 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 indMdual 
linvorved in presenting such a claim. Further, 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 
\contributed to presentation of improper claims. 

PROXY 

!The Policyholder hereby appoints the Board of Directors rBoard"} of Arkansas Blue Cross and Blue Shield ("'ABCBS~). as its 
!proxy to act on its behalf at all meetings of members of ABCBS. 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 
ihome office of ABCBS located at 601 s. Gaines Street, Little Rock, Arkansas. on the third Monday of March, at 1:00 p.m. lfthe 
!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 Members meeting. 
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BENEFIT SELECTION 

!RX ONLY - medi-pak supplement 
r:--------,,.,,,, __ ,,,,,,,,_,,,,,,,, __ ,,,,, _,.,,,,,,,,_,, ... ,.,.,,,.,,,. ,,,.,,,,,,,,.,,,,,_ .,,, ··--,.·· 
iREQUESTEO EFFECTIVE DATE, PENDING APPROVAL IS: 1/112016 
jWaiting Period Note:Effective Date is first of the month following the Waiting Period. 
iDate of Open Enrollment December 
l1t a mcmlh is oot specified, the Group'a Open Enrollment wf/1 be the month pfior to the Group's renewal date . 

!Class JClass Description 

14 
! 

!med supp elected officials w20 
!Yrs cnt sc-rx 

!Waiting Period 

io Days 
' 

!Contribution 

!Employee 25 % 
! 

........ ,.,, .......... ,,,,., .......•.•.•.•••.. , ........................... , 

Dependent O % 

JNote: The Emp/oyer"roustp;y;minimum of 50%~fthe,Employee premium This Po/icym;;yb;t;7:;,;1~iid byfueco;:,,pa~y if tile Po!ic"iirAoor I 
jfai/s to contribute the percentage of Employees' premium specified above. I 
!Maxi;u;D~pe,nd;;tAg;;·2s-- ,,,,,,_,,,, ,, .. ___ ,_,,,__ ..... .. ,,.,, I 
' ~ ~- - -~ ------------------------·---·. ..,.,,,,,.,,_,,, ______ . 

!Mandated Mental Health Parity: Yes 

fp;;sc~iptionDrug 'iiw;;ii,;0~$15/$35/$55, St~nciard,Formularywith,Step Therapy:,Mail. oid;r Dr~g-~·:bcCop~'iifo 
jd8'/S) 
!Based on actuarial review, thisrJrug benefit option is creditable to the stenderrJ Medicare Paff D prescription coverage. 

-·--,-·•· ,,,, ... 1 
I 
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RATES· medi-pak supplement 

Premium 
j:&98.15 

lit 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 placement of this coverage. Any such 
!compensation is included in the premium paid by the covered person. For more information on the compensation 
1involved in this transaction, please direct your inquiry to the agent or broker. 

,-,,,,,,,,·,,,,.,,.,, ... , ! 1-····-·,,·--""'"·--·"··--« 

f 

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

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

!~Yes, I agree with the status as shown. 

I_ No, I disagree with the status as shown because--------------------
1 
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ATTESTATIONS 
·---·------------------·-·····--·-----------------------······-·-·------·-·----·---l (""""""'" 
l! 

llcoBRA 

) !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 are required to provide qualified beneficiaries an election period during . 
I (which the beneficiary can elect to continue coverage under the guidelines. We offer the sel\lices of a vendor, "Ceridian", I 
! !to assist you in administering Cobra (no additional cost). i 
! !Both full time and part time employees are counted to determine if a plan is subject to Cobra. Each part-time I 

! !employee counts as a fraction of an employee, with the fraction equal to the number of hours worked divided by the 
I !number of hours used to determine full time status. 1 

ii 

I i{Yes!':'.) (No_} As an employer, are you currently obligated by law to comply with COBRA? 
II 
I /{YesKJ (No_} Do you want to use the services of Ceridian? 

I !{Yes_} (No!] If yes, are you currently contracting directly with Ceridian? 
ii 
I 11 COBRA Handbook 2009, 1i4.03[E][2]; 26 CFR §54.4980B-2 Q/A 5(e). 
I !2 42 CFR §411 170. 
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' 

\Medical Loss Ratio - The determination of Large and Small Groups is based upon the average number of employees 
!employed by the employer on business days during the proceeding calendar year The Public Health Services Act 
/§2791(e) provides 

I 
!(1) The term "large employer" means, in connection with a group health plan with respect to a calendar year and a plan 
jyear, an employer who employed an average of at least 101 employees on business days during the preceding 
!calendar year and who employs at least 2 employees on the first day of the plan year. 

J(2) The term "small employer" 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 than 100 employees on business days 
jduring the preceding calendar year and who employs at least 1 employee on the first day of the plan year, 

~he policyholder is a ~large employer __ small employer (check one) 

\L. Policyholder to Distribute and Account for Premium Rebates 
! 
!In 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 
jthat 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 an Employees covered under any option offered under the policyholder's group health plan at the time the rebate 
iis received by the policyholder, to reduce the Employees' portion of premium for the subsequent policy year; 
j2. 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 refund to Employees enrolled in the group health plan option, at the time the rebate is received by the 
!policyholder, for 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 policyhotder, be: dMded 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. 
iii The portion of a rebate based upon former Employees' contributions to premium must be aggregated and used for 
ithe benefit of current Employees in the group health plan in any manner permitted by this section_ 
!Policyholder will indemnify the Company in the event the Company suffers any fines, penalties or expenses, including 
!reasonable attorney's fees, due to the Policyholder's failure to carry out its obligations under this Section L of the 
!Group Policy, 
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EMPLOYEE INFORMATION 
MINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS. 

--------------·--···--i !Under the Medicare Secondary Payer Rules, it is the Employer's responsibility to annually inform A~iu;nsar. · j 
I !Blue Cross of proper employee counts for the purpose of determining payment priority between Medicare :, .. ; 
I /and Arkansas Blue Cross. Arkansas Blue Cross is required to furnish these counts to the Centers for • 
I !Medicare and Medicaid Services (CMS}. I Full-Time= means an active employee With a minimum of 30 hrsmeek & 48 weeks/year 

! !Full-Time Employees enrolling (including those satisfying their waiting period within 3 
i I months after the effective date): 

lln State !Out of State · !Total 

·······1 
i 

I,.---------------·-----------· --------------------·--·-- ------·----------·--· .... ·----·----
' 1Full-Time Employees waiving (including those satisfying their waiting period within 3 
I )months after the effective date): 

i !COBRA Continuees (Enrolling): ,~----- .......... ---------------·--········· ---·········--·-· ---·--··········· ...................... .. 

ONLY Contracts: 

, Enrolling and Waiving: 

I Time/Seasonalff emporary Employees : I 
I . ·----·---------·--------·-----------------·-- -·-------------·--·----·--·----·--·--· -----------·---· · .......... , ....... J 

I !Total # of Employees: -·--- --------·--·-- ---·-- --·--·---··--·---·-------- ··-··-- -·------·--···------· J ···--·-- .. · ·---·· J -------------------------~~--
umber of Insured Employees. To meet large group enrollment guidelines a group must have at least fifty-

e full-time enrolled employees. Groups whose enrollment subsequently drops below fifty-one enrolled must be rated as 
a 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 full-time employees must enroll. 

' jThis Policy may be terminated by the Company if the number of insured Employees falls below the minimum 
lnumber 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. 

!Special Group Considerations Form# 23-2232, Description retiree elected officials RX 
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SIGNATURES 
;!""'-----------------·-----------------··----------~,·-----~-·----------·-----·--···-------------------' 

· · · · made and delivered in the State of Arkansas and is governed by the laws of Arkansas and the United I 
America. This Application is incorporated in and made a part of the Group Policy and Benefit Certificate. I 

Jihereby;inewthe above;ere;;;..~edcove;age ;nci.a"gree the group insurance, subjecttoihe terms and conditions or the I 
/policies renewed, will take effect as of the renewal date, provided this application is approved and the premium is · 
!received by the home office of Arkansas Blue Cross and Blue Shield. I also understand that my signature below 
!represents my agreement and acceptance of the premium rate schedule. 1 
/Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly I 
I presents false information in connection with an application for insurance is guilty of a crime and may be l 
1 subject to fines and confinement in prison. i 

---------·----··-····-· ·---------~----,------- -·-- . ------- ,,,_ I 

12. Agent 
11 hereby certify that all of the information contained in this employer application is correct to the best of my knowledge, i 
!and I know nothing unfavorable about this firm or any individual proposed for coverage (except as noted on the employee 'I 

lapplications). 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 I 
ldate provisions. I understand that Arkansas Blue Cross and Blue Shield will have no liability until this application has ' 
!been approved and the premium is received. 

ILi will prn,We th• applicant with , signed copy of !his ap~ica!ion. 
! . 

' I have emailed the applicant a signed copy of this application. 

:Jj..4~- - iz.s90S 
Agent Signature Insurance License # I Agency Fed Tax ID# 

Dat1\& C. J:'"ev-avs.ot\ I 0- '2. '0-2-QIS-
Agent Printed Name Date 
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El\,'.IPLOYER APPLICATION 

Arkansas 
BlueC1•oss BlueShield Blues Enroll 

'Ronow:11 APPLICATION by: CITY OF JONESBORO URBAN RENEWAL HOUSING 

(hereinafter called ''Policyholder") 

itora"ciroupP01101coverinoitie emptoyeesotthe iioricyholder and the eligible dependents of such employees. TM 
!Policyholder intends hereby to establish and maintain an employee benefit plan (the "Plan") for the Policyholders employees 
iand eligible dependents, to contribute to the cost ofthe Plan, and to actively promote the Plan to the Policyholders employees. 

GROUP INFORMATION 

!Legal Name of Business: CllY OF JONESBORO 

CITY OF JONESBORO URBAN RENEWAL HOUSING 
•·················•······ 

Address: 330 Union Street 

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

/Mailing Address: (if different from Street) 330 Union Street 

State, Zip: Jonesboro, AR, 72401 

iTelephone i 870-935-9800 · 

#:­
!Fed. Tax LO#: 71-0024703 

Contact iE-Mail: 
,-····-·····-Ad·······m······i-·n····i·s···1-·r-·a···1··-o·r···: · ·J····a···n·····i·c····e······G······r-·i·s····s···u····m···········-·················-·-····-· :E-Mail: 

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

!Business Type: Government Entity 

iAgeni;s Li~ ,:· 

··················•·················· 

·-········-------------················· 
Company: Agent's Tax Id: 

POLICYHOLDER AS PLAN ADMINISTRATOR 

Ff11e iioi1cvtio1c1ei:·as iiianAciministrator. assumes resrionsibi"1if1 tort11eaccu.racvoiinioimaiioniresenteci"to Aikansaseiue 
iCross and Blue Shield ("ABCBS"), including au information on the employment status and eligibility of indMduals to be covered , 
iunderthe Plan, as well as medical information provided with respect to each such indiVidual. The Policyholder agrees that if · 
!misrepresenta!!ons are made in any of the information provided for rating or in this Group Application or any of the materials 
tsubmitted with it, lncludlng, but not limited to, Individual applications and medical Information, then ABCBS may cancel or 
!rescind this Group Polley. The Policyholder further agrees that if misrepresentations or false or misleading information is 
;presented in filing of any claims hereunder ("improper claimstj), ABCBS may cancel or rescind the coverage of any individual 
)imolved in presenting such a claim. Further, ABCBS may cancel or rescind the entire Group Policy lfihe Policyholder or any 
!representa!lve of the Policyholder knew or should have known of1he improper Claims, or if1he Policyholders action or inaction 
!contributed to presentation of Improper claims, 

PROXY 
,.,,,,. _ _,,,,,,,,,,,,,,.,,,, 

!Toe Policyholder hereby appoints the Board of Directors rsoarcn of Arkansas Blue Gross and Blue Shield C''.ll.BCBS"), as Its 
!proxy to act on Its behalf at all meetings of members of ABCBS. 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 
iPolicyholder on all matters that may be voted upon at any meeting. The annual meeting of Members is held each year at the 
[home office of ABCBS located at 601 S. Gaines Street, Little Rock, Arkansas, on the third Monday of March, at 1:00 p.m. If 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 
ia legal holiday. A special meeting may be called upon notice mailed not less than ten (1 O) or more than sildV (60) days prlorto 
[such meeting. This proxy, unless revoked, shall remain In effect during the Policyholders membership in ABCBS. The 
IPol!cyholder 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. 
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BENEFIT SELECTION -----------~-----------------,--- .. ,,.,, .. ,,,,,,,,,,,,, ...... _________ , __________ _ 
!PREFERRED PROVIDER ORGArtll.ATION {PPO) • PPO XXX - 1 

ESTED EFFECTIVE DATE, PENDING APPROVAL IS: 111/2016 
g Period Note:Effecti>.re Date is first of the month following the Waiting Period. 
f Open Enrollment December 

a 11rol'lfh is mx specified, the Group's Open Entollment 11>'iil be lhe month p,ior m the Group's renewal dale. 

. ;contribution 
.•. ., . ., ••.•................. 

,rf11f!(lll:JVl'!'8 71 % 

l~{ete: The Employer must pay a minimum of 50% of the Employee premi1Jf1'1. This Policy ff/81/ be rermmeterJ by the 
Jfai/s to contribute the percentag& of Employees' premium specified above. 

!Maximum Dependent Age 26 

!Mandated Mental Health Parity: Yes 
,,,,,,,,,,, ,_,,,,,,,,,, 

/Please Indicate whether a HRA or mechanisms u:!illzed to reduce the employee's portion of health plan costs, is el!iler in place or planned to be 
!purchased. ffo 
lRaie$ offered for this plan are contingent on assertions submitted by the insurance appflcant (or «li agent) that there is no HRA or other 
ltunding mechanism in place, nor intent to purchase such an arrangement Upon evidence to the contrary, the group health plan is subject to 
!terminatiOn. 

!Deductible: ·· ·· i,soo 
!Family Deductible: 
1-,,~,, ---------·--

!Coinsurance: 

!In-Network Calendar Year Coinsurance Max: 

!80%/60% 

ls2000 

jFamily Calendar Year Coinsurance Max: 

[Out-of-Network Calendar Year Coinsurance Max: !None 
········--······················1unlimited r --·-----·--·· .... ,,,,,,_,,,,,_.,, ... .---,,~ 

!Lifetime Maximum: 
!Traditional Wellness · 

.. . .,., ........ , ;,:;·;, :;;:,:,::::::,.:. ·:::;,:::.=,::::,:.·,:.: .. ::,:,:::: .. ,: .. ,. ,.,., ........ , :.,. 
jDeduciible Carryover: No 

!Basis: Fulfillment 

[Basis: Fulfillment 

!PrescripiionDru!JRiderPlan: s151s351$55 stariciaict~rmuiary-,;~ti stepTue;apy-­
Order Drug - 2x Copay (90 days} 

IBased on actuarial review, this drug benefit option is creditable to the standard Medicare Part D 
!prescription coverage. 

Optional Benefits: 

/Inpatient Copay - None 

;office Visit Copayment - $35 
!Blue Card 

/Arkansas Mandated Offer Benefit Riders; 

("'"' 

!Maternity - Elected 

lsupplemeniaikcidintalEndorsement- Declined 
!ER copayment - s100 ... . . 

You Must Elect or Reject Each Rider: 

JM.umnography -Reject 

[Psychiatric Condition - Reject 

/Hea;ing Aid=ReJe~i 
[TMJ~ -Reject 

f'Rtljection of the TMJ 5enefd: Rider means covered benefit& provided to Covered Persoflcs wift not include temporomandit:ular 
!Joint disorders {TMJ) er craniomamlibular disorders. 

:Term Life and AD&D through USAbl·e····----L···ifi ... e ...... i .. s ..... n .. ot Provided 
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Total Premium 

i:!i397.74 
, ,-, _,,,,, ,,,N,,,,,,,,,,_,, _, 

$854.51 

llf 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 seivices 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. 

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

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

l_ives, I agree with the status as shown. 

i- No, I disagree with the status as shown because-------------------
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ATTESTATIONS 
,,,,,,.,,,,--·-··--

1: coBRA 
q 

! !Group health plans fur employers with 20 or more employees on more than 50% of the business days in the previous 
! !calendar year are subject to Cobra. Employers are 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, ''Ceridian", 
' !to assist you in administering Cobra (no additional cost). 
i !Both fufl time and part time employees are counted to determine if a plan is subject to Cobra. Each part-time 
I !employee counts as a fraction of an employee, with the fraction equal to the number of hours worked divided by the 
i !number of hours used to determine full time status. i 

I !(Yes~ (No_) As an employer, are you currently obligated by law to comply with COBRA? 

I J(Yes~ {No_} Do you want to use the services of Ceridian? 

J l(Yes_} (No V, If yes, are you currently contracting direcily with Ceridian? 

I I 1 COBRA Handbook 2009, 1(4.03[E][2]: 26 CFR §54.49808-2 Q/A 5{e). 
I !2 42 CFR §411.170. 
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-------------

[Medicol Loss Ratio • The determination of Large and Smail Groups is based upon the average number of employees 
/employed by the employer on business days during the proceeding calendar year, The Public Health Services Act 
/§2791(e) provides 
I 
i(1) The term "large employer" means, in connection with a group health plan with respect to a calendar year and a plan 
iyear, an employer who employed an average of at least 101 employees on business days during the preceding 
/calendar year and who employs at least 2 employees on the first day of the plan year. 

1(2) The term "small employer'' 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 than 100 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 __ large employer ./ small employer (check one). 

Poli holder to Distribute and Account for Premium Rebates 

the event federal or state law requires the Company to rebate a portion of an annual premium payment, Company 
the Policyholder the total rebate applicable to the Policy, and Policyholder shall use the amounl of the rebate 

!that is proportionate to the total amount of premium paid by all Employees under the policy for the benefit of 
I Employees in one ol the following ways, at the option of the Policyholder: 
i 1. For all Employees covered under any option offered under the policyholders group health plan at the time the rebate 
/is received by the policyholder, to reduce the Employees' portion of premium for the subsequent policy year; 
12. For Employees covered, at the time the rebate is recei'\/ed by the policyholder, under the group health plan option for 
iwhich the Company is providing a rebate, to reduce the Employees' portion of premium for the subsequent policy year; 
!3. A cash refund to Employees enrolled in the group health plan option, at the time the rebate is received by the 
I policyholder, for which the Company is providing a rebate; and 
14. The reduction in future premium or the cash refund provided under paragraphs 1, 2 or 3 of this section may, at the 
!option olthe 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 conlributions to 
!premium_ 
15- The portion of a rebate based upon former Employees' contributions to premium must be aggregated and used fur 
lthe benefit of current Employees in the group health plan in any manner permitted by this section. 
!Policyholder will indemnify the Company in the event the Company suffers any fines, penalties or expenses, including 
!reasonable attorney's fees, due to the Policyholder's failure to carry out its obligations under this Section L of the 
!Group Policy. 
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---------··---------------
EMPLOYEE INF'ORMATIOU ' " , , ,_ , 
MINIMUM NUMBER OF IHSUREO EMPLOYEES & MIMIMUr..t PARTICIPATIOH REQUIREMEHTS. 

Under the Medicare Secondary Payer Rules, It Is the !Emproyers responsibility fD annually lnfonn Arkansas 
Blue Cross of proper employee counts for the purpose of determining payment priority between Medicare 
and Arkansas Blue Cross. Arkansas Blue Cross is required to furnish these counts to tho Cantors for 
Medicare and Medicaid Saivlces (CMS). 
I Fun.Time= means an active employ&& wl1h a minimum 0130 hrsJ\vee!t & 48 weeks/year 

"'"lln_.stafll __ !out a1 Std!, If atit 

.-F-ul-l·li-,m-e_Em_p_lo_y_e_es_e_n_m_lrt,_n-g-Qn_cl_u-di-ng_th_os_e_s_a_tlsfy-in_g_th_e_ir-walti-•• -ng_pe_ri_od,...Wl-.-th-fn-3-r-r-i--

manths altar the effective date): ~l~J-
Full•lime Employees vrai'w'ing Oncluding those satisfying their waiting period within 3 r-
~m_o_nth_s_a_ft_er_th_e_e_lfe_ctiVa_'~d_at_a_r.~-~~---~~~-.-~~-~l :~ I I ~O 
!COBRA Continuaas (Enrolling): ~ ro-
~--fu-0-NL_Y_C_ontra~cts-:~......---~.~· ~--~~---~~--~--~, · I I 
tf otal Enrolling and Waiving: I I 
!Part Ttme/Seasonal/T emporary Employees : I R 
!Total# of Employe8$: I 
Minimum Number of Jnsured Employees. To meat large group enrollment guidelines a group must hava at !east fifty• 
ona full-time enrolled employees. Groups whose enroDment subsequently drops below fifty-one enrolled must be rated as 
a small group upon renewal. 
Minimum Participation Requiremenm. Employees covered through other comprehensiw major ma,dicaJ.type 
coverage may be waived from the eligibifdy count. 76% of all eligible employees without waiwrs must be insured, and no 
less than 25% of the full-time employees must enroll. 

This Polley may be terminated by the Company If the number of Insured Employees faffs below the minimum 
number of Insured Employees specified above or if the percentage of ellg!ble Employees of the Policyholder 
C<>vered by the Polley becomes less than the percentage of Employee participation specltled above. 

!Special Group Considerations Form# 23-2186, Description No Deductible Carryover 

/special Group Considerations Form# 23·2242, Description $100 ER co-pay 
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SIGNATURES 

iThis Application is made and delivered in the State of Arkansas and is governed by the iBli'JS of Arkansas and the United 
/States of America. This Application is incorporated in and made a part of the Group Policy and Benefit Certificate. 

II hereby renew the above referenced coverage and agree the group insurance, subject to the terms and conditions of the 
ipolicies renewed, will take effect as of the renewal date, provided this application is approved and the premium is 
lreceived by the home office of Arkansas Blue Cross and Blue Shield. I also understand that my signature below 
I represents my agreement and acceptance of the premium rate schedule. 

·················································-- --··----·-----········ 
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 guil1Y of a crime and may be 
subject to fines and confinement in prison. 

11. Policyholder 

. Signed ,rt Jooe.s t:xJrq Qf?. this~ day of Qec.,. 20~ 

~ult legal name of Poli~ 

j 

J2. Agent 
11 hereby certify that all of the information contained in this employer application is correct to the best of my knowledge, 
!and I know nothing unfavorable about this firm or any individual proposed fur 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 
jthe member firm and its employees including the preexisting condition limitations and the qualifications of the effective 
!date provisions. I understand that Arkansas Blue Cross and Blue Shield will have no liability until this application has 
!been approved and the premium is received. 

-'"'--- I ll'Jil! provide the applicant with a signed copy of this application. 

----,,;' have emailed the applicant a signed copy of this application. 

AJ~Signmum - msuran~~~~~c~ed Td# 

Date 

10-102GRPAPP R04/15 



i iThe Patient Protection and Affordable Care Act (PPACA) mandates a Summary of Benefits and Coverage (SBC) 
! idocument be created fur every health insurance plan. An SBC that applies to this plan(sj can be found online at 
/ 1wi/11\fif.arkansasbluecross.com/esbc. After we receive and process your signed contract, you may access the SBC(s} fur 
! \this plan by going to our SBC locator tool and entering the following unique identifier(s) into the SBC locator: 

ii 
II 10221516135713 

/ /Groups .-Jith more than one plan type may have more than one link. You may download and electronic copy (PDF} of 
I /the appropriate SBC(s) to fulfill distribution requirements as mandated by the Patient Protection and Affordable Care Act 
i i(PPACA}. A printed version is available by calling your group seivice representative. 
ii 
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El\iIPLOYER APPLICATION 

Arkansas 
IllueCross BlueShield Blues Enroll 

!H.e11ewa1 APPLICATION by: City of Jonesboro Craighead Library 

(hereinafter called "Policyholder") 

lror 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 I 
\and eligible dependents, to contribute to the cost of the Plan, and to actively promote the Plan to the Policyholder's employees. I 
GROUP INFORMATION I 
!Legal Name of Business: CITY OF JONESBORO 
[DIS/A: City of Jonesboro Craighead Library ............................. _ .............................. ,, ....... ,, ...... ,,.,,,, .... ------........ ,,.-... --........ _ .......................... . 

r--·----------.. ---.. --...... _ ........... . 
1Street Address: 315 W. Oak 

.. ,,,,.,,,, .................. _,.,,,,, .. ,,,,.,,,, .. ,,,, ... 
I 

·-- ... I 
1County: Craighead 

c---~·-------··------··---------··--··~-·-·--- .. ----······--.--,, 
Address: (if different from Street) 315 W. Oak 

State, Zip: Jonesboro , AR , 72401 

Tax LO#: 71-0023849 

!Exec. Contact 

...... ,.,,,.,,,,,,,,,,,,,,,,,,.,,,,,, 

!Group Administrator: Nancy Dobbins IE~M;ff=-
''"'""'"'""' SIC Code: 8231 SIC Description: Libraries 

,,,,,,,,,,,,,,,,,, ...... - .. 

Type: Government Entity 

Lie#: 

! 

I 
Agent's Tax Id: 

,,,,,,,,,,,,, ..................... ,, ..... , .. ,,,,.,,,,,,_, __ I 
I 

POLICYHOLDER AS PLAN ADMINISTRATOR 
c.-..................... - .... - .... ·-------·------·---.. ·-· ....... --.-........... - ........ ,,,, .. -------------------·------......... ,,_; 
!The Policyholder, as Plan Administrator, assumes responsibility for the accuracy of information presented to Arkansas Blue i 
1 and Blue Shield {"ABCBS"), including all information on the employment status and eligibility of individuals to be covered l 
, the Plan, as well as medical information provided with respect to each such individuar. The Policyholder agrees that if · 
I misrepresentations are made in any of the information provided for rating or in this Group Application or any of the materials 
!submitted with i~ 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 or any 
irepresentative 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. 

PROXY 
F"''"~---------------·-------·---·------------------ ----------------------·----·-- ----------·-----~--- ! 
!The PolicyhOlder hereby appoints the Board of Directors {"Board"} of Arkansas Blue Cross and Blue Shield {"ABCBS"). as its 
!proxy to act on its behalf at all meetings of members of ABCBS. This appointment shan include such persons as the Board 
imay 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 office of ABCBS located at 601 s. Gaines Street, Little Rock, Arkansas, on the third Monday of March. at 1:00 p.m. lfthe 
!third Monday of Mareh is a legal holiday, then the meeting will be at the same time and place on the next day after, which is not 
ja 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 fwe (5) days prior to 
Jany meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting. 
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BENEFIT SELECTION 
r----"--- - """------"·---------------'-""-'"' 
JPREFERRED PROVIDER ORGANIZATION (PPO) • PPO XXX - 1 
r-------,------·---"""'""""""----------··"·---"···-··"""---------···----""""", 
!REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 11112016 
[Waiting Period Note:Effective Date is first of the month following the Waiting Period, 
!Date at Open Enrollment December 
!J'f a month is not specified, the Group's Open enrolfmenl will be the month prier to /he Group's ramr,w;;I dale, 

-----,_, __ "" --- ------------- ___ ,__ __, I 
j 

'!",""- '"·:::::::,--" '""" """::"'"" "·-":::.=:::::::::::,"''" "'"""'" -------- ··"···:::,:::; _______ :::::::.::-· ---"-,---·-:::::::::::::::::::_ ___________ .:::::::::-·::::.::::::.:::::::::::.::::-:,:::::·::: ___ _::::.::::::::·:-:=::_ I : 
, jClass !Class Description -- !Waiting Period !Contribution 11 

i it""" -- time Month 71 % Dependent 71 % 11 

!tf;t~~ The Employer must pay a minimum of 50% of /he Employee primium, This Policy may be terminetedby the company if the Policyholde;j 
!tails to contribute the percentage of Employees' premium specified above, [ 
/Maximum Dependent Age 26 ,., .. , _,, __ - --- -- , 
r-·-----"-··--"··-"·----------"·--------""____________ Ii, 

1Mandated Mental Health Parity: Yes 

whether a HRA, or mechanism& utilized to reduce the employee's portion of health plan costs, is eilher in place or planned to be ! 
Ho I 

Rates offered for this plan are contingent on assertions submitted by the insurance applicant (or its agent) that there is no HRA or other J 

'

funding mechanism in place, nor intent to purchase such an arrangement Upon evidence to !he contrary. the group health plan is subject to 
• termination. 
j''/Deductible: -----·--·:::::::.:,,,.:::::::::::::::::::::_,;,, ___ _ ., [$600 [ii~~tlb!a'Carry;;ver: No 
1, """"""""-,--·---------'"""""'"''""' '"" "" ""'"""""' 
i !~-~~il!Ded~:~bl!:_- ________ " ____ _ 
I !Coinsurance: !B0%/60% I r.··----, """"""''""'''"'"···-------------·"·--,--,,,, _____ " ___ , _________ _ 
11ln-Network Calendar Year Coinsurance Max: 1$2000 

'""""""'""-"'"'''"""""""""' 

Fulfillment 

'"---·------·-""""-' '""-"""""'"' _________ "_""'"""" --- C"''"""""''"''-"""'"""""' 

I !Family Calendar Year Coinsurance Max: !Basis:F~fillment 
I : ""·----------------""""''''"'''''""''"''"""··---------"··------··--------------,,", ,-------- ___ ," __________________ ,, __________ '""' "'"" ___________ ""·----,.,,, ....... ".""' '"" ,,,, , ___ , -·--
j !Out.of-Network Calendar Year Coinsurance Max; 

!Lifetime Maximum: 

! rr,!d1t1on:al Wellness 

!Untimited 

f P~escriptionoiuo·R1~'i="i>tan: $151$351$55 sia~<l~'idFormutary~iiiisiepTheraw- """" '' ""'"'"" . ~~:=== :.j 

JMail Order Drug - 2x Copay (90 days) , """"'· -------·- '""""··-·-··"'" ____ "_" _______ _ 

!Based on"aciuariaTreview, this drug benefit option is creditable to the"iiandard Medicare Parl D 
!prescription coverage. 

Copay-None 
Visit Copayment - $35 

__________ ,,,_-,,_,,,.,,,, , 

!Maternity • Elected 
~"'"'""'"""'-"'"'""-"'""""'-'"""'"'""'"'""""""''"'""'"'"""-""' '"""""'-"-"' "'""'-"""""" "'" """-"''' '"""'"""'''" "---""'"'"""'"' 

l 
!Supplemental Accidental Endorsement - Declined 

Copayment · $100 

[Arkansas Mandated Offer Benefit Riders: 

You Must Elect or Reject Each Rider: 

[Mammography ~ Reject 

!Psychiatric Conditi~n - Reject 
,-----,----· 
!Hearing Aid - Reject 

[Substanc~Abuse - Reject 

ITMJ* -Reject ----

i;Rejectltm of the nu Benefit Rider means covered benefits provided to Covered Persons will not include temporomandibu!ar 
lJoint disorders (TMJ) or craniomandlbutar disorders, 

1Term Life and AD&D through USAble Life is not Provided 
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RATES -PPO XXX-1 

!ifihe;eis-in-agent-orbrok:erln~olvedin 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 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. 

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

I agree with the status as shown. 

No, I disagree with the status as shown because--------------------
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ATTESTATIONS .---------,,/_, __ ,, ___ ,, ___________________ , __ , ____________________ /,,---~-/··--~---------·------,-----.............. _. ________________ ......... 1 

if 
licoBRA 
ii 

I 

i 'Group health plans for employers with 20 or more employees on more than 60% of the business days in the previous 
i calendar year are subject to Cobra Employers are required to provide qualified beneficiaries an election period during i 
I which the beneficiary can elect to continue coverage under the guidelines. We offer the services of a vendor, "Ceridian", I 
1 ist you in administering Cobra (no additional cost}. i 
I Both full time and part time employees are counted to determine if a plan is subject to Cobra. Each part-tima I 
i employee counts as a fraction of an employee, with the fraction equal to the number of hours worked divided by the I 
/ 

1
number of hours used to determine full time status t 

,, ,, v<: 
J l(Yes~ (No_) As an employer, are you currently obligated by law to comply with COBRA? 

! !fYes.!'.'.'.J(No_) Do you want to use the services of Ceridian? 

I !(Yes_) (No~yes, are you currently contracting directly "Yith Ceridian? 
i! 

\ \1 COBRA Handbook 2009, 1!4.03(EJ[2l: 26 CFR §64.49808-2 Q/A fi(e}. 
! !2 42 CFR §411.170. 
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I 
!Medical Loss Ratio - The determination of Large and Small Groups is based upon the average number of employees 
!employed by the employer on business days during the proceeding calendar year. The Public Health Services Act 
J§2791(e) provides 

1(1} The term '1arge employer" 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 101 employees on business days during the preceding 
!calendar year and who employs at least 2 employees on the first day of the plan year. 
I 
!{2) The term "small employer" means, in connection with a group health plan with respect to a calendar year and a 
Jplan year, an employer who employed an average of at least 1 but not more than 100 employees on business days 
!during the preceding calendar year and who employs at least 1 employee on the first day of the plan year. 

~he policyholder is a __ large employer / small employer (check one). 

IL Policyholder to Distribute and Account for Premium Rebates 
I 

the event federal or state law requires the Company to rebate a portion of an annual premium payment, Company 
pay the Policyholder the total rebate applicable to the Policy, and Policyholder shall use the amount of the rebate 
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: 
11. For an Employees covered under any option offered under the policyholder's group health plan at the time the rebate 
lis received by the policyholder, to reduce the Employees' portion of premium fur 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 

h the Company is providing a rebate, to reduce the Employees' portion of premium for the subsequent policy year; 
i3. A cash refund to Employees enrolled in the group health plan option, at the time the rebate is received by the 
1policyholder, for which the Company is providing a rebate; and 
j4_ 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 
jpremium. 
15. The portion of a rebate based upon former Employees' contributions to premium must be aggregated and used fur 
!the benefit of current Employees in the group health plan in any manner permitted by this section. 
I Policyholder will indemnif\J the Company in the event the Company suffers any fines, penalties or expenses, including 
!reasonable attorney's fees, due to the Policyholder's failure to carry out its obligations under this Section L of the 
!Group Policy. 
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-----··-~----------;---,~~-
EMPLOYEE INFORMATION I 

MINIMUM NUMBER OF INSURED EM 'Lovees & MllllMUM PARTICIPATION REQUIREMElffS, 

ll~derJ!te !\IMfcaw,~e@,r1c(;m,,P,iytflM11siJf~~it·l:mployE1(,rt;~ponsibllltytoanhu~Uy lnfcim(A;riansas 
Blue ,Cross of,proper employee' cour•t.s for the purpose of determining payrnentpdority betwo~n D411dtcar0; 
~M,Ma•;~litfi9'd~• l:\tl<Ji e c;rosii i" required to furnish these counts. to the. Cenfem for 
Medicare'and· MMieald Seivlces 
I FuQ:.llrne=means an adiveemployee1wtth a minimum 0130 hrweek&49Weeks/vear 
. . 1-~-.stah!---·10-~-~-Sbte---·~-abl--...-.1 

rull:ciJme Employees enrollini;, Oncludih1~ those satisfying t.heinvalting period within 3 ·i---:-;-~r:--Fi-c:-;-
.........,1na~-tli,~ a-1t~th~. e'etre....,_. i:tiv&__.. .. aa_te)t ____ . ___ 1.s,.11·. ro.o·.·· 13.,.y. 
F'ilff.\]me E¢ploy,e11s.waivirut Onchidlng thoi:le.,u~tisfyiilg their waiting period within 3 
months after the etfective ~ate): ·· ·· · 

jcOI}AA, Coritinueas {Enrolling}: I . (!) I O J 0 
j"""Ot'.""""ao=N=Ly=,c--on_.tra,_,cts_:......,._..,.........,.__. -------~-----------.._.......,_, ~:· C·~:·· .

1
1 

0
0· ,'=·· n .. c .. 

!fola!EnrollinsrandWaiving: ~ ~ . ..;;;;;,;;::, 
jPart1ime/Seasonal/TemporaryEmployees: · · L • ? 
jrotat# ofEmpioyees:-, · ' .fl-. 
Mi1JJ11111m Num~er 0,fJ11~µr~{O;ropfoy1eC!${T9 lliil./J~ l;i'rge'lJ{OIJP enr?lbnent gµidtdi11Ei~ a group mus;ba'Jli aUeast fifty• 
one ·futMime enrolled empfoyaes.,t3roupirwhose anroflinent subsequently drops belpw filiy-one enrolled must be ratlid as 
a);maU grov1fuportrepeWa1: . . . . .. 
Minimu,rn Pa~cipal,i'o~ Require~ent!I. l:giployees'<;o~retf through othercomprehelis~ mi!1or~tliciil-type, 
CQverage,may be )Va!Wd from the eligibility count 75% of all eITgibla employees without waiwrs must ~ in!,ured~ and no 
less thllfl. 25% 9fthe, full-time t!mploye~1 n11.1st enroll. 

\, 

Jhis PoUcyjnay h.e tanninated by ~El C~mpany lfthe number of fnsurM l:mployees faffs belout the minimum 
numb~f o(f nsured f.mploye,e!f~pecifl~d)i,hovES ~t If the_perc,enfa!Ja:t. of efl9ible Empfoyees ofth~ Policy holder 
coveredby the Polfcy becomestessihan ttm·percen~geofEmpl~yete panJcipatlon specified above. 
!Special'.Group Considerations,form# 2J.·2186, Oesctlptiq!lfilo O~do.ctibl~ Carryover 
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SIGNATURES 

IThis-Appiicationis made and delivered in the State of Arkansas and is governed by the laws of Arkansas and the United i 
!States of America. This Application is incorporated in and made a part of the Group Policy and Benefit Certificate. ; 
r·-----······ --·-··----··---- ------------···-·--------·----,.-----·--··--··---<·---··-----··------·-·····----,. ...... -...................... · l 
!I hereby renew the above referenced coverage and agree the group insurance, subject to the terms and conditions of the I 
!policies renewed, will take elfect as of the renewal date, provided this application is approved and the premium is ' 
I received by the home office of Arkansas Blue Cross and Blue Shield. I also understand that my signature below 
!represents my agreement and acceptance of the premium rate schedule. i 

person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly I 
presents false information in connection with an application for insurance is guilty of a crime and may be I 

subject to fines and confinement in prison. I 

!2. Agent I 
ii hereby certify that all of the information contained in this employer application is correct to the best of my knowledge, I 
\and I know nothing unfavorable about this firm or any individual proposed for coverage (except as noted on the employee I 
!applications). I have complied with the underwriting rules and regulations and have explained in detail the coverage to i 
ithe member firm and its employees including the preexisting condition limitations and the qualifications of the effective 
!date provisions. I understand that Arkansas Blue Cross and Blue Shield will have no liability until this application has 
\been approved and the premium is received. 
! 

~ I will pro,ide lhe ap¢icant w,n a signed copy of this application 

____ I have emailed the applicant a signed copy of this application. 

ent Signature Insurance License # I Agency Fed. Tax ID # 

Da,,~,c.~ 
Agent Pri d Name Date 
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i !The Patient Protection and .Affordable Care Act (PPACA) mandates a Summary of Benefits and Coverage (SBC) , 
I !document be created for every health insurance plan. An SBC that applies to this plan{s) can be found online at I 
1 lwww arkansasbluecross com/esbc After we receive and process your signed contract, you may access the SBC(s) for I 
I !this plan by going to our SBC locator tool and entering the following unique identifier{s) into the SBC locator: ' 
i! 
II 
Ii 
I! 
i I 10221516135721 
Ii 
ll 
I !Groups with more than one plan type may have more than one link You may download and electronic copy (PDF} of . 
I !the appropriate SBC(s) to fulfill distribution requirements as mandated by the Patient Protection and Affordable Care Act I 
I !(PPACA). A printed version is available by carting your group seNice representative ! 
!l l !i . 
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