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[Renewal APPLICATION by: CITY OF JONESBORO

(hereinafter called "Policyholder”)

§far 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 pian (the "Plan®} for the Policyhalders employeas
jand efigible dependents, to contribute to the cost of the Plan, and to actively promate the Plan to the Policyholder's employees.

GROUP INFORMATION

iLegal Mame of Business: CITY OF JONESBORO

gD/B/A; CITY OF JONESBORO

{Street Address: 300 S Church Strest

City, State, Zip: Jonesboro , AR , 72401 [County- Craighead
Mailing Address: (if different from Street) P O BOX 1845

[City, State, Zip: Jonasboro , AR , 72403

Telephane #: 870-933-4640

Fax #: -

[Fed. Tax LD #: 71-6013749

gExec. Contact: Harold Perrin IE-Mail: hperrin@jonesboro.org
1Group Administrator: GLORIA ROARK [E-Mail: groark@jonesboro_org

IPrimary SIC Code: 9199 SIC Description: General Government, NEC
{Business Type: Govemnment Entity

iAgent: iAgent's Lic #:

iAgent's Company: Agent's Tax Id:

POLICYHOLDER AS PLAN ADMINISTRATOR

The Policyholder, as Plan Administrator, assumaes responsibilily for the accuracy of information presented to Arkansas Blue
Cross and Blue Shield ("fABCBS™), including all information on the employment status and eligibility of individuals te be coverad
under the Plan, as well as medical information provided with respect to each such individual. The Policyholder agrees that if
misrepragentations are made in any of tha information proviged for rating or in this Group Apiplication or any of the malerials
submitted with it including, but not limited to, individual applications and medical information, then ABCHES may cancel ar
rescind this Group Policy. The Policyhoider futher agrees that if misrepresentations or false or misieading information is
presented in filing of any claims hereunder Cimproper claims™s, 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 Palicy if the Policyholder or any
representative of the Policgholder knew or should have known af the improper claims, or ifthe Policyholder’s action or inaction
contributad to presentation of improper claims.

PROXY ' '

The Palicyhalder hereby appeints the Board of Directors ("Board™) of Arkansas Biuve Cross and Blue Shield ("ABCBS™), as ils
prosy 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 o act on its behalf. This prosy gives the Board, or its dasignes, full power to vote far the
Pualicyholder on ajl 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 Menday of March, at 100 p.m. if the
thirg Monday of March is a legal holiday, then the meeting will be at the same time and place on the next day ater, which is not
alegal holiday. A special meeting may be called upon notice mailed not less than ten (10) or more than sidy (60} days prior to
such meeting. This proxy, unless revaked, shall ramain in effect during the Paficyholders membership in ABCBS. The
Policyholder may revoke this proxy in wriling by advising ABCHS, attention Legal Division, of such at least five (5) days priorto
any meeting. The Policyholder may also revoke its proxy by altending and voting in person at any Member's meeting.
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BENEFIT SELECTION

IPREFERRED PROVIDER ORGANIZATION (PPO} - PPO XXX - 1

REQUESTED EFFECTIVE DATE, PENDING APPROVAL 1S: 1/1/2015
Waiting Period Note:Effective Date is first of the month following the Waiting Period.

Date of Open Envollment December
# a month iz nof specified. the Group's Open Enmliment will be the month prier ta the Group's renewst date.

iClass  |Class Description \Waiting Period IContribution ;
1 lfull time 11 Manth [Employee 71%  Dependent 71 %
2 Iretirees 10 Days {Employee 0 %  Dependent 0 % §

gm}te: The Employer must pay s minimum of 50% of the Employse premium. This Policy may &e terminsled by the company if the Policyholder
ifaits to contribute the percentage of Employess’ premium specified sbove. This minimum confribution requiremsnt doss not spply to k-1
\receipients.

%Maximum Dependent Age 26
IMandated Mental Health Parity: Yes

Please Indicate whether a HRA, or mechaniems utilized te reduce the employee’s portion of heslth pian costs, is either in place or planned to be
purchaged.  No

Rateg 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 s subject to
termination.

Deductible: 13600 iDeductible Carryover: No
[Family Deductibie: 3 {Basis: Fulfillment
[Coinsurance: [80%/60%

IIn-Network Calendar Year Coinsurance Max: 1§2000

{Family Calendar Year Coinsurance Max: 3 [Basis: Fulfillment

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

H
%
£
H
:
i

Lifetime Maximum: {Unfimited
§Traditianaf Wellness

[Prescription Drug Rider Plan: $15/335/855 Standard Formulary with Step Therapy
{Mail Order Drug - 2x Copay (30 days)

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

\PPO Optional Benefits:

Inpatient Copay - None

(Office Visit Copayment - $35 Matermity - Elected

Blue Card ISupplemental Accidental Endorsement - Declined
IER Copayment - $100

§Arkansas Mandated Offer Benefit Riders:

' You Must Elect or Reject Each Rider:
ivtammography - Reject |Substance Abuse - Reject
\Paychiatric Condition - Reject -~ [TMU* - Reject

[Hearing Aid - Reject B

?Rejecﬁnn of the THJ Benefit Rider means covered benefits provided to Covered Persens will not inciude temporomandibular
\Joint disorders (TMJ) or craniomandibular disorders.
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| RATES - PPO XXX - 1

[Total Premium

ITwo Tier Composite
| Employee 15397 74
Family 585451

IIf 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 ar her senvices relatad to the placement of this coverage. Any such
compensstion 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.

_‘{Yes, | agree with the status as shown.

____ Mo, | disagres with the status as shown because
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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 are required to provide qualified beneficiaries an election period during
which the beneficiary can elect to continue coverage under the guidelines. We offer the senvices of a vendor, "Ceridian”,
te assist you in administering Cobra {no additional cost).

Both full time and pant time employees are caunted to determine if a plan is subject to Cobra. Each part-time
employee counts ag 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 time status*

{Yes__'é {No__) As an employer, are you currently obligated by law to comply with COBRA?
(Yes__V{) {No__} Do you want to use the services of Ceridian?
{Yes ) (No__‘g If yes, are you currently contracting directly with Ceridian?

1 COBRA Handbook 2009, Y4.03(E][2]; 26 CFR §54.4380B-2 QA 5(e).
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 oo business days during the proceeding calendar year. The Public Health Semices Act
§27%1(2) provides

{1) The term "large 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.

{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 an the first day of the plan year.

The policyholderis a _§/ _large employer small employer (check one).
L. Policyholder to Distribute and Account for Premium Rebates

In the avent fedaral or state [aw 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 coverad 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’ partion of premium for the subsequent policy year;

2. For Employees eovered, 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 enrplled in the group health plan option, at the time the rebate is received by the
policyholdar, 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 policyhalder, be: divided evenly among such Employees; divided based en 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 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 Campany in the event the Company suffers any fines, penalties or expenses, including
reasonable attorney's fees, due to the Policyhaolded's failure to carry out its obligations under this Section L of the
Group Policy.
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EMPLOYEE INFORMATION

THNIUM BUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS.

xUnder 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
rand Arkansas Blue Cross. Arkansas Blue Cross is required to furnish these counts to the Centers for
gﬁﬁedxcare and Medicaid Services (CMS).

Full-Time = means an active employee with a minimum of 30 hrsAveek & 48 weeksivear
{in State  |Outof State  [Totat

i1

i

[Full-Time Employees enrolling (including thase satisfying their waiting period within 3

Imonths after the effective date): 595 6‘&5

{Full-Time Employees waiving (including those satisfying their waiting period within 3
Imonths after the effective date):

ICOBRA Continuees (Enrolling):

|Life ONLY Contracts: ‘ é

[Total Enrolling and Waiving- 25
{Part Time/Seasonal/Temporary Employeas : | 3
{Total # of Employees: if ’f

Minimum Number of Insured Employees. To meet farge group enroliment guidelines a group must have at least fifty-
one full-time enrolled employees. Groups whose enroliment subsequently drops belaw fifty-one enrolled must be rated as
a small group upon renewal.

iMinimum Participation Requirements. Employees covered through other comprehensive major medical-type
coverage may be waived from the sligibility count. 75% of all eligible employess without waivers must be insured, and no
less than 25% of the full-time employess must enroll.

This Policy may be terminated by the Company if the number of insared 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+
ESpeciaE Group Considerations Form# 23-2186, Description No Deductible Carryover

ISpecial Group Considerations Form# 23-2432, Description Contin for City Cnsl Mbrs & Elect Officials
%Speciat Group Considerations Form# 23-2242, Description $100 ER co-pay

‘Special Group Considerations Form# 23-2232, Description retiree elected officials RX
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SIGNATURES
This Application is made and delivered in the State of Arkansas and is governed by the laws of Arkansas and the Unitad
States of America. This Application is incorporated in and made a part of the Group Policy and Benefit Certificate.

| 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 of Arkansas Blue Cross and Blue Shield. | also understand that my signature below
represents my agreement 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.

1. Policyholder
‘ My
Signed at JQDMLO_'_QQ this }L\"ﬁ day of é Q) 20__'5
{City, State}

O \' “W 01“ KL)Q FYS }’)() PO ffull legal name of Policyholder

2. Agent

| hereby certify that ali of the information contained in this employer application is correct to the bast of my knowledge,
and | know nothing unfavorable about this firm or any individual preposed for coverage (except as noted on the employee
applications}. { have complied with the undenwriting rules and regulations and have explained in detail the coverage to
the member firm and its employees including the preexisting condition fimitations and the qualifications of the effective
date provisions. | understand that Arkansas Blue Cross and Blue Shield will have no liability until this application has
been approved and the premium is received.

K I will provide the applicant with a signed copy of this application.

have emailed the applicant a signed copy of this application.

#229086

%ent Signature insurance License # / Agency Fed. Tax ID #

Vo C, Ferason 0-28-20!5

Agent Printed Name ]
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The Patient Protection and Affordable Care Act (PPACA) mandates a Summary of Benefits and Coverage (SEC)
document be created for every health insurance plan. An SBC that applies to this plan(s) can be found online at

www. arkansasbluecross com/esbe. Alter we receive and process your signed contract, you may access the SBC(s) for
this plan by going to our SBC locator tool and entering tha following unigue identifier(s) into the SBC locator:

10221616136674

Groups with rore than one plan type may have more than one link. You may download and electronic copy (PDF) of
the appropriate SBC(s) to fulfill distribution requirements as mandated by the Patient Protection and Affordable Care Act
{PPACA). A printed versian is available by calling your group senice representative.
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Arkansas EMPLOYER APPLICATION
BlueCross BlueShield

At Foukir o B4 2ol BlioOnas o B 3 i dfasinitha

;'Renewat APPLICATION by: City of Jonesboro Municipal Airport
! {hereinafter called "Paolicyholder’)

Eora Group Palicy covering the employees of the Policyholder and the eligible dependents of such employees. The
&Pﬂhc.“f{hﬁiffef intends hereby to establish and maintain an emplioyes benefit plan (he “Ptan™ for the Policyholder's employees
land eligitle dependents, to contribute to me cost of the Plan and to acnvely ﬂromote the Plan ta the Poltcyholcter's employees

GROUP INFORMATION
{Legal Name of Business: CITY OF JONESBORO

ii}}BfA: City of Jonesbore Municipal Airport

IStreet Address: 4116 Linbergh Drive

§City, State, Zip- Jonesbore , AR , 72403 §County: Craighead
IMailing Addrass: (if different from Street) P 0. Box 1293

[City, State, Zip: Jonesboro , AR , 72403

[Telephone #: 870-933-4640

{Fax # -

IFed. Tax 1.D # 71-0028290

[Exec. Contact: E-Mail:
{Group Administrator: Gloria Roark E-Mail:

iPrimary SIC Code: 9139 SIC Description: General Governiment, NEC
Businass Type: Government Entity

iAgent: iAgent's Lic #:
Agent's Company: Agent's Tax Id:

POLICYHOLDER AS PLAN ADMINISTRATOR

The Policyholder, as Plan Adminisirator, assumes responsibility for the accuracy of information préesentedto Arkansas Blue
Cross and Blue Shield ("ABCBS"), including alf information on the employment status and eligibility of individuals to be coverad
under the Plan, as well az medical information provided with respect to each such individual. The Palicyholder agrees thatif
misrepresentationts are made in any of the information providad for rating or in this Groug Application or any of the malerials
submitted with it, including, but not limited to, individual applications and medical information, then ABCBS may cancel or
rescind this Group Poficy. The Policyholder further agrees that if misrepresentations or false or misleading information is
presented in filing of any claims hereunder Cimproper claims™), ABCBS may cancel or rescind the coverage of any individual
‘involved In presenting such a cfaim, Further, ABCBS may cancel or rescind the entira Group Policy if the Poticyholder or any
representative of the Policyholder knew or shotld have known of the improper claims, or if the Policyholder's action or inaction
canmtmted to presentation of improper claims.

PROXY -

§The Palicyholder hereby appoints the Board of Directars (Board™) of Arkansas Blue Cross and Blue Shield (‘ABCBS”), as its
\proxy 1o 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, Tull power to vote for the
Policynolder on all matters that may be voted upon at any meefing. The annuail meeting of Members is held each year atthe
home office of ABCBS located at 601 8. Gaines Street, Litlle Rock, Arkansas, an the third Monday of March, at 1:00 p.m. if the
third Monday of March is a iegal holiday, then the meeting will be at the same tirne and place on the next day after, which is riot
a legal holiday. A special masting may be called upon notice mailed not less than ten (10) or more than sixty (60) days priorto
such meating. This proxy, uniess reveked, 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 priarto
any meeling. 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

IREQUESTED EFFECTIVE DATE, PENDING APPROVAL 15: 1/1/2016
Waiting Period Note:Effective Date is first of the month following the Waiting Period.

Date of Open Enrollment December
if & month is nof specified, the Groug's Open Enrofiment will be the monih prior to the Group’s renews! dafe.

%Ctass [Class Description fWa iting Period [Contribution

1 §All Full Time Employees 1 Month Employee 71 % Dependent 71 %
Wote: The Employer must pay 8 minimum of 50% of the Employee premium. This Policy may be terminated by the compeny if the Palicyho?der
fails to contribule the perceniage of Employees’ premium specified above.

Maximum Dependent Age 26

flandated Mental Health Parity: Yes

Please Indicste whether a HRA, or mechanisms utilized to reduce the employee’s pertion of health plan costs, is either in place or planned to be
ipurchased. No

H

Rates offered for this plan sre contingent on assertions submitted by the insurance applicant (or its agent) that there is no HRA ar other
funding mechanism in place, nor intent to purchase such an arrangement. Upon evidence te the contrary, the group health plan is subject to
termination.

\Deductible: 15600 IDeductible Carryover: No

[Family Deductible: 13 : [Basis: Fulfillment

ICoinsurance: {80%/60%

iIn-Network Calendar Year Coinsurance Max: 152000

[Family Calendar Year Coinsurance Max: '3 |Basis: Fulfillment N
|Out-of Network Calendar Year Coinsurance Max: |None

ILifetime Maximum: Unfimited

Traditional Wellness

§Prescription Drug Rider Plan: $15/$35/855 Standard Formulary with Step Therapy
IMail Order Drug - 2x Capay (90 days)
Based on acluarial review, this drug benefit option is creditable to the standard Medicare Part D
prescription coverage.
iPPO Optional Benefits:
Inpatient Copay - None
|Office Visit Capayment - 535 Matemity - Elected
§Blue Card §Supplemental Accidental Endorsement - Declinad
IER Copayment - 5100

|Arkansas Mandated Offer Benefit Riders:
| You Must Elect or Reject Each Rider:

%Mammography - Reject |Substance Abuse - Reject

iPsychiatric Condition - Reject [TMJ* - Reject

IHearing Aid - Reject

§’Rejection of the THJ Benefit Rider means covered benefits provided to Covered Persons will got include temporomandibular
%J oint digorders (THJ} or craniomandibular disorders.

Term Life and AD&D through USAble Life is not Provided 4
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RATES - PPO XXX - 1

{Two Tier Composite Total Premium
| Employee 15397.74

| Family $854.51

| Life/ADAD 150

| STD 50

iif there is an agent or broker involved in this caverage 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
comgensation is included in the premium paid by the covered person. For mare information on the compensatien
involved in this transaction, please direct your inquiry fo the agent or broker.

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

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

'_/Yess 1 agree with the status as shown.

___No, | disagree with the status as shown because
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ATTESTATIONS

COBRA

Group health plans for employers with 20 or more employees on mare 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 efect to continug coverage under the guidelines. We offer the senices of a vendor, "Ceridian”,
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 of an employee, with the fraction equal to the number of hours worked divided by the
number of hours used to determine full time status.?

{Yesz)’ {No__) As an employer, are you currently obligated by law to comply with COBRA?
{Yesﬁ {No__) Do you want to use the services of Ceridian?
{Yes_ ) [No _gﬂf yes, are you currently contracting divectly with Ceridian?

1 COBRA Handbook 2009, 44.03(E][2]: 26 CFR §54.49808-2 Q/A 5(e).
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
+ lemployed by the employer on business days during the proceeding calendar year. The Public Health Senvices Act
§27%1(e) provides

{1} The term “large employer” means, in connection with a group health plan with respect to a calendar year and a plan
vear, an employer who employed an average of at least 101 employees on business days during the preceding
calendar year and who emgloys at least 2 employees on the first day of the plan vear.

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

The palicyholder is a large employer v small emplayer (check one).

iL._Policyholder to Distribute and Account for Premium Rehates
i
lIn the event faderal or state law requires the Company to rebate a portion of an annual premium payment, Company
will pay the Policyholder tha 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
Emgployees in one of the following ways, at the option of the Policyholder:

1. For all Employees covered unider any option offered under the policyhalder's 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;

2. For Employees covered, at the time the rebate is received by the policyholder, under the group health plan aption 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 Emplayees enrolled in the group health plan option, at the time the rebate is received by the
policyholdar, for which the Company is providing & 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 sach Employed’s actual
contributions to premium; or apportioned in @ manner that reasonably reflects each Employee’s contributions to
premium.

5. The portion of a rebate based upon formeér Employees’ contributions to premium must be aggregated and used for
the benefit of current Employees in the group heaith plan in any manner permitted by this section.

Policyholder will indempify the Company in the event the Company suffers any fines, penalties or expenses, including
reasonable atiorney’s fees, due to the Policyholder's failure to camry out its obligatiens under this Section L of the

Group Policy.
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EMPLOYEE INFORMATION

MIMIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS,

F

IUnder 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
and Arkansas Blue Cross. Arkansas Blue Cross is required to furnish these counts to the Centers for
iMedicare and Medicaid Services {CMS})

i Full-Time = means an active employee with a minimum of 30 hrsiweek & 48 weeksfyear

linstste  Cutof State  |Total

,,,,,,,,,

gFuIIfﬁme Employeas enrolling (including those sstisfying their waiting period within 3 |
imonths after the effective date): { | L/

§Fuli~'ﬁme Employees waiving (including those satisfying their waiting periad within 3

imonths after the effective date):
ICOBRA Cantinuees (Enrolling):

jLife ONLY Contracts:

[Total Enrolling and Walving:

gPart Time/Seasonal/Temporary Employees : !
Total # of Employees: P/

Kinimum Number of nsured Employees. To mest large group enroliment guidelines a group must have at least fity- -
one 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.

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 Palicyholder
lcovered by the Policy becomes less than the percentage of Employee participation specified above.

{Special Group Considerations Form# 23-2186, Description no deductible carryover
iSpecial Group Considerations Form# 23-2242, Description $100 ER co-pay
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SIGNATURES

This Application is made and delivered in the State of Arkansas and is governad by the laws of Arkansas and the United
States of Amarica. This Application is incorporated in and made a part of the Group Policy and Benefit Certificate.

| hereby ranew the above referanced 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
recaived by the home office of Arkansas Blue Crass and Blue Shield. | also understand that my signature below
represents my agreement and acceptance of the premium rate schedule.

| understand the Life and Accidental Death & Dismemberment coverage is provided through a policy issuad to the
Trustee of the USAble Life Group Insurance Trust, and | hereby renew paricipation 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.
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.

1. Policyholder
Signed atJQDP_SML_Qr_Q_Q, this }L)'w' day of D p CJﬁ 20_]_,6
{Cily, State)

(\Jj"‘\'\-\ O)‘\ \ )@HQS}’)O o [full leasl name of Pelicvholder]

2. Agent

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

z 1 will provide the applicant with a signed copy of this application.

 _lthave emat!ed the applicant a signed copy of this application.

— #23908

?" ‘%aent Signature insurance License #/ Agency Fed. Tax D #
Dl C. Fersyson /0-28- 2015
Agent Printéé Name Date
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Tha Patient Protection and Affordable Care Act (PRACA) mandates a Summary of Benefits and Coverage (SBC)
document be treated for every health insurance plan. An SBC that applies to this plan(s) can be found online at

wrwe arkansasbluecross.com/esbe. After we receive and process your signed conlract, you may access the SBC(s} for
this plan by going to our 8BC locator tool and entering the following unique identifier(s} into the SBC locator:

10221516432655
Groups with more than one plan type may have maore than one link. You may download and electronic copy (PDF) of

the 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 senvice representative.
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EMPLOYER APPLICATION

BlueCross BlueShield

At d i ds Pl A B e Gl ik e F b divk it

éRenewal APPLICATION by: CITY OF JONESBORO
| (hereinafter called "Policyholder")

ffor a Group Poficy covering the employees of the Policyholder and the eligibie dependents of such employees. The

§Peﬁs:y‘hoider infends hereby to establish and maintain an employee benefit plan (the "Flan™} for the Policyholder's employees

iand eligible dependents, to contribute to the cost of the Pfan, and to actively promote the Plan ta the Palicyhalder's employees.
GROUP INFORMATION B I BN N I

ILegal Name of Business: CITY OF JONESBORO

D/B/IA: CITY OF JONESBORO

[Street Address: 300 S Church Strest

[City, State, Zip: Jonesboro , AR , 72401 gCounty: Craighead

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

(City, State, Zip: Jonesboro , AR , 72403

Telephone #: 870-933-4640

Fax # -

IFed. Tax |.D # 71-6013749

IExec. Contact: Harold Perrin [E-Mail: hperin@ijonesboro_org
|Group Administrator: GLORIA ROARK \E-Mail: groark@jonesbora. org

IPrimary SIC Code: 3199 SIC Description: General Government, NEC
?Business Type: Government Entity

IAgent: |Agent's Lic #:

|Agent’s Company: Agent’s Tax id:

POLICYHOLDER AS PLAN ADMINISTRATOR v '

The Palicyholder, as Plan Administrater, assumes respongibility for the accuracy of information presented to Arkansas Blue
Cross and Blue Shield (ABCEBS™), including all information on the employment status and eligibility of ingividuals to be covered
under the Plan, as well a8 medical information provided with respectte each such individual The Policyholder agrees thatif
misrepresentations are made in any of the infarmation pravided for rating or in this Group Application ar any of the materials
submitted with i, including, but not limited to, individual applications and medical information, then ABCBS may cancel or
reacing this Group Policy. The Policyhwolder further agrees that if misrepresantations or faise or misleading information is
presentad in filing of any claims hereunder Cimproper claims™), ABCBS may cancel or rescind the coverage of any individual
involved in presenting such a clain. Further, ABCBS may cancel ar rescind the entire Group Policy if the Policyholder or any
rapresentative ofthe Policyholder knew or should have known of the impraper claims, or if the Policyholder's aclion orinaction
contributed to presentation of impraper claims.

[PROXY ]

The Policyholder hereby appoints the Board of Directors (Board™) of Arkansas Biue Cross and Blue Shigld CABCBS”), as its
proxy to act on ils behalf at all meetings of members of ABCBS. This appointment shali 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 vota for the
Policyholder an all matiers that may be vofed upon at any meeting. The annual meeting of Members is held each year atthe
home office of ABCBS lacated at 601 S. Gaines Siraet, Liftle 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 atthe same fime and place on the next day after, which is not
a lagal holiday. A special meeting may be called upon notice mailed not legs than ten (10) or mare than sixy (60} days prior to
isuch meeling. This proxy, uniess revoked, shall remain in effect during the Policyholder's membership in ABCBS. The
Policyhalder may revoke this proxy in writing by advising ABCBS, attenfion Legal Division, of such atleast five (5) days prior to
any meeting. The Paolicyholder may also ravoke its praxy by attending and voting in person at any Member's meeting.
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BENEFIT SELECTION
{RX ONLY - medi-pak supplement

REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2016
Waiting Period Note:Effective Date is first of the month following the Watting Period.

Date of Open Enrallment December
{f & month is net apecified, the Group's Open Envoliment will be the month piior to the Group's renevest dafe.

iClass  |Class Description \Waiting Period |Contribution

Imed supp elected officials w20

34 rs cnt sc 20 Days %Empfuyee 25%  Doependent 0 %

tote: The Employer must pay & minimum of 50% of the Employee preamium. This Policy may be terminated by the company i the Policyholder
fails to conttibute the percentage of Employess’ premium specified above.

IMaximum Dependent Age: 26

[Mandated Mental Health Parity: Yes

éPrescripﬁen Drug Rider Plan: $15/$35/855 Standard Formulary with Step Therapy, Mail Order Drug - 2x Copay (90
days)

§B&sed an acluarlst review, this druy benefit option is ereditable to the standerd Medicare Part D prescription caversgs.
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4 RATES - medi-pak supplement

Total Premium

{One Tier Compasite
) 1398.15

| Employee

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

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

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

__\f_Yes? } agree with the status as shown.

___No,  disagree with the status as shown because
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ATTESTATIONS :

COBRA

Group health plans for employers with 20 or mere 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 senices of a vendor, "Ceridian”,

to assist you in administering Cobra {no additional cost),
Buoth 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 of an employee, with the fraction equal to the number of hours worked divided by the

number of hours used to determine full time status *
(Yes') (No_ )} As an employer, are you currently obligated by law to comply with COBRA?
{Yes_‘i)f {No__} Do you want to use the services of Ceridian?

{Yes ) (No__‘/_) If yes, are you currently contracting directly with Ceridian?

1 COBRA Handbook 2009, 94.03[E][2]; 26 CFR §54.4980B-2 Q/A 5(e).
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
smployed by the employer on business days during the proceeding calendar year. The Public Health Services Act
§27H(e) provides

{1) Tha term "large 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.

{2} The term "small employer” means, in cannection with a group health plan with respect to a calendar year and a
plan year, an employer who employed an averags 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}.

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 Palicy, 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. Far all Employees covered under any option offered under the policyholder's 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;

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 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 policyhalder, 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 Emgloyees’ contributions to premium must be aggregated and used for
the benefit of curent Employees in the group health plan in any manner permitted by this section.

Palicyholder 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 Pulicy.
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EMPLOYEE INFORMATION

MINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS,

tUnder 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
and Arkansas Blue Cross. Arkansas Blue Cross is required to furnish these counts to the Centers for
Medicare and Medicald Services {CMS).

Full-Time = means an aclive employee with a minimum of 30 hrsfweek & 48 weeksivear

[in State [Outof State | Total

months after the effective date): [ >>>>>
Full-Time Employees waiving (including those satisfying their waiting period within 3
months after the effective date):

|COBRA Continuees {Enrolling):

Life ONLY Contracts:

[Total Enralling and Waiving:

IPart Time/Seasonal/Temporary Employees : i
Total # of Employees: Pl
iMinimum Number of Insured Employees. To meet farge group enroliment guidefines a group must have at least fifty-
one full-time enrolled employees. Groups whose enroliment subsequently drops below filty-one enrolied must be rated as

a small group upon renewal.
Minimum Participation Requirements. Emgloyees 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 256% of the fulltime employees must enroll.

i

Full-Time Employees enrolling (including those satisfying their waiting period within 3 | ’
i !
!

i
e e N ————

This Policy may be terminated by the Company if the number of insured Employees falls below the minimum
inumber of insured Employees specified above or if the percentage of eligible Employees of the Policyholder
icovered 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

This Application is made and delivered in the State of Arkansas and is governed by the laws of Arkansas and the United
States of Amarica. This Application is incorporated in and made a pan of the Group Policy and Benefit Certificate.

| hereby renew the above referenced coverage and agree the group insurance, subject to the terms and conditions of the
policies renewad, will take effect as of the renewal date, provided this application is approved and the premium is
recaived by the home office of Arkansas Blue Cross and Blue Shield. | also understand that my signature below
represents my agreement 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.

1. Policyholder

Signed an J@W%b@rﬂ M this lqi day of ‘D@CJ 20,]_5

ity, State}

( \%’\ OL j /YW Yh')lf@ Ifull leaal name of Policvholder]

2. Agent

| hereby certify that all of the information cantained in this employer application is correct to the best of my knowledge,
iand | know nothing unfavorable about this firm or any individual proposed for coverage (except as noted on the employes
applications}. | 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. | understand that Arkansag Blue Cross and Blue Shield will have no liability until this application has
been approved and the premium is received.

| will provide the applicant with a signed copy of this application.
| have emailed the applicant a signed copy of this application.

# 23909

Ag‘e‘nt Signature Insurance License #/ Agency Fed. Tax D #

David C. qusm /0-29-720I5

Agent Printed Name
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EMPLOYER APPLICATION

Arkansas Blues Enroll
BlueCross BlueShield ues Laro
31} der o tlix sied i Bl s Hacd b dbursizba
Renewa APPLICATION by CITY OF JONESBORO URBAN RENEWAL HOUSING
{hereinafter called "Policyholder”}

far a Group Policy covering the employees of the Policyholder and the sligible dependents of such employees. The
iPolicyholder intends hereby to estaslish and maintain an emplovee benefit plan {the *Plan™ for the Policyholders employees
jand efigfble dependents, to cnntn&ute to the cost of tne P!an amno act ve!y pramote the F'ian to the Pa%rcync; der’s emp oyeas.

GROUP INFORMATION
;Legai Name of Business: CITY OF JONESBOROD

DV/BIA: CITY OF JONESBORO URBAN RENEWAL HOUSING

Street Address: 330 Union Street

[City, State, Zip: Jonesboro , AR , 72401 {County: Craighead
2;Maiiing Addrass: (if different from Street} 330 Union Strest

iCity, State, Zip: Jonesboro , AR , 72401

Telephone #: 870-935-9800

Fax # -

Fed. Tax LD #: 71-0024703

[Exec. Contact: [E-Mail:
[Group Administrator: Janice Grissum E-Mail:

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

{Business Type: Government Entity

IAgent: /Agent's Lic #

Agents Company. Agents Tax Ed

POLICYHOLDER AS PLAN

The Policyholder, 45 Plan Administrator, assumes responsibility for the accuracy of information presentad to Arkansas Blue
Cross and Blue Shield ("ABCBES"), including all information on the emplioyment 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
misrepresentafions are made in any of the information provided for rating or in this Group Application or any of the materiais
submitted with i, including, but not imited to, individual applications and medical information, then ABCBS may cancel or
rescind this Group Policy. The Policyhoider further agress that if misrepresentations or faise or misieading 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 3 clainy. Further, ABCBS may cancel orrescind 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,

The Policyholder hereby appoints the Board of Directors ('Board™) of Arkansas Biue Crass and Blue Shigld (‘ABCES), as its
prozy to act on its bebalf at all meetings of members of ABCES. 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 {o vote for the
Policyholdsr on all matters that may be voted upon at any meeting. The annual meeting of Members is heid each year atthe
homae office of ABCBS located at 601 8. Gainas Streel, Litle Rock, Atkansas, on the third Monday of March, at 1:00 p.m. fthe
third Monday of March is a legal holiday, then the meeting will be atthe same time and place on the nex day afler, which is not
a legal holiday. A special meeting may ba calied upon nolice mailed not less than ten (10} or more than sidy (60} days priorto
such meeting. This proxy, uniess revokad, shall remain in effect during the Policsheidar's mermbership in ABCBS. Tha
Policyhiolder may revoke this proxy in writing by advising ABCBS, aliention Legal Division, of such at least five (5} days prior to
any masling. The Poficyholder may also ravoke ifs proxy E%y attencﬁfng and voting m pergon at any Members meenng
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BENEFIT SELECTION
'PREFERRED PROVIDER ORGANIZATION {PPO) - PPO XXX - 1

REQUESTED EFFECTIVE DATE, PENDING APPROVAL 1S: 1/1/2016
Waiting Period Note:Effective Date is first of the month following the Waiting Period.

Date of Open Enroliment December
i & morth is not specifed, the Group’a Open Envoliment will be the month prior fo the Group’s renewal dale.

Class [Class Description {Waiting Period Contribution
i full time 11 Month [Employee 71 %  Dependent 71 %

Mote: The Emplayer must pay & minimusm of 5056 of the Employes premivm. This Poficy may be fermingted by the company ifthe Policyhoider
fails to contribute the percentage of Emplovees’ premium specified above.

\Maximum Dependent Age 26
Mandated Mental Health Parity: Yes

purchazed. Ho
Rates offered for this plan are cenfingent on assertions submitted by the insurance applicant {or is agent} that there is no HRA or other

funding mechanizm in place, nor intend o purchase such an arrangement. Upon evidence 1o the confrary, the group health plan s subject fo
Hermination.

|Deductible: 13600 Deductible Carryover: No
[Family Deductible: 3 {Basis: Fulfillment
(Coinsurance: . B0%ME0%

IIn-Network Calendar Year Coinsurance Max: 152000

[Family Calendar Year Coinsurance Max: 3 |Basis: Fulfillment
gbut-of-Network Calendar Year Coinsurance Max: [None

iLifetime Maximum: Unfimited

Traditional Wellness

PPrescription Drug Rider Plan: 515/535/356 Standard Formulary with Step Therapy

Mail Order Drug - 2x Capay {90 days)

Based on actuarial review, this drug benefit option is creditable fo the standard Medicare Bart D
prescription coverage.

IPPO Optional Benefits:
Inpatient Copay - Nane

EOiﬁcef Visit Copayment - 535 Maternity - Elected
Blue Card [Supplemental Accidental Endorsement - Declined

[ER Copayment - $100

\Arkansas Mandated Offer Benefit Riders:
| You Must Elect or Reject Each Rider:

Marmmography - Reject \Substance Abuse - Reject
Psychiatric Condition - Reject TMJ* - Reject
EHearing Aid - Reject

(Joint disorders (T} or craniomandibular disorders.
Term Life and AD&D through USAble Life is not Provided
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RATES - PPO XXX -1

{Two Tier Composite Total Premium
| Employee 15397.74
| Family 585451

Ifthere 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 senvices 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 inguiry to the agent or Broker.

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

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

_)_{‘t’es, | agree with the status as shown.

____No, | disagree with the status as shown because
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IATTESTATIONS

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 are required to provide qualified beneficiaries an election period during
which the beneficiary can elect to continue coverage undes the guidelines. We offer the semices of a vendor, "Ceridian”,
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 of an employee, with the fraction equal to the number of heurs worked divided by the
numbsr of hours used to determine full time status.*

{Yesf_)/ {No__) As an employer, are you currently obligated by law to comply with COBRA?
{Yes” ) {No_} Do you want to use the services of Ceridian?
{Yes_ ) (Noi/) if yes, are you currently contracting directly with Ceridian?

1 COBRA Handbook 2009, 14.03[E][2); 26 CFR §54.49805-2 Q/A 5(e).
242 CFR §411.170.
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HMedical Loss Ratio - The determination of Large and Small Groups is based upon the average number of employees
employed by the employer on businass days during the proceeding calendar year. The Public Health Services Act
§2791{e} provides

{1} The term “large employer” means, in connection with a group health plan with resgect to a calendar year and a plan
year, an employer who emgloyed 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 vear.

{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 [chack one}.

L. Policyholder to Distribute and Account for Premium Rebates

in the event federal or state law requires the Company to rebate a pertion 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 prewium paid by all Employess under the policy for the benefit of
Employess 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
is received by the policyholder, to reduce the Employees’ portion of premium for the subssquent 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 proviting a rebate, to reduce the Employees’ portion of premium for the subseguent 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 policyholder, be: divided evenly among such Employees; divided based on each Employese’s actual
contributions to premium; or apportioned in a manner that reasonably reflects each Employee’s contributions to
ipremium,

5. The portion of a rebate based upon former Employees’ contributions te 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 exgenses, including
reasonable attomey's fees, due to the Policyholder's failure to camy out its obligations under this Section L of the
Group Policy.
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EMPLOYEE INFORMATION

MINIMUK RUMBER OF IISURED EM?LOYEES & !kSIHIMHM PARTICIPAT!OH REQUIREMEN?S

Undder the Medicare Secondary Payer Rules, tt is the Employer's respanslbtmy to annually Inform Arkansas
Blus Cross of proper employee counts for the purpose of determining payment priority betwoen Medicare
and Arkansas Blue Cross. Arkansas Blue Cross is required to fumish these counts to the Centers for
Medicare and Medicald Services (CMS).

{ Full-Time = means an active employee with 2 minimum of 30 hrsAveek & 48 weekslyear

inSate  [OutofStale  [Yotat

Full-Time Employges enrfling {including those satisfying their waiting period within 3
months after tha effctive dats): a1y Al

Full-Time Employaes wahing (including those satisfying their waiting pariod within 3
months after the effactive date): o lo
[ O

COBRA Continuras (Enralling): |

Life ONLY Contracts: | |
Total Enrolling and Waking: , |

Part Time/Seasonal/ Temparary Employess - 2.
Totel # of Employeas: 0
Minimum Number of Insured Employees. To meet Iarge group enrollment guidelines a group must have at least fifty-

ona fulltime snrolled employees. Graups whosse ensollment subsequently drops below fiRy-one enrolled must bs rated as
a small group upon renewal.

Minlmum Participation Requiramants. Employess covered through other comprehensive major madical-type
coverags may be waived from the eligibility count. 756% of all eligitfe employses without waivers must be insured, and no
legs than 25% of the full-fime employeas must enroll.

This Policy may be tarminatad by the Company If the number of Insured Employees falls below the minimum
number of insurad Employees specified above or if the percentage of ellgible Employeas of the Pollcyholder
coverad by tha Policy bacomes less than the percentage of Employee participation specified above.

{Special Group Conaiderations Forme# 23-2186, Dascription No Daductible Carryaver

{Special Group Considerstions Form# 23-2242, Description $100 ER co-pay
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SIGNATURES

This Application is made and delivered in the State of Arkansas and is governad 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.

| hereby renew the above referenced coverage and agree the group insurance, subject to the terms and conditions of the
policies renewad, will take effact 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. | also understand that my signature below
represents my agreement 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.

1. Policyholder

Signed at JOﬂQbQ_r_Q?_Q.Z this l LLIH day of D QC)' 2&_.5
City, State)

C\hl O j()WﬁbO O ffull fogal name of Policyholder]

2. Agent

| hereby certify that all of the information contained in this employer application is correct to the best of my knowledge,
and | know nothing unfavorable about this finm or any individual proposed for coverage (except as noted on the employee
applications}. | have comgplied with the underwriting rules and regulations and have explained in detail the coverage to
the member firm and its employess including the preexisting condition limitations and the qualifications of the effective
date provisions. | understand that Arkansas Blue Cross and Blue Shield will have no liability until this application has
beon approved and the premium is received.

V | will provide the applicant with a signed copy of this application.

| have emailed the applicant a signed copy of this application

Z&Ll\»—/ _#23908

ent Signature Insurance License # / Agency Fed. Tax ID #
Vavd (. Ferquson [0-28-2015"
Agent Pﬂnte&’ Name Date
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The Patient Protection and Affordable Care Act (PPACA) mandates a Summary of Benefits and Coverage (SBC)
document be created for every health insurance plan. An 8BC that applies to this plan{s} can be found onling af

wwwe arkansasbiuecross comfesbe. After we receive and process your signed contract, you may access the SBC(s) for
this plah by going to our 8BC locator tool and entering the following unigue identifier(s} into the SBC locator:

10221516135713
Groups with more than one plan type may have more than one link. You may download and electronic copy (PDF} of

the appropriate SBC(s} to fulfill distribution requirements as mandated by the Patient Protection and Affordable Care Act
{PPACAL A printed version is available by calling your group senice representative.
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EMPLOYER APPLICATION

- R

kanséls
BlueCross BlueShield Blues Enroll

An kg 1Ug e P BheoTnsaon a3 AR

§Renewai APPLICATION by: City of Jonesboro Craighead Library
; {hereinafter called “Policyholder")

ifor a Group Policy covering the employees of the Policyholder and the eligible dependents of such employees. The
{Poiicyhnider infends hareby to establish and maintain an employee benefit plan {the "Ptan™ for the Policyholders employees

H

§an<§ eligible dependents, to contribute to the cost of the Plan, and ta actively promotea the Plan to the Policyholder's employees.
GROUP INFORMATION ) B o i '
ILegal Name of Business: CITY OF JONESBORO

ID/BA City of Jonesbora Craighead Library

|Street Address: 315 W. Oak

]City, State, Zip: Joneshoro , AR , 72401 . ;fCuunty: Craighead
iMaiﬁng Address: (if different from Street) 315 W. QOak

§City§ State, Zip: Jonesboro , AR, 72401

[Telephone # 870-933-4640

[Fax # -

|Fed. Tax 1.0 # 71-0023849

{Exec. Contact: |E-Mail:
[Group Administrator: Nancy Dabbins §E-Mail;

{Primary SIC Code: 8231 SIC Description: Libraries

§Business Type: Gavernment Entity

/Agent: iAgent's Lic #

IAgent's Company: Agent's Tax id:

POLICYHOLDER AS PLAN ADMINISTRATOR

The Paiic‘yhomen asg Plan Administrator, assumes respansibility for the accuracy of infarmation presented to Arkansas Blue
Cross and Blue Shield ("ABCBS™), including all informatian on the employment status and eligibility of individuals fo be covered
under the Plan, as well as medical information provided with respectto each such individual. The Palicyholder agrees that if
misrepresentations are made in any of the information providéd for rating or in this Group Application or any of the materials
submitted with &, including, but not limited to, individual applications and medical informaftion, then ABCBS may cancel ar
rescing this Groug Policy. The Palicyholder further agrees that if misrepresentations or false or misleading information is
presentad in filing of any claims hereunder Cimproper claims®), ABCBS may cancel or rescind the coverage of any individual
linvolved in presenting such a claim. Further, ABCBS may cancel or reseind the entire Group Policy ifthe Palicyholder or any

representative of the Policyholder knew or should have known of the improper claims, or if the Policyholder's action ar inaction
cantributed to presentation of improper claims.

The Policyholder hereby appoints the Board of Directors ("Board™) of Arkansas Blue Cross and Blue Shield "ABCBS™, as ils
provy to act on its behalf at all meetings of members of ABCBS. This appointment shall include such persaons as the Board
may designate by resolution to act an its behalf. This proxy gives the Board, or its designee, full power to vote for the
Policyholder on ail matters that may be voled upon at any meeting. The annual meeling of Members is held each year atthe
home office of ABCBS located at 6071 5. Gaines Strest, Little Rack, 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 atthe same time and placa on the next day after, which is nat
alegal holigay. A special meeting may be calied upon notice mailed not less than ten (10) or more than sixty (60} days prior to
such meeting. This proxy, uniess revoked, shall remain in effect during the Palicyholders membership in ABCBS. The
Palicyholder may revoke this proxy in wiiting by advising ABCBS, aftention Legal Oivision, of such at least five (5) days priorto
any meeting. The Policyhalder may also revoke its proxy by attending and voting int 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: 1/1/2016
Waiting Period Note:Effective Date is first of the month following the Waiting Period.
Date of Open Enroliment December

¥ 3 month i not spesified, the Group’s Open Enroliment will be the month prior to ibe Group's renews! dale.

iClass  [Class Description EWaiting Period IContribution
i1 %full time 1 Month Employes 71 % Dependent 71 %

Hete: The Employer must pay & minimum of 50% of the Employee premium. This Policy may be terminsted by the company if the Policyholder
fails to contribute the percentsge of Employees’ premium specified above,

|Maximum Dependent Age 26
%Mandated Mental Health Parity: Yes

{Please Indicate whether a HRA, or mechanisms utilized te reduce the employee’s pertion of health plan cests, i either in place or planned to be
ipurchased. HNo

Rates affered for this plan are contingent on asgertions submitted by the insurance applicant {or its agent) that there is no HRA or othar
funding mechanism in place, nor Intent 1o purchage such an arrangement. Upan evidence to the contrary, the group health plan is subject to
termination.

IDeductible: 13600 iDeductible Carryover: No
Family Deductible: 3 [Basis: Fulfilment
Coinsurance: 180%/60%

Zln-Neiwork Calendar Year Coinsurance Max: 1$2000

[Family Calendar Year Coinsurance Max: 3 |Basis: Fulfillment

{Out-of-Network Calendar Year Coinsurance Max;: |None

|Lifetime Maximum: {Unlimited

Traditional Wellness

[Prescription Drug Rider Plan: 515/$36/555 Standard Formulary with Step Therapy
IMail Order Drug - 2x Copay (30 days)

Based on actuarial review, this drug benefif option is creditable to the standard Medicare Part D
prescription coverage.

IPPO Optional Benefits:

linpatient Capay - None

{Office Visit Copayment - $35 %Matemity - Elected

Blue Card \Supplemental Accidental Endorsement - Declined
[ER Capayment - $100

\Arkansas Mandated Offer Benefit Riders:

You RMust Elect or Reject Each Rider:
Mammography - Reject |Substance Abuse - Reject
{Psychiatric Condition - Reject ITMJ* - Reject

{Hearing Aid - Reject

z%‘*Reifﬂ:tiun of the THJ Benefit Rider means coversd benefils provided to Covered Persons wiill ngt include temporuméndﬂ:u¥ar
iJoint dizorders (TMJ) or cranicmandibular disorders.

gﬁ’erm Life and AD&D through USAble Life is not Provided
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RATES - PPO XXX~ 1

{Two Tier Compasite [Total Premium
| Employee 15397.74
Famity 15854.51

lif 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 sevices 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
iinvelved 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.
___\'ées! | agree with the status as shown.

____No, | disagree with the status as shown because
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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 are required to provide qualified beneficiaries an election period during
which the beneficiary can elect to continue coverage under the guidelines. We offer the senices of a vendor, "Ceridian™,
to assist you in administering Cobra (no additional cost).

Bath 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 of an employee, with the fraction equal to the number of hours worked divided by the

number of hours used to determine full time status *

{Yes_‘f}(((No__) As an employer, are you cusrently obligated by law to comply with COBRA?
(Yes_\i}x(ﬂe_) Do you want to use the services of Ceridian?

{Yes }(No g% yes, are you currently contracting directly with Ceridian?

1 COBRA Handbook 2009, 14.03[E][2); 26 CFR §54.4980B-2 QJA 5(e).
242 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 Sendces Act
§2791(e} provides

{1} The term "large employer” maans, in connection with a group health plan with respect te 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.

{2} The term "small employer” means, in cannection with a group health plan with respect to a calendar year and a
plan year, an employer whe employad an average of at least 1 but not more than 108 employees on business days
during the praceding calendar year and who employs at feast 1 employee on the first day of the plan year.

'The policyholder is a large employer / small emplayer (check one).

zL' 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 Palicyholder 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 the 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 palicyhalder, under the graug health plan ogtion 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, af 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 to premium must be aggregated and used for
the benefit of current Employees in the group haealth 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 iNRMATiGH ' |
§MINIMUK NUMBER OF INSURED EIA

[ Full-Yima = means an adweempioyee-wnhammimum 0130 hrefweek & 48 waeksiyear -
finEtate  [outof Stz [Total

1 Ful! Tird Emptayeas emol!mg {i ncluding those satisfying their waiting period within-3 } , 4
momhs aftor the effactive: date) , 1 / , 0 ,
[COBRA Continueas (Enroling): - o o | O

1|Lifs ONLY Contracts: , ool ol
Total Enroliing'and Waking: 4 _ I =2 e ?DS
| |Part Time/Seasonal/Tomporary Employees ; o 27 |l
Total # ofEmp!nyaes o HA
{ men! guidelings a group must have at [east fity-

.;Group‘; whnse anroliment subsequenﬂy drops below frﬁy—one anrollgd must bo rated as

' » may be wasvad from the alsgtb'lrty count.. 75% afall el‘gnbla ampluyees without warvars must ‘be ingured, and av
llsgs than 25% of the fn |time employees must enrol,

This. Poﬂcy may be terminaiad by !jm Ct)mpany L] the numbar of Insured Employees falls below the mmimum

covered hy the Pc!!cy becomes less the percentage of Employee participaﬂon speciﬁed ahove.
on No Deductible Canryaver

Special Group. Considerations: Formi# 23-2186, Descripti
Spacial Group Conslidarations Form# 23.2242, Description 5100 ER co-pay
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SIGNATURES

Thiz Application 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 Centificate.

| hereby renew the above referenced caverage 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
racaived by the home office of Arkansas Blue Cross and Blue Shield. | also understand that my signature below
represents my agreement and acceptance of the premium rate schedule.

Any person who knowingly presents a false or fraudulent claim for paymeut 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.

1. Policyholder

Signed at JOQM_Q,_M this )L}_]l day of D@CJ - 20]S
{3ity, State}

MCA“\/U Q‘p { jongé bO f () ffull leaal name of Policvholder

2. Agent

| hereby certify that all of the information contained in this employer application is correct to the best of my knowledge,
and | know nothing unfavorable about this firm or any individual proposed for coverage (except as noted on the employee
applications). | 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. | understand that Arkansas Blue Cross and Blue Shield will have no liability until this application has
been approved and the premiun is received.

I,{ | will pravide the applicant with a signed copy of this application.

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

#23908

Insurance License # / Agency Fed Tax ID#

/0-28 -20I!5

Agent Priied Name Date
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The 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 onfine at

www srkansasbluecross comfesbe. After we receive 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 unigue identifier(s) into the SBC lncator:

10221516136721

Groups with more than one plan type may have more than one link. You may download and electsonic copy (POF) of
the appropriate SBC(s) to fullill distribution requirements as mandated by the Patient Protection and Affordable Care Act
{PPACA}. A printed version is available by calling your group semvice representative.
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