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EMPLOYER APPLICATION 
Arkansas Blues Enroll 
BlueCross BlueShield 

IRenewal APPLICATION by: City of Jonesboro Urban Renewal & Housin 

I (hereinafter called "Policyholder") 

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

ILegal Name of Business: CITY OF JONESBORO 

10/B/A: City of Jonesboro Urban Renewal & Housin 

/Street Address: 330 Union Street 

ICity, State, Zip: Jonesboro, AR , 72401 ICounty: Craighead 

IMalling Address: (if different from Street) 330 Union Street 

ICity, State, Zip: Jonesboro, AR , 72401 

!Telephone #: 870-935-9800 

jFax #: -

!Fed. Tax 1.0#: 71-0024703 

IExec. Contact:!E-Mail: 

,[Group Administrator: Janice Grissum IE-Mail: 

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

IBusiness Type: Government Entity 

!Agent: IAgent's Lic #: 

IAgent's Company: Agent's Tax Id: 

IPOLICYHOLDER AS PLAN ADMINISTRATOR 
­

The Policyholder, as Plan Administrator, assumes responsibility for the accuracy of information presented to Arkansas Blue 
Cross and Blue Shield ("ABCBS"). including all information on the employment status and eligibility of individuals to be covered 
under the Plan, as well as medical information provided with respect to each such individual. The Policyholder agrees that if 
misrepresentations are made in any of the information provided for rating or in this Group Application or any of the materials 
submitted with it, including, but not limited to, individual applications and medical information, then ABCBS may cancel or 
rescind this Group Policy. The Policyhoider 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 
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 

IThe 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 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 of March, at 1:00 p.m. If the ! 

Ithird Monday of March is a legal holiday, then the meeting will be at the same time and place on the next day after, which is not 
[a 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 Policyholder's membership in ABCBS. The 
IPolicyholder may revoke this proxy in writing by advising ABCBS, attention Legal Division, of such at least five (5) days prior to 
I!any meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting. 
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IBENEFIT SELECTION 

IPREFERRED PROVIDER ORGANIZATION (PPO) - PPO XXX - 1 

REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2013
 
Waiting Period Note: Effective Date is first of the month following the Waiting Period.
 
Date of Open Enrollment December
 
If a month is not specified, the Group's Open Enrollment will be the month prior to ti,e Group's renewal dale. 

IClass !Class Description (Waiting Period IContribution 

IFull Time /1 Month IEmployee 71 % Dependent 71 % 

Note: The Employer must pay a minimum of 50% of the Employee premium. This Policy may be terminated by the company if the Policyholder 
fails to contribute the percentage of Employees' premIUm specified above 

[MaXimum Dependent Age 26 

IMandated 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. 

IDeductible: 1$500 !Deductible Carryover: No 

IFamily Deductible: 13 !Basis: Fulfillment 

ICoinsurance: 180%/60% 

lin-Network Calendar Year Coinsurance Max: 1$2000 

!Family Calendar Year Coinsurance Max: 13 IBasis: Fulfillment 

!Out-of-Network Calendar Year Coinsurance Max: INone 

ILifetime Maximum: IUnlimited 

ITraditional Wellness 

IPrescription Drug Rider Plan: $101$301$50/100% Value Formulary 

IMail Order Drug - 2x Copay (90 days) 

IBased on actuarial review, this drug benefit option is creditable to the standard Medicare Part 0 
iprescription coverage. 

IPPO Optional Benefits: 

Iinpatient Copay - None
 

IOffice Visit Copayment - $30 IMaternity - Elected
 

IsuPPlemental Accidental 
!Blue Card Endorsement - Declined 

IER Copayment - $100 

!Arkansas Mandated Offer Benefit Riders:
 

You Must Elect or Reject Each Rider:
 I 
1Mammography - Reject 'Substance Abuse - Reject 

IPsychiatric Condition - Reject iTMJ' - Reject 

IHearing Aid - Reject 

,'Rejection of the TMJ Benefit Rider means covered benefits provided to Covered Persons will not include temporomandibular 
iJoint disorders (TMJ) or cranlomandlbular disorders 

iTerm Life and AD&D through USAble Life is not Provided 
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RATES - PPO XXX-1-­ ~I 
I' 

-_. 
ITwo Tier Composite ITolal Premium 

I Employee 1$327.60 

I Family 1$703.82 
J 

I 
If there is an agent Dr broker involved in this coverage transaction they may receive compensation from Arkansas Blue 
Cross and Blue Shield, or one of its affiliates, for his Dr her services related to the placement of this coverage Any such 
compensation is included In the premium paid by the covered person. For more information on the compensation 
involved in this transaction, please direct your inquiry to the agent or broker. 

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

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

_Yes, I agree with the status as shown. . 

_ No, I disagree with the status as shown because 

~ 
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,ATTESTATIONS 

ICOBRA 

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 services of a vendor, "Ceridian" 
to assist you in administenng 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. 

(vesL(No_l Under the governmental guidelines the group health plan is subject to Cobra, meeting the 
criteria for 20 or more employees. 

(YeS~(No--llf yes, do you wish to use the services of Ceridian? 

If no, who will administer Cobra for you? _ 

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 

(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. 
I 
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
 
Idunng 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 1 small employer (check one). 

IL. Policyholder to Distribute and Account for Premium Rebates 

lin the event federal or state law requires the Company to rebate a portion of an annual premium payment, Company
 
iwill 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
 
IEmployees In one of the following ways at the option of the Policyholder:
 
11. 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 for 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 
whlch the Company is providing a rebate, to reduce the Employees' portion of premium for the subsequent policy year;
 
/
13. 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
 

I4. The reduction in future premium or the cash refund provided under paragraphs 1,2 or 3 of this section may, at the
 
loptlon of the policyholder, be: divided evenly among such Employees; divided based on each Employee's actual
 
icontributions to premium; or apportioned in a manner that reasonably reflects each Employee's contributions to
 
I .
[premium
 
i5. 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.
 

I ipolicyholder 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 
IGroup Policy. 
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IEMPLOYEE INFORMATION
 
:MINIMUM NUMBER OF INSURED EMPLOYEES &MINIMUM PARTICIPATION REQUIREMENTS.
 

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 
Medicare and Medicaid Services (CMS). 

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

/In Slale ]Oul of Slale ITolal
 

Full-Time Employees enrolling (including those satisfying their waiting period within 3
 
months after the effective date):
 /5Sl "C£ r Full-Time Employees waiVing (including those satisfying their waiting period within 3
 
months after the effective date):
 ~i-lb-

. iCOBRA Continuees (Enrolling): 

, [Life ONLY Contracts: I I I 
ITotal Enrolling and Waiving: I I r 
Ipart Time/SeasonalrTemporary Employees: I 
ITotal # of Employees: I~ 

IMinimum Number of Insured Employees. To meet large group enrollment gUidelines a group must have at least fifty- . 
one full-time enrolled employees. Groups whose enrollment SUbsequently drops below fifty-one enrolled must be rated as 
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 
Iless than 50% 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 
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# 23-2546, Description Alternate eligibility hours(40 hours/week) 

[I!Special Group Considerations Forrn# 23-2186, DescnptlOn No Deductible Carryover 
:---------=-----::----~=-=-=:---------------
,iSpecial Group ConSiderations Form# 23-2242, Description $100 ER co-pay i 
~-----------------------------~ 
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ISIGNATURES 

This 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 Certificate. 

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

'II 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 --U--"'4-~~~~""""""''-'-~=-' this 2]111 day of ~_Q",--\j~.__ 2011 

I
 

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

I 

I 
Ibeen approve and the premium is received. i 

I 

I 

Insurance License # I Agency Fed. Tax ID # 

DateAgent Printed Name 
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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 online at 
www.arkansasbluecross.comlesbc. 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 unique identifier(s) into the SBC locator: 

10051209044625 

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 
(PPACA). A printed version is available by calling your group service representative. 
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EMPLOYER APPLICATION 
Arkansas Blues Enroll 
BlueCross BlueShield 

IRenewal APPLICATION by: City of Jonesboro Craighead Library 

(hereinafter called "Policyholder") 

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

--­ --­ -­ ------­ -

IGROUP INFORMATION 

ILegal Name of Business: CITY OF JONESBORO 

ID/B/A: City of Jonesboro Craighead Library 

jStreet Address: 315 W. Oak 

ICity, State, Zip: Jonesboro, AR , 72401 jCounty: Craighead 

!Mailing Address: (if different from Street) 315 W. Oak 

ICity, State, Zip: Jonesboro, AR , 72401 

ITelephone #: 870-933-4640 

[Fax #: -

IFed. Tax I.D #: 71-0023849
 

IExec Contact: IE-Mail:
 

IGroup Administrator: Nancy Dobbins Ir-E---M-a-il-:-------------------- ­

jPrimary SIC Code: 8231 SIC Description: Libraries 

!Business Type: Government Entity 

jAgent iAgent's Lic #: 

IAgent's Company: Agent's Tax Id: 

:POLICYHOLDER AS PLAN ADMINISTRATOR 

The Policyholder, as Plan Administrator, assumes responsibility for the accuracy of information presented to Arkansas Blue 
Cross and Blue Shield ("ABCBS"), including all information on the employment status and eligibility of individuals to be covered 
under the Plan, as well as medical information provided with respect to each such individual. The Policyholder agrees that if 

Imisrepresentations are made in any of the information provided for rating or in this Group Application or any of the materials 
Isubmitted 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 jf 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 
Icontributed to presentation of improper claims. 

-

IPROXY 

IThe 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 shall include such persons as the Board 
may deSignate by resolution to act on its behalf. This proxy gives the Board, or its designee. full power to vote for the \ 
POlicYholder on all matters that may be voted upon at any meeting. The annual meeting of Members is held each year at the 
home office of ABCBS located at 601 S. Gaines Street, Little Rock, Arkansas, on the third Monday of March, al 1:00 p.m. If the I 

Ithird Monday of March is a legal holiday, then the meeting will be at the same time and place on the next day after, which is not 
a legal holiday. A special meeting may be called upon notice mailed not less than ten (10) or more than sixty (60) days pnor to 
such meeting. This proxy, unless revoked. shall remain in effect dunng the Policyholder's membership In ABCBS. The 
Policyholder may revoke this proxy in writing by advising ABCBS, attention Legal DiviSion, of such at least five (5) days prior to 
,any meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting. 
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[BENEFIT SELECTION 

!PREFERRED PROVIDER ORGANIZATION (PPO) - PPOXXX - 1 

REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2013
 
Waiting Period Note: Effective Date is first of the month following the Waiting Period.
 
Date of Open Enrollment December
 
If a month is not specifJed, the Group's Open Enrollment will be the month prior to the Group's renewal date 

!Class Description !Waiting Period IContribution
 
I-F-u\-'T-j-m-e---------!1 Month
 IEmployee 71 % Dependent 71 % 

Note: The Emptoyer must pay a minimum of 50% of the Employee premium. This Policy may be terminated by the company if the Policyholder 
fails to contribute the percentage of Employees' premium specified above. 

IMaXimum Dependent Age 26 

IMandated 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.
 

IDeductible: 1$500 IDeductible Carryover: No;-,------------1
Family Deductible: 3 IBasis: Fulfillment 

ICoinsurance: 1'8-0-°;'-0/-6-0-0/.-0--------------------1 

r-In-.-N-e-tw-o-rk-C-a-Ie-n-d-a-r-Y-e-a-r-C-o-in-su-ra-n-c-e-M-a-x-:--1$2000 

IFamily Calendar Year Coinsurance Max: 13 jBasis: Fulfillment
 

]Out-of.Network Calendar Year Coinsurance Max: !None
 

ILifetime Maximum: !Unlimited
 

IITraditional WeJlness 

IPrescription Drug Rider Plan: $10/$30/$50/100% Value Formulary 

jMail Order Drug - 2x Copay (90 days) 

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

jppo Optional Benefits: 

IInpatient Capay - None 

!Office Visit Copayment - $30 IMaternity - Elected
 
I
 'suPPlemental ACCidental
iBlue Card 

,Endorsement - Declined i l 
!ER Copayment - $100 

IArkansas Mandated Offer Benefit Riders: 

You Must Elect or Reject Each Rider: 

IMammography - Reject 
,--------------------
ISubstance Abuse - Reject 

jPsychiatric Condition - Reject jTMJ* - Reject 

!Hearlng Aid - Reject 

i*ReJectlon of the TMJ Benefit Ricer means covered benefits proVided to Covered Persons will not Include temporomandibular 
iJoint disorders (TMJ) or cranlomandibular disorders. 

iTerm Life and AD&D through USAble Life is not Provided 
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II RATES - PPO XXX - 1 I 
!Two Tier Composite (Total Premium 

I 
I Employee 1$327.60 

I Family 1$703.82 

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. 

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

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

• j 
_Yes, I agree with the status as shown.
 I
 

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

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 services 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 
jemployee 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-> Under the governmental guidelines the group health plan is sUbject to Cobra, meeting the 
critej for 20 or more employees. 

I(YeS_)(No-> If yes, do you wish to use the services of Ceridian? 

.llf no, who will administer Cobra for you? _ 

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 

1(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 
Icalendar 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
 
Idurlng the preceding calendar year and who employs at least 1 employee on the first day of the plan year.
 
I 

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

'1 L. Policyholder to Distribute and Account for Premium Rebates 

lin 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 
Ithat 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: 
,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 for the subsequent policy year; 
i2. For Employees covered, at the time the rebate is received 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 
ipolicyholder, 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 
ioption of the policyholder, be: divided evenly among such Employees; divided based on each Employee's actual 
Iicontributions to premium; or apportioned in a manner that reasonably reflects each Employee's contributions to 
Ipremlum.
 
!5. 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
 
ireasonable attorney's fees, due to the Policyholder's failure to carry out its obligations under this Section L of the
 
IGroup Policy.
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\EMPLOYEE INFORMATION 
!MINIMUM NUMBER OF INSURED EMPLOYEES &MINIMUM PARTICIPATION REQUIREMENTS. 

-
!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 
and Arkansas Blue Cross. Arkansas Blue Cross is required to furnish these counts to the Centers for 
Medicare and Medicaid Services (CMS). 
, 

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

lin State lOut of State 

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

,months after the effective date): 

ICOBRA Continuees (Enrolling): PI 
IUfe ONLY Contracts: I I 
jTotal Enrolling and Waiving: I I 
I 

' IPart Time/SeasonalfTemporary Employees: I 
: ITotal # of Employees: 

Minimum Number of Insured Employees. To meet large group enrollment guidelines a group must have at least fifty-
one full-time enrolled employees. Groups whose enrollment SUbsequently drops below fifty-one enrolled must be rated as 
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 50% of the full-time employees must enroll. 

-

ITotal 

I 0.-1 

~ 
I 
I 

-. 

! ;;l'1 

I 
IThiS 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. 

jSpecial Group Considerations Form# 23-2546, Description Alternate eligibility hours(40 hours/week) 

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

1 

r=IT=h=iS=A=PP=I=ic=a=ti=o=n=is=m=a=d=e=a=n=d=d=el=iv=e=r=ed=in=th=e=S==t=a=te=o=f=A=rk=a=n=s=a=s=a=n=d=i=s=9=0=v=e=rn=e=d=b=y=th=e=l=a==w==s==o==f=A=r=k=a=n=sa=s=a=n=d=t=h=e=U=n=it=e=d 

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

I hereby renew the above referenced coverage and agree the group insurance, subject to the terms and conditions of the 
policies renewed, will take effect as of the renewal date, provided this application is approved and the premium is 
received by the home office of Arkansas Blue Cross and Blue Shield. I 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 --4,,1-=.L.~,I....:...J.~-->..L.t-'-""""""-' this 2±11iday of ----.bJL..:!O",--V...JL-'--'__ 2011 

Insurance License # I Agency Fed. Tax ID # 

_--=-Z"S'f_D-=.-B _ 

2. 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). 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 

Ibeen approve and the premium is received. 

I ~ 
I --p~L----Z~~===----

Agent Printed Name Date 
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The Patient Protection and Affordable Care Act (PPACA) mandates a Summary of Benefits and Coverage (SSC) 
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) for 
this plan by going to our SBC locator tool and entering the following unique identifier(s) into the SBC locator: 

10051209044632 

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 
(PPACA). A printed version is available by calling your group service representative. 
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EMPLOYER APPLICATION 
Arkansas Blues Enroll 
BlueCross BlueShield 

IRenewal APPLICATION by: CITY OF JONESBORO 

I (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 "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. I

--- --~-- -------------- ­

GROUP INFORMATION 

ILegal Name of Business: CITY OF JONESBORO 

ID/B/A: CITY OF JONESBORO 

iStreet Address: 515 W Washigton 

ICity, State, Zip: Jonesboro, AR , 72401 jCounty: Craighead 

IMailing Address (if different from Street) POBOX 1845 

jCity, State, Zip: Jonesboro, AR , 72403 

jTelephone #: 870-933-4640 

!Fax #: -

IFed. Tax 1.0#: 71-6013749 

IExec. Contact: Harold Perrin IE-Mail: hperrin@jonesboro.org 

IGroup Administrator: GLORIA ROARK iE-Mail: groark@jonesboro.org 

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

!Susiness Type: Government Entity 

!Agent: iAgent's Lic #: 

IAgent's Company: Agent's Tax Id: 

POLICYHOLDER AS PLAN ADMINISTRATOR 

The Policyholder, as Plan Administrator, assumes responsibility for the accuracy of information presented to Arkansas Blue 
Cross and Blue Shield ("ABCBS"), including all informalion on the employment status and eligibility of Individuals to be covered 
under the Plan, as well as medical informalion provided with respect to each such individual. The Policyholder agrees that if 

Imisrepresentations 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 misreP.resentations 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 I 
'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. I
IPROXY 

iThe Policyholder hereby appoints the Board of Directors ("Board") of Arkansas Blue Cross and Blue Shield ("ABCBS"), as its 
Iproxy 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 
Ipolicyholder 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. If the 
Ithird 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 
I 
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 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 
lany meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting 
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IBENEFIT SELECTION 

IRX ONLY - MEDIPAK SUPPLEMENT RX 

IREQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/112013 
Waiting Period Note: Effective Date is first of the month fOllOW.ing the Waiting Period. 
Date of Open Enrollment December 
If amonth is not speci~Ied, the Gr0 up's Open Enrollmen t will be the month pir or to th e Groups'rene waI dateI 

[Class Description IWaiting Period IContribution 

IMed supp elctd offics w20 Yrs 
10 Months [EmPlOyee 25 % Dependent 0 % 

cnt sc-rx 

IClass 
I 
14 
I
Note The Employer must pay a minimum of 50% of the Employee premium This Policy may be terminated by the company if the Policyholder 
fails to contribute the percentage of Employees' premium specified above. 

IMaximum Dependent Age: 26 

IMandated Mental Health Parity: Yes 

IPreSCriptlon Drug Ride r Plan. $10/$30/$50/100 0Yo Value Formulary, Mall Order Drug - 2x Capay (90 days) 

IBased on actuarial review, this drug benefit option is creditable to the standard Medicare Part 0 prescription coverage. 
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RATES - MEDIPAK SUPPLEMENT RX III 

I

1_ No, I disagree with the status as shown because 

lOne Tier Composite ITotal Premium 

I Employee 1$80.84 

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. 

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

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

j Yes, I agree with the status as shown. 

_ 
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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 under the gUidelines. We offer the services 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. 

(ves..0' (No-l Under the governmental guidelines the group health plan is subject to Cobra, meeting the
 
criteria for 20 or more employees.
 

(VeS~No-llfyes, do you wish to use the services of Ceridian? 

If no, who will administer Cobra for you? _ 

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 

(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 on the first day of the plan year
 I 

IThe policyholder is a ~Iarge employer __ small employer (check one). 

i
 
IL. Policyholder to Distribute and Account for Premium Rebates
 

i 
lin 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
 
Ithat is proportionate to the total amount of premium paid by all Employees under the policy for the benefit of
 
IEmployees in one of the folloWing ways, at the option of the Policyholder:
 
11. 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 for 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 
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 
Ipolicyholder, 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
 
ioption of the policyholder, be divided evenly among such Employees; divided based on each Employee's actual
 
icontributions to premium; or apportioned in a manner that reasonably reflects each Employee's contributions to
 
Ipremium.
 
15. 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
 
IPolicyholder will indemnify the Company in the event the Company suffers any fines, penalties or expenses, Including
 
Ireasonable attorney's fees, due to the Policyholder's failure to carry out its obligations under thiS Section L of the
 

IIIGroup Policy. 
I' 
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IEMPLOYEE INFORMATION
 
iMINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS.
 

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 
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 hrs/week & 48 weeks/year 

lin Slale lOut of Slale ITolal 

'F-u-II--T-im-e-E-m-p-I-o-ye-e-s-e-n-r-o-Ili-n-g-(i-n-c-Iu-d-in-g-t-h-os-e-sa-t-is-fy-i-ng-th-e-ir-w-ai-ti-ng-p-e-riO-d-W-it-h-in-3-~~-,!I----'r-r--:­
months after the effective date): I I ,_ 'I 
Full-Time Employees waiving (including those satisfying their waiting period within 3 
months after the effective date): 

ICOBRA Continuees (Enrolling):1 
I-Li-fe-O-N-L-Y-C-o-nt-ra-ct-s-:-------------------1 

I I 
I [-- ­

• ITotal Enrolling and Waiving: I II 
1

IPart Time/SeasonalfTemporary Employees:1--­
, IT-o-t-a-'#"'----o-'--f-E-m-p-Io-y-e-e-s:------------------------------ ­

Minimum Number of Insured Employees. To meet large group enrollment guidelines a group must have at least fifty­
. one full-time enrolled employees. Groups whose enrollment SUbsequently drops below fifty-one enrolled must be rated as 
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 50% 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 
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# 23-2170, Description Continuation for Municipal Emps 55+ 

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

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

ISpecial Group Considerations Form# 23-2546, Description alternate eligibilty hours(40/week) 

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

This Application is 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. I 
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 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. 

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.
 
11. Policyholder ---~------------

Signed at ~""""~io4;;;,_---;---'......f..L-=----' this n-!d day of ~ 20J1.> 

2. 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 I
 
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 .effectlve
 
date proVisions. I understand that Arkansas Blue Cross and Blue Shield will have no liability until thiS application has I
 

been approve and the premium is received I 

. z5~o6 i 
Insurance License # I Agency Fed Tax 10 # 

l>k. t:> C. t=£tttiv,t>tJ 
Date

Agent Printed Name 
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I~-

IThe 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) for 
this plan by going to our SBC locator tool and entering the following unique identifier(s) into the SBC locator: 

10051209044646 

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 
(PPACA). A printed version is available by calling your group service representative. 
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EMPLOYER APPLICATION 
Arkansas Blues EnrollBlueCross BlueShield 
Anl~~'" the Blue Cr08I and &ueShIeklAJi:socuboo 

!Renewal APPLICATION by: CITY OF JONESBORO , 
(hereinafter called "Policyholder") 

for a Group Policy covering the employees of the Poli~Yholder and the eligible dependents of such employees Th 
Policyholder Intends hereby to e~tablish and maintain an employee benefit plan (the "Plan") for the PoIiCYhold'er'seem 10 ees 

" " 

ID/B/A: CITY OF JONESBORO 

rStreet Address: 515 W Washigton 

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

IMailing Address: (if different from Street) POBOX 1845 

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

ITelephone #: 870-933-4640 

!Fax #: ­

lFed. Tax I.D #: 71-6013749 

IExec. Contact: Harold Perrin IE-Mail: hperrin@jonesboro.org 

!Group Administrator: GLORIA ROARK iE-Mail: groark@jonesboro.org 

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

!Susiness Type: Government Entity 

IAgent: IAgent's Lic #: 

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

POLICYHOLDER AS PLAN ADMINISTRATOR 

'The Policyholder, as Plan Administrator, assumes responsibility for the accuracy of information presented to Arkansas Blue 
Icross and Blue Shield ("ABCBS"), including all information on the employment status and eligibility of individuals to be covered 
'under the Plan, as well as medical information proVided with respect to each such individual. The Policyholder agrees that if 
jmlsrepresentations are made in any of the information provided for rating or in this Group Application or any of the materials 
Isubmitted with it, including, but not limited to, individual applications and medical information, then ABCBS may cancel or 
rescind this Group Policy The Policyholder further agrees that if misrepresentations or false or misleading information is 
presented in filing of any claims hereunder ("improper claims"), ABCBS may cancel or rescind the coverage of any individual 
involved in presenting such a claim. Further, ABCBS may cancel or rescind the entire Group Policy if the Policyholder 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 ("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 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 
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 
lpolicyholder 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 a1 any Member's meeting. " 

10-1 02GRPAPP R04/12 



-- --- --- -BENEFIT SELECTION 

IPREFERRED PROVIDER ORGANIZATION (PPO) - PPO XXX - 1 

REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2013
 
Waiting Period Note: Effective Date is first of the month following the Waiting Period.
 
Date of Open Enrollment December
 

, If a month is not specified. the Group's Open Enrollment will be the month prior to the Group's renewal date. 

IClass IClass Description jWaitingPeriod IContribution
 
1 (Full Time
 1 11 Month (Employee 71 % Dependent 71 % 

Note: The Employer must pay a minimum of 50% Df the EmplDyee premium. This PDlicy may be terminated by the cDmpany jf the PDlicyhDlder 
fails tD contribute the percentage Df EmplDyees' premium specified above, 

!Maximum Dependent Age 26 

IMandated 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 
terminatiDn. 

!Deductible: 1$500 IDeductible Carryover: No 
- --13 , IFamily Deductible: IBasis: Fulfillment 

: ICoinsurance: 180%/60% 

. lin-Network Calendar Year Coinsurance Max: 1$2000 

, (Family Calendar Year Coinsurance Max: IBasis: Fulfillment~ 
l0ut-of-Network Calendar Year Coinsurance Max: INone 

• jLifetime Maximum: jUnlimited 

!Traditional Wellness 

IPrescription Drug Rider Plan: $10/$30/$50/100% Value Formulary 

[Mail Order Drug - 2x Capay (90 days) 

IBased on actuarial review, this drug benefit option is creditable to the standard Medicare Part 0 
iprescription coverage, 

'PPO Optional Benefits: 

IInpatient Copay - None 

IOffice Visit Copayment - $30 
I 

Is,ue Card 

IMaternity - Elected 

!Supplemental Accidentai 
!Endorsement - Declined 

jER Copayment - $100 

jArkansas Mandated Offer Benefit Riders: 

I You Must Elect or Reject Each Rider: 

IMammography - Reject ISubstance Abuse - Reject 

I 

IPsychiatric Condition - Reject !TMJ* - Reject 

IHearing Aid - Reject 

I*ReJection of the TMJ Benefit Rider means covered benefits provided tD CDvered Persons will nDt include temporomandibular 
iJDint disorders (TMJ) or craniDmandibular disDrders. 

!Term Life and AD&D through USAble Life is not Provided 
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RATES - PPO XXX-1II .=J
 
jTwo Tier Composite 

I Employee 

I Family 

Irotal Premium 

1$327.60 

1$703.82 

, 
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 

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

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

!ves, I agree with the status as shown. 

, _ No, I disagree with the status as shown because 
•I 
I 
I 

-
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IPREFERRED PROVIDER ORGANIZAnON (PPO) - PPO xxx - 1 

IREQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2013 
IWaiting Period Note' Effective Date is first of the month following the Waiting Period
 
Dale of Open Enrollment December
 
If a month is not specified. the Group's Open Enrollment will be the month prior to the Group's renewal date. 

jClass IClass Description jWaiting Period !Contribution 
[2-.IRetirees 10 Months /Employee 0 % Dependent 0 % 

Note: The Employer must pay a minimum of 50% of the Employee premium. This Policy may be terminated by the company if the Policyholder 
fails to contribute the percentage of Employees' premIum specified above. 

IMaximum Dependent Age 26
 

rMandated 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 
errnination. 

!Oeductible: 1$500 /DedUCtible Carryover: No 

rFamily Deductible: 13 IBasis: Fulfillment 
. ­

jCoinsurance: 180%/60% 

Iln-Network Calendar Year Coinsurance Max: 1$2000 

IFamily Calendar Year Coinsurance Max: 13 IBasis: Fulfillment 

l0ut-of-Network Calendar Year Coinsurance Max: INone 

!Lifetime Maximum: IUnlimited 

IITraditional Wellness I 
-

IPrescription Drug Rider Plan: $10/$30/$50/100% Value Formulary 

jMail Order Drug - 2x Copay (90 days) 

IBased on actuarial review, this drug benefit option is creditable to the standard Medicare Part 0 
jprescripfion coverage. 

ippo Optional Benefits: 

. !Inpatient Copay - None 

lattice Visit Copayment ~ $30 

!Blue Card 

IMaternity - Elected 

l~uPPlementalAccidental 
Endorsement - Declined 

IER Copayment - $100 

IArkansas Mandated Offer Benefit Riders: 

You Must Elect or Reject Each Rider: I 
[Mammography - Reject ISubstance Abuse - Reject 

. . .jPsychiatnc Condition - Reject ITMJ - Reject 

!Hearing Aid - Reject 

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

IJoint disorders (TMJ) or cranlomandlbular disorders 

jTerm Life and AD&D through USAble Life is not Provided 
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II RAlES - PPO xxx -1 I 

[TWO Tier Composite 

I Employee 

I Family 

ITotal Premium 

1$327.60 

1$703.82 

f'f 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 

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. 

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

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

i Yes, I agree with the status as shown. 

_ No, I disagree with the status as shown because 

I 

I 
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I 
jCOBRA --

IGroup health plans for employers with 20 or more employees on more than 50% of the business days in the previous 

jCalendar 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 admlnlstenng 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. 

I(Yes'£(NO-l Under the governmental gUidelines the group health plan is SUbject to Cobra meeting the
 
criteria for 20 or more employees. '
 

(YeS~(No-llf yes, do you wish to use the services of Ceridian? 

If no, who will administer Cobra for you? _ 

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 

(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 
Iplan 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 Ilarge 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

I 

Ithat is proportionate to the total amount of premium paid by all Employees under the policy for the benefit of
 
IEmployees in one of the following ways, at the option of the Policyholder:
 
11. 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 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
 
Ipolicyholder, 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 Employee's actual
 
icontributions 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 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 

Ireasonable attorney's fees, due to the Policyholder's failure to carry out its obligations under thiS Section L of the 
IGroup Policy. 
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- - ---- - --~ ­EMPLOYEE INFORMATION 
MINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS. 

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 
Medicare and Medicaid Services (CMS). 

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

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

.r~UII-Time Employees waiving (including those satisfying their waiting period within 3 
months after the effective date): 

iCOBRA Continuees (Enrolling): 

jLife ONLY Contracts: I I I 
ITotal Enrolling and Waiving: i-r--.I 
Ipart Time/SeasonallTemporary EmPloyees·: 

ITotal # of Employees: ..~ 
Minimum Number of Insured Employees. To meet large group enrollment gUidelines a group must have at least fifty-
one full-time enrolled employees. Groups whose enrollment subsequently drops below fifty-one enrolled must be rated as 
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 50% 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 

I 

I 

lin State lout of State !Total 

~I r~~ 
. ,I [

I 
i-

Inumber 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. 

jSpecial Group Considerations Form# 23-2170, Description Continuation for Municipal Emps 55+ 

!Speclal Group Considerations Form# 23-2186, Descnptlon No DeductIble Carryover 

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

ISpecial Group Considerations Form# 23-2546, Description alternate eligibilty hours(40/week) 

~ial 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 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 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. I also understand that my signature below 
represents my agreement and acceptance of the premium rate schedule. 

i 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 Jonesboro t0r~ ,this 21-n1 
day of -----U~Q,....,...\J...:..-._20J.b, 

(City. State) } 

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). I have complied with the underwriting rules and regulations and have explained in detail the coverage to 
the member firm and its employees including the preexisting condition limitations and the qualifications of the effective 
date provisions. I understand that Arkansas Blue Cross and Blue Shield will have no liability until this application has 
been approved and the premium is received. 

2. Agent.

i A1J£5t;::-re-­ Insurance License # I Agency Fed. Tax ID # 

__z--llll:...~q_ol8-,------__ 

I~D c. bittJJv>oN 
I Agent Printed 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 online at 
www.arkansasbluecross.com/esbc. 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 unique identifier(s) into the SBC locator: 

10051209044592
 
10051209044639
 

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 
(PPACA). A printed version is available by calling your group service representative. 
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---------

I 

EMPLOYER APPLICATION 
Arkansas Blues Enroll 
BllleCross BllleShield 

IRenewal APPLICATION by: City of Jonesboro Municipal Airport
 

(hereinafter called "Policyholder")
 

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

'GROUP INFORMATION 

ILegal Name of Business: CITY OF JONESBORO 

ID/B/A: City of Jonesboro Municipal Airport 

IStreet Address: 4116 Linbergh Drive 

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

jMailing Address: (if different from Street) P.O. Box 1293 

ICity, State, Zip: Jonesboro, AR , 72403 

/Telephone #: 870-933-4640 

IFax #: -

IFed. Tax I.D #: 71-0028290 

IExec. Contact: I E-Mail: 

IGroup Administrator: Gloria Roark I'E---M-a-il-:----------------------1 

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

IBusiness Type: Government Entity 

IAgent IAgent's Lic #: 

IAgent's Company: Agent's Tax Id: 

IPOLICYHOLDER AS PLAN ADMINISTRATOR 

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

Isubmitted with it, including, but not limited to, individual applications and medical information, then ABCBS may cancel or 
rescind this Group Policy. The Policyholder further agrees that if misrepresentations or false or misleading information is 
presented in filing of any claims hereunder ("improper claims"), ABCBS may cancel or rescind the coverage of any individual 
involved in presenting such a claim. Further, ABCBS may cancel or rescind the entire Group Policy if the Policyholder 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. 
" IPROXY 

"liThe 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 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 
Ipolicyholder 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 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 
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 TheI 
ipolicyholder may revoke thiS proxy in writing by adVising ABCBS, attention Legal Division. of such at least five (5) days prior to 
lany meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting. 
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IBENEFIT SELECTION 

IPREFERRED PROVIDER ORGANIZATION (PPO) - PPO xxx - 1 

IREQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2013
 
Waiting Period Note: Effective Date is first of the month following the Waiting Period.
 
Date of Open Enrollment December
 
If a month is not specified. the Group's Open Enrollment will be the month prior to the Group's renewal date. 

IClass	 IClass Description IWaiting Period IContribution 
j-F-u\-I-T-lm-e---------I'1-M-o-nt-h------I-E-m-p-lo-y-e-e-7-1-0;'-0--D-e-p-e-n-d-e-n-t-7-1-0;.-0---­[1 

Note' The Employer must pay a minimum of 50% of the Employee premium. This Policy may be terminated by the company if the Policyholder 
fails to contribute the percentage of Employees' premium specified above. 

jMaximum Dependent Age 26 

IMandated 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 
pu rchased. 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
 

. !Deductible: IDeductible Carryover: No 

IFamily Deductible: IBasis: Fulfillment 

I, Coinsurance: \80%/60%
 

lin-Network Calendar Year Coinsurance Max:
 

IFamily Calendar Year Coinsurance Max: IBasis: Fulfillment
 

IOut-of-Network Calendar Year Coinsurance Max: INone
 

ILifetime Maximum: !Unlimited
 

ITraditional Wellness
 
I'
 

IPrescription Drug Rider Plan: $101$301$50/100% Value Formulary
 

IMail Order Drug - 2x Copay (90 days) 

IBased on actuarial review, this drug benefit option is creditable to the standard Medicare Part 0 
Iprescription coverage. 

!PPO Optional Benefits: 

ilnpatient Copay - None 

!Office Visit Copayment - $30	 IMaternity - Elected 
I iSupplemental Accidental 
IBlue Card 

IEndorsement - Declined I
 

IER Copayment - $100
 

IArkansas Mandated Offer Benefit Riders:
 

I You Must Elect or Reject Each Rider:
 

IMammography - Reject ISubstance Abuse - Reject
 
,	 -'--------------------
IPsychiatric Condition - Reject iTMJ* - Reject 

IHearing Aid - Reject 

I 'ReJection of the TMJ Benefit Rider means covered benefits provided to Covered Persons will not include temporomandibular 
,JOint disorders (TMJ) or cramomandibular disorders 

iTerm Life and AD&D through USAble Life is not Provided 
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RATES - PPO XXX - 1 III 
ITwo Tier Composite Irotal Premium 

I Employee 1$327.60 

I Family 1$703.82 

(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. 

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

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

_Yes, I agree with the status as shown. 

_ No, I disagree with the status as shown because I 

I 
I 
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,ATTESTATIONS 

'I COBRA 
Group health plans for employers with 20 or more employees on more than 50% of the business days in the previous 
Icalendar year are subject to Cobra. Employers are required to provide qualified beneficiaries an election period during 
IWhich 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). 
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 
numbejPf hours used to determine full time status. 

(Yesi..J (No-l Under the governmental gUidelines the group health plan is subject to Cobra, meeting the
 
criteri, for 20 or more employees.
 

(YeS~)(No-lltyes, do you wish to use the services of Ceridian? 

lit no, who will administer Cobra for you? _ 

I 
IMedical 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 Services Act 
§2791 (e) provides 

(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. 

i 
i(2) The term "small employer" means, in connection with a group health plan with respect to a calendar year and a
 
Iplan year, an employer who employed an average of at least 1 but not more than 100 employees on business days
 
idurlng the preceding calendar year and who employs at least 1 employee on the first day of the plan year.
 

IThe policyholder is a __ large employer -.i... small employer (check one). 
i 
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'EMPlOYEE INFORMATION
 
IMINIMUM NUMBER OF INSURED EMPLOYEES &MINIMUM PARTICIPATION REQUIREMENTS.
 

IUnder the Medicare Secondary Payer Rules, it is the Employer's responsibility to annually inform Arkansas
 
1~lue 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
 

lMedicare and Medicaid Services (CMS).
 

I Full-Time = means an active employee with a minimum of 30 hrs/week & 4B weeks/year 
r-,---- -----,---­
lin State lOut of State !TOlal 

'IF-u-lI--T-im-e-E-m-p-Io-y-e-e-s-e-n-ro-I-Iin-g-(-in-c-IU-d-i-ng-th-o-s-e-s-a-ti-sf-y-in-g-t-he-i-r-w-a-it-in-g-p-e-ri-o-d-w-it-h-in-3-~-I II 
Imonths after the effective date):/ I I I I
 

/Full-Time Employees waiving (including those satisfying their waiting period within 3
 ~II'----II 
!months after the effective date): I 
I-C-O-B-RA-C-o-n-t-in-u-e-es-(E-n-ro-l-Iin-g-):------'---------------Ir ---I 1--­
r-IL_ife_o_N_LY_C_o_n_tr_ac_ts_: --'- ~1 [ I 
ITotal Enrolling and Waiving I 11---
IPart Time/SeasonalfTemporary Employees: I 
jTotal # of Employees: :1 7 
Minimum Number of Insured Employees. To meet large group enrollment gUidelines a group must have at least fifty- i 

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 50% 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 
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. 

ISpecial Group Considerations Form# 23-2546, Description Alternate eligibility hours(40 hours/week) 

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

ISpecial Group Considerations Form# 23-2242, Description $100 ER co-pay 
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• • !I 

IThiS Application is made and delivered in the State of Arkansas and is governed by the laws of Arkansas and the United II
IStates of America This Application IS Incorporated In and made a part of the Group Policy and Benefit Certificate. 

I hereby renew the above referenced coverage and agree the group insurance, subject to the terms and conditions of the 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. 

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 Jcnsboro QL, thiS 2J-/.d day of 11'"'-1--0\f~._20JL
V (cuy. State) ) 

12. Agent . . . 
'1 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 1 

lapplications). , have complied with the underwriting rules and regulations and have explamed mdetall 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 

2.s~D8 
Insurance License # I Agency Fed. Tax 10 # 

Ibeen approv and the premium is received. 

I 

[Date 
---------------------------'I 
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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 online at 
www.arkansasbluecross.com/esbc. After we receive and process your Signed contract, you may access the SSC(s) for 
this plan by going to our SBC locator tool and entering the following unique identifier(s) into the SBC locator: 

10051209044602 

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