EMPLOYER APPLICATION

Arkansas Blues Enroll
BlueCross BlueShield ' e

Aningeperdent Licensee of ine Bluc Cross and Blue Shield Assouauan

‘Renewal APPLbATlON by Clty of Jonesboro MunrcrpaIArrpon ”
' (hereinafter called “Policyholder”) i

for a Group Polrcy covering the employees of the Policyholder and the eligibie 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 Pian, and to actively promote the Plan to the Policyholder's employees.

{GROUP INFORMATION

‘Legal Name of Business: CITY OF JONESBORO

DIBIA: ( Crty of Jonesboro Munlcrpal Alrpon

Street Address: 4116 Linbergh Drive T
Cty, State, Zip: Jonesboro, AR, 72403 [County: Craighead

rMallmg Address: (if different from Slreet) P.O. Box 1293

Clly State, Zip: Jonesboro , AR 72403 e
Telephone# 870 933-4640 T T - S R :

iFax # -
‘Fed Tax |.D #: 71 0028290
Exec Contact: T |E—Mar| T I R — B
‘Group Administrator: Gloria Roakk E-Mail: - - B ‘

‘Primary SIC Code: 9199 siC Descrlptlon General Govemment, NEC S

Busmess Type Government Entrty

:Agent: ‘Agent s Lic #:

Agents Company Agents Tax Id:

JPOLICYHOLDER AS PLANADMINISTRATOR .}

“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 individuats to be coverec
iunder 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
irescind this Group Policy. The Policyholder further agrees that if misrepresentations or false or misleading information is
ipresented in filing of any claims hereunder (“improper claims"}, ABCBS may cancel or rescind the coverage of any individual
anvolved in presenting such a claim. Further, ABCBS may cancel or rescind the entire Group Policy if the Palicyholder or any
‘representative of the Policyhotder knew or shouid have known of the improper claims, or if the Policyholder's action or inaction
:contributed to presentatron of i |mproper clarms

PRDXY : - ) _ R )

‘The 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 inciude such persons 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 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
such meeting This proxy, unless revoked, shall remain in effect during the Policyholder's membership in ABCBS The
Policyholder may revoke this proxy in writing by advising ABCBS. attention Legal Division, of such at least five (5) days prior to
any meetlng The Polrcyholder may also revoke rts proxy by attendrng and votrng in person at any Members meetrng
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[BENEFIT SELECTION
PREFERRED PROVIDER ORGANIZATION (PPO) -PPOXXX -1
REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS 1/1/2012

‘Waiting Period Note: Effective Date is first of the month following the Waiting Period.

‘Date of Open Enroliment December
'If a month is not specified, the Group's Open Enroliment will be the month pnor to the Group s renewal da!e

i

Class lClass Description 'Waltmg Period |Conmbut|on

:1 i lFuII Tlme 1 Month 'Employee 71 % Dependem 71 %

‘Note: The Employer mus! pay a mimmum of 50% of the Employee prem/um This Po/lcy may be termmated by the company if the Pol/cyholder :
Hails to contribute the percentage of Employees’ premium specified above. '

Maximum Dependent Age 26

‘Mandated Mental Health Parlty Yes
Please Indlcate whelher a HRA, or mechanisms utilized to reduce the employee's porti-on of health plan costs, is either in pTerce or planned 1o be ?

.purchased. No
‘Rates offered for this plan are contingent on assertions submitted by the insurance applicant (or its agent) that these is no HRA or other

ifunding mechanism in place, nor intent to purchase such an arrangement. Upon evidence to the contrary, the group health plan is subject to
termination.

'Deductlble T '7 ~'}$500 'Deductlble Carryover No

}Family Deductible: ' - ,3 ‘ lBa5|s Fulfiliment

‘Coinsurance: - " " [80%/60% i
lin-Network Calendar Year Coinsurance Max “me‘$2000 >>>>> B l
lFamlly Calendar Year Comsurance Max: '3 !Basis: Fulfillment I !
.i0ut-of-Network Calendar Year Coinsurance Max iNone

iLifetime Maximum: o |Unfrmrtéd V B o

Tradmonal Wellness

-Prescrlptlon Drug Rlder Plan: $10/$30/$50/100% Value Formulary

‘Mail Order Drug 2x Copay (90 days] '
‘Based on acluarial review, this drug benefit option is creditable to the standard Medicare Part D
prescription coverage.

fppo Optional Benefits:

lnpatlent Copay None

f‘Ofﬁcé VisitCopayment-$30 " ‘Matenily - Elected
S :Supplemental Accidental i
:Blue Card ‘Endorsement - Declmed

ER Copayment - $100

'Arkansas Mandated Offer Ben flt Rlders
' You Must Elect or Reject Each Rid

Mamm grépoy jec Substance Abuse REJECt
Psychlatnc Condition - Reject o TMJ* Reject

Hearmg Aid - Reject

‘Rejecllon of the TMJ Benefit Rider means covered benefits proyﬂjéo to Covered Persons wilr@ ioolude‘le;mpo.roméoaibulé—r T
Joint disorders (TMJ) or craniomandibular disorders.

Term Llfe and AD&D through USAbIe Llfe is not Provnded
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- T RATES -PPOXXX -1
[Two Tier Composite o Total Premium —
i| Employee S o B ($321.18 T
" Family e

~ 365002 e e e e e e e

fIf there is an agent or broker involved in this coverage transaction they may receive compensationfrom Arkansas Blue
iCross and Blue Shieid, or one of its affiliates, for his or her services related to the placement of this coverage. Any such

icompensation is included in the premium paid by the covered person. For more information on the compensation
finvolved in this fansaction, pleasedirect your inquiry to the agent or broker.

iGrandfather 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.

.____No, ! disagree with the status as shown because

10-102GRPAPP RO7/T



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 beneficianes 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 equalto the number of hours worked divided by the
-number of hours used to determine full time status.

s

;(YesL/ (No__) Under the governmental guidelines the group health plan is subject to Cobra, meeting the
criteria for 20 or more employees.

!(YesL/)(No_) If yes, do you wish to use the services of Ceridian?

:%lf 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

i§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 51 employees on business days during the preceding calendar E
-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 heaith plan with respect to a calendar year and a

:plan year, an employer who employed an average of atleast 1 but not more than 50 employees on business days

" during the precedng calendar year and who employs at least 1 employees on the first day of the plan year.

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

10-102GRPAPP RO7/11



EMPLOYEE INFORMATION

UMBER OF lNS

Under the Medicare Secondary Payer Rules itis the Employer s respon5|b|l|ty to annually mform Arkansas
_iBlue 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 countsto the Centers for

!Medicare and Medicaid Services (CMS).

Full-Time = means an active employee with a minimum of 30 hrs/week & 48 weeks/year
lr;gl;le o 10ut of Stale ’ ‘rTol;I o ‘

Full-Time Employees enrolling (mcludlng those sallsfymg their wamng penod within 3 )
.months after the effective date): !/ -/

[ O S

‘Full -Time Employees yvalvmg (ncludmg those satisfying their wamng penod within 3

'imonths after the effective date):

.ICOBRA Continuees (Enrollmg) - T A
e ONLY G, T S S

'Total Enrollmg and Walvmg

‘Part Tlme/Seasonalflemporary Employees

Tolal # of Employees

Mmlmum Number of lnsured Employees To meet large group enrollmenl guudellnesa group must have at least ﬁfty—
.one full-time enrolled employees. Groups whose enmliment subsequently drops below fifty-one enrolied must be rated as
:a small group upon renewal.

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

icoverage 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
: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 partncnpatlon specified above

Spemal Group Considerations Form# 23- 2546 Descnptlon Altemate ellglblllty hours(40 hours/weekj '
Spemal Group Considerations Form# 23-2186, Descrlptlon n No Deductible Camyover

SpeC|al Group Consnderallons Form# 23- 2242 Descnpllon $100 ER co-pay

HO-TO2GRPAPP RO7: 1



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.

il hereby renew the above referenced coverage and agree the group insurance, subject to the terms and conditions of the °
;policies renewed, will fake effect as of the renewal date, provided this application is approved andthe premium is
ireceived by the home office of Arkansas Blue Cross and Blue Shield. | also understand that my signature below
rrepresents my agreement and acceptance of the premium rate schedule.

Aﬁy person who knowingly presents a false or fraudulent claim for paﬁﬁent of a loss or benefit or wknowingyi'y_g
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
s , -
Signed al .7 iAol his 7 dayof KM se 20 1 1

. / (City, State)

/ S

/

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 approged and the premium is received.

nsurance License # / Agency Fed. Tax ID #

Devip €. Faebuse~S

Agent Printed Name Date

FO-T02GRPAPP ROT7/T]



EMPLOYER APPLICATION

Arkansas Blues Enrol]
BlucCross BlueShield

Anindepenaent Licensee GHine Biue Lross and Hlue Smeid Assoation

.RenewalAP!SLlCATIONb)T City of Jonesboro Urban Renewal & Housin
(hereinafter called "Policyholder")

;fgfma‘éroup Poliddg;"&:»b‘véfing 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 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
[5/B7AEHTyEfJo?1esboro Urban Renewal & Housin
Street Address: 330 Union Street i
iCity, State, Zip: Jonesboro , AR , 72401  [County Craighead
iMailing Address: (if different from Street) 330 Union Street
‘City, State, Zip: Jonesboro , AR , 72401

‘Telephone #: 870-935-9800

iF‘ax # -

IFed Tax |.D #: 71-0024703

[Exec. Contact: |E-Mail: T I
1~(‘5r~04up Administrréitvd;:ujanice Gnssum IE-Mail: o T
;EEmary SIC Code: 9199 SIC Description: General Governme}u, NEC )

‘Business Type: Government Entity )
;(Ag'ér{tf T ‘ o §Agenfr§‘Liv¢_#: i o T
Agent's Company:  Agent's Tax Id: o o o

IPOLICYHOLDER AS PLAN ADMINISTRATOR

‘The Policyholder, as Plan Administrator, assumes responsibility for the accuracy of information presented to Arkansas Blue
:Cross and Blue Shield ("TABCBS"), including all information on the employment status and eligibility of individuals to be cover .
.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 medica! 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 Policyhoider knew or shoutd have known of the improper claims, or if the Policyholder's action or inactioir
.contributed to presentation of improper claims.

PRQY A , : _ _ _ . _ v

iThe Policyholder hereby appoints the Board of Directors ("Board") of Arkansas Blue Cross and Biue 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 heid 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
‘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.

10-102GRPAPP RO7/TI


http:�����_._._-----<-----._--._.._._----_��_._.__.~_.~_�.�

IBENEFIT SELECTION

IPREFERRED PROVIDER ORGANIZATION (PPO) - PPO XXX - 1

/REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2012

‘Waiting Period Note: Effective Date is first of the month following the Waiting Period.
'Date of Open Enroliment December

Ila month 1s no! specified, the Group's Open Enrollmen! will be the month pnor to the Group s renewal date.

[T

lClass Class Description lWaltmg Period ~ [Contribution ‘

;1 FuIITlme [1 Month ' |Employee71% Dépendent71 %

‘Nole: The Employer must pa y a minimum of 50% of the Employee premlum This Pollcy may be terminated b y the compan v if the Pollcyholder
fails to contribule the percentage of Employees’ premium specified above.

lMaX|mum Dependent Age 26
IMandated Mental Health Parity: Yes

‘Please Indicate whether a HRA or mechanisms utilized to reduce the employees portlon of health plan costs is either in place or planned o be

ipurchased. 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

fundmg mechanism in place, nor intent ta purchase such an arrangement. Upon evidence to the contrary, the group health plan is subject to
termination.

tDeductlbIe l$500 lDeduct|ble Carryover No ]l
I‘;Famlly Deductible: I l3 ' o 'Basus Fulﬁllment ) o Bt
{ICoinsurance: ; 180%/60% T |
|ln Network Calendar Year Coinsurance Max liiOOO |
|Fam|Iy Calendar Year Coinsurance Max: (3 {Basis: Fulfilment *:
_iout-of-Network Calendar Year Coinsurance Max: lNone l
Lifetime Maximum: {Unlimited T T T T T T T

Wellness

Prescrtptmn Drug Rlder PIan 51 0/$30l$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 D
?prescription coverage.

PPO Optlonal Beneflts

: tlnpatlent Copay - None

Offce Vlsn Copayment -$30 S T T Maternity - Elected
.~--- - — T T e e e o ‘Supplemental Accidental
E.Blue Card ‘Endorsement - Declined

Arkansas Mandated Offer Beneft Rlders
o You Must Elect or Reject Each Rider:

Mammography Réject ' Substance Abuse Reject

Psychlatnc Condmon Reject TMJ* Reject

Heanng Aid - Reject
'Rejechon of the TMJ Benefit Rider means covered benefits prowded to Covered Persons will not include temporomandtbular
Joint disorders (TMJ) or craniomandibular disorders.

Term Llfe and AD&D through ‘USAble Life is not Provuded B

10-102GRPAPP RO7/1H



© 1332118
B ——

'"" Employee

~ Family

If there is an ag'thBr broké?iﬁvdl'ved in this co;}ﬁérage fransaction iﬁ'ey may«receive conpensation from Arkansas Blue
.Cross and Blue Shield, or one of its affiliates, for his or her services relaied to the placement of this coverage. Any such
icompensationis included in the premium paid by the covered person. For more information on the compensation

iinvolved in this ransaction, pleasedirect your inquiry to the agent or broker.

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

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

s
_"’Yes, | agree with the status as shown.

l_ No, | disagree with the status as shown because

10-T02GRPAPP RO7/1Y



'COBRA
-:Group health plans for employers with 20 or more employees on more than 50% of the business days in the previous
‘icalendaryear 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).
“iBoth full time and part time employees are counted to determine if a plan is subject to Cobra. Each part-time ;
g§employee counts as a fraction of an employee, with the fraction equalto the number of hours worked divided by the a
:.number of hours used to determine full time status. i

T;L(Yes_l/)x (No__) Under the governmental guidelines the group health plan is subject to Cobra, meeting the ,
.icriteria for 20 or more employees. i

Ei(Yes ‘/)(No__) if yes, do you wish to use the services of Ceridian?

iﬁlf no, who will administer Cobra for you?
g%Medical Loss Ratio - The determination of Large and Small Groups is based upon the average number of employees
‘;f;employed by the employer on business days during the proceeding calendar year. The Public Health Services Act
'1§2791(e) provides

.6(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 51 employees on business days during the preceding calendar ;.

“iyear and who empioys 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 50 employees on business days
:during the preceding calendar year and who employs at least 1 employees on the first day of the plan year.

_The policyholder is a v large employer small employer (check one).

10-102GRPAPP RO7/T



IEMPLOYEE INFORMATION

NUMBER OF INSURED EMPLOYEE 8 MIN

Under  the Medicare Secondary Payer Rules, it is the Employer s responsrbrhty to annuaIIy |nform Arkansas ‘
.iBlue Cross of proper employee counts for the purpose of determining payment priority between Medicare
~.and Arkansas Biue 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 hrsiweek & 48 weeks/year )

; e ‘iIn S(a(e xOul of State ,Tolal
'{Full-Time Employees enrolling (including those satisfying their waiting period within 3 I
‘months afier the effective date): 5<; ) N
‘lFulfATrrné“Employees walvrngm( ncludlng ‘those saiféf’&i’ﬁé“:’héir‘»&é?iing pen'oauunt‘n—lnmé L - ’~ N .
“imonths after the effective date): @ ' i (4 f
{{COBRA Continuees (Enrolllng) o o ' | Ty
T e o e e S

f'TolaI Enrolling and Warvmg o «

Part Tlme/SeasonaVTemporary Employees

Total # of Employees

{Minimum Number of insured Employees To meet large group enmliment gmdellnesa group must have atleast fﬂy-
‘one fuli-time enrolled employees. Groups whose enmnliment subsequently drops below fifty-one enrolied 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
‘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 specrfled above

Speaal Group Considerations F ormi# 23-2546, Descrlptlon Altemate ehglblllty hours(40 hours/week) S
Spec1a| Group Considerations Form# 23- 2186 Descrlptton No Deductible Camyover o S

Specral Group Consnderatlons Form# 23-2242 Description $100 ER co-pay

10-102GRPAPP RO741Y
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‘This Apﬁfi?:aiion is made and delivered in the State of Arkansas and is governed by the laws of Arkansas and the UnitediT
‘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 3
:policies renewed, will take effect as of the renewal date, provided this application is approved andthe premium is
sreceived by the home office of Arkansas Blue Cross and Ble Shield. | also understand that my signature below
represents my agreement and acceptance of the premium rate schedule.

i

‘Any person who knowmgly presents a false or fraudulent claim for payment of a loss or benefit or knowmgly |
presents false information in connection with an application for insurance is guilty of a crime and may be
subject to flnes and confmement in prlson

1. Pollcy holder

Signed at %«a\/"(}w H ;s 7 dayof 4(2.9{/ 207/

/ ; (City, State)

i

i2. Agent

A herg:by 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 coverageto |
ithe member firm and its employees including the preexisting condition limitations and the qualifications of the effective
:date provisiongg ! understand that Arkansas Blue Cross and Blue Shield will have no hability until this application has
‘been approvgllfand the premium is received.

Y/Lu—'/ 23408

y’ o .—’J@m Signature Insurance License #/ Agency Fed. Tax ID #
DeviD> C. FELGUS o/
Agent Printed Name Date

10-102GRPAPP RO7/



EMPLOYER APPLICATION
Arkansas Blues Enroll
BlueCross BlueShield Hes B

Anindepenusnt Licenses ol e Blue Cross and Hiue Shetd Assocalinn

Renewal APPLICATION by: City of Jonesboro Craighead Library

o (hereinatter called "Polic%gicfé—f")

fora Gro'u'bv ISbIAicy coVéfiﬁé-the employees of the Policyholder and the eligible dependents of such employees. The
.Pohcthlder 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 T
iDIBIA: ley of Jonesbom Craighead Library
Strest Address. 3TE W, Gak T T e e
Cﬁ?é}ate Eip:—Jéhesboro AR, 72401 |County: Craighead
Mailing Address: (if different from Street) 3156 W. Oak
;.‘City, State, Zip: Jonesboro , AR , 72401
‘Telephone #: 870-9334640

Fax#: -

IFed. Tax I.D #: 71-0023849

;Exec. Contact: !E-Mail: N -
‘Group Administrator: Nancy Dobbins ~ [E-Mail. o
ﬁrlm;ry:‘STéhCode8231 SIC Description: Libraries -
‘Business Type: Government Entity ) )
Agent iAgent's Lic #: B T

‘Agent's Company: Agent's Tax Id:
FPOLICYHOLDER AS PLAN ADMINISTRATOR
“The Policyholder, as Plan Administrator, assumes responsibility for the accuracy of information presented to Arkansas Biu=
‘Cross and Biue Shield ("ABCBS"), including all information on the employment status and eligibility of individuals to be covc.. -
‘under the Plan, as well as medical information provided with respect to each such individual. The Policyholder agrees that if
:misrepresentations are made in any of the information provided for rating or in this Group Application or any of the materials
-submitted with it, including, but not limited to, individual applications and medical information, then ABCBS may cancel or
-rescind this Group Policy. The Policyholder further agrees that if 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 inacticn
:contributed to presentation of improper claims.

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
: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
‘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 calted upon notice mailed not less than ten (10) or more than sixty (60) days prior to
such meeting. This proxy, unless revoked, shall remain in effect during the Policyholder's membership in ABCBS. The
Policyholder may revoke this proxy in writing by advising ABCBS, attention Legal Division, of such at least five (5) days prior to
any meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting.

10-102GRPAPP RO7/11



JBENEFIT SELECTION
‘PREFERRED PROVIDER ORGANIZATION (PPO) - PPO XXX -1

'REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/4/2012
Waiting Period Note: Effective Date is first of the month following the Waiting Period.

Date of Open Enrolliment December
‘If a month s not specrlred the Group s Open Enroliment will be rhe month pnor {o the Group s renewal date

lWaltmg Perlod rContrlbutlon
1 xFuII T|me 1 Month ]Employee 71 % Dependent 71 %

Note: The Employer must pay a minimum of 50% of the Employee premrum This Pohcy may be termrna!ed by the company i the Po//cyho/der
fails to contribute the percentage of Employees' premium specified above

‘Maximum Dependent Age 26

‘Mandated Mental Health Parity: Yes

Please rna{&aré'v?héih'é}"a"ﬁ"r& or mechanisms utilized to reduce tne'er_nployee's portion of health plan costéTE either in place or planned io"t;e
;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
‘termmatron

Deduct|b|e -§$500 rDGdUCth'E Carryover No

‘Family Deductible: A i3 - \Basrs Fulfillment N N
-ICoinsurance: ) 280% 160% S
|In-Ne’twork Calendar Year Coinsurance Max o ESZOOO

Famlly Calendar Year Coinsurance Max: f3 T »BasnsFuIﬁIlment IR T |

Out-of-Network Calendar Year Comsurance Max iNone

‘Lifetime Maximum: gUnIirnited “ i

Tradmonal Wellness

'Prescrrptlon Drug erer Plan $10/$30/$50/100% Value Formulary
‘Mail Order Drug 2x Copay (90 days)

‘Based on actuarial review, this drug benefit opt/on is creditable to the standard Medicare Part D
prescr/ptlon coverage.

'PPO Optronal Benefrts
rlnpatrent Copay “None

Offce Vlsn Copayment $30 T - ‘Matemity - é‘[e‘&éd
:BI o I o Supplemental Accidental
‘Blue Card ‘Endorsement - Declined

‘ER Copayment - $100

Arkansas Mandated Offer - Benefit F Rlders

You Must Elect or REJGCt Each Rider:

Mammography Reject "SubstanceAbuse Reject

Psychlalrlc Condmon Rejeelmu S 'TMJ* Reject

Heanng Aid - Reject
'Reyectron of the T™MJ Benem erer means covered benefits provrded to Covered Persons will not include temporomandlbular
Joint disorders (TM.J) or craniomandibular disorders

Term Life and AD&D through USAbIe Life is not Provided
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- RAES-PPOXXX-1 7 o
Two Tier Composte ~~~ [Total Premium ) o
“Employee is321.18 S T
B e

If there is an agent or broker involved in this coverage fransaction 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
compensationis included in the premium paid by the covered person. For more information on the compensation
Jdnvolved in this ransaction, pleasedirect 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.

V/Yes, | agree with the status as shown.

____No, I disagree with the status as shown because

[0-102GRPAPP RO71



COBRA
‘jGroup health plans for employers with 20 or more employees on more than 50% of the business days in the previous
‘calendaryear are subject to Cobra. Employers are requiredto 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”,

_ito assist you in administering Cobra (no additional cost).
:l.Both full time and part time employees are counted to determine if a plan is subject to Cobra. Each part-time
.lemployee counts as a fraction of an employee, with the fraction equal to the number of hours worked divided by the

:inumber of hours used to determine full time status.

;:(Yes V’) (No__) Under the governmental guidelines the group health plan is subject to Cobra, meeting the
_icriteria for 20 or more employees.

§‘(Yes\/)(No ) If yes, do you wish to use the services of Ceridian?

iIf no, who will administer Cobra for you?

iMedical 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 51 employees on business days during the preceding calendar ;

: ryear and who employs at least 2 employees on the first day of the plan year. b

; ;(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 50 employees on business days
.iduring the precedng calendar year and who employs at least 1 employees on the first day of the plan year.
: ¥

‘The policyholder is a v large employer srnall employer (check one)

10-T02GRPAPP ROT7/1 |



{EMPLOYEE INFORMATION

MINIM M NUMBER OF INSURED EMPL YEES & MINIMUM PA

|Under the Medlcare Secondary Payer Rules, it is the Employer s respons1b|I|ty to annually |nform 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 State Out of State  |Total

“Full-Time Employees enrolling (mcludtng those satisfying their wamng penod within 3 ‘
:months after the effective date): /;’

%?ﬁll—Time Er-\;ployees waiving (|nc'luding those satisfying the’iwrw\‘/“\raiting penod within3 1 i [

.imonths after the effective date): : / !

'COBRA Continuees (Enroliing)

B Llfe ONLY Contracts:

;'Tota| Enrolllng and Waiving:

-iPart Tlme/SeasonaVTemporary Employees o i ,
'‘Total # of Employees o - T _mz?

i

T
|
i
|
i
1
}
I
t

iMinimum Number of Insured Employees To meet large group enrmoliment gu1deI|nesa group must have at least fifty-
:one full-time enrolied employees. Groups whose enmliment subsequently drops below 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 eligibility count. 75% of all eligible employees without waivers must be insured, and no

iless than 50% of the fuli-time employees must enroll.

‘This Policy may be terminated by the Company if the number of insured Employees falis beiow 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 specmed above

‘Special Group Considerations Form# 23- 2546, Description Altemate eligibility hours(40 hours/week)
Specral Group ‘Considerations Fommd# 23-2186, Descnptlon no deductible carryover
‘Special Group Considerations Fomm# 23-2242, Description $100 ER co-pay
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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 conditons of the
policies renewed, will take effect as of the renewal date, provided this application is approved andthe premium is
‘received by the home office of Arkansas Biue Cross and Ble Shield. | also understand that my signature below
irepresents my agreement and acceptance of the premium rate schedule.

1

rAny person who knowingly presents a false or fraudulent clainiufyar“payment of a loss or benefif”t')';»lzﬁaﬁﬁgly :
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

/ / P ! H N
Signed a/t'/ UWMMHMS 7 dayof /4(/.__9—6,,. 20_1/
y
/

(City, State)

2. Agent

il 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 .
japplications). | 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 fimitations and the qualifications of the effective
.date provisiopg. | understand that Arkansas Blue Cross and Biue Shield will have no liability untii this application has

and the premium is received.

I 23908

vfdﬁm Signature Insuran~e License # / Agency Fed. Tax ID #
Davio €. FeeGuseny

Agent Printed Name Date

10-TRGRIMAPP ROT7/3 Y



EMPLOYER APPLICATION
Arkansas Blues Enroll
BluceCross BlueShield

A Inacpenasnt Licensee ol s Blus: Cross and Biue Snield Assoaanan

Renewal APPLICATION by: CITY OF JONESBORO

T (hereinater calied "Poiicyholder’
fora G;oup Polié;'éé\)éring the employees of the Policyhoider and the eligitv)lﬁéhdependéht";c;f such employees. The

Policyholder intends hereby to establish and maintain an employee benefit pian (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

Legal Name of Business: CITY OF JONESBORO
DIBIA: CITY OF JONESBORO | o
‘Street Address: 515 W Washigton

iCity, State, Zip—:'Jonesboro AR, 72401 ICounthywzw(AZraighead
‘Mailing Address: (if different from Streety P O BOX 1845
City, State, Zip: Jonesboro , AR , 72403

Telephone #: 870-933-4640

Fax#: -

‘Fed. Tax 1.D #: 71-6013749 o
‘Exec. Contact: Harold Perrin ) iE-MaiI: o
;‘érﬂc;ﬁ;)id“rﬁivn'iétrator: GLORIAROARK IEMQH“Q I o o
‘Primary SIC Coée: 8199 SIC Description: General Government, NECM T
fiBusineé:é::pre: Government Entity T - )
Agent IAgent's Lic #: - I

Agent'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 Blu-
Cross and Blue Shield ("ABCBS"), including all information on the employment status and eligibility of individuals to be co.« ..
:under the Plan, as well as medical information provided with respect to each such individual. The Policyholder agrees that if
‘misrepresentations are made in any of the information provided for rating or in this Group Application or any of the materials
submitted with it, including, but not limited to, individual applications and medical information, then ABCBS may cancel or
:rescind this Group Policy. The Policyholder further agrees that if misrepresentations or false or misleading information is
ipresented 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 inacticr.
contributed to presentation of improper claims.

‘The Policyholder hereby appoints the Board of Directors ("Board") of Arkansas Blue Cross and Blue Shieid ("ABCBS"), as its
_proxy to act on its behalf at all meetings of members of ABCBS. This appointment shall inciude 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, 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
‘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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|PREFERRED PROVIDER ORGANIZATION (PPO) PPO XXX - 1

'REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2012
Waiting Period Note: Effective Date is first of the month following the Waiting Period.

Date of Open Enroliment December
II a month is not specified, the Group's Open Enroliment will be the month prior to the Group's renewal date.

Z:CIass " [Class Description |Waiting Period IConmbutlon

1 FullTime 11 Month [Employee 71 % Dependent 71 %

BENEFITSELECTIDN . _ L L L i

INote: The Employer must pay a m:mmum of 50% of the Employee premlum This Pollcy may be ten'mnated by the company if the Pohcyholder :
-fails to contribute the percentage of Employees’ premium specified above.

‘Maximum Dependent Age 26

iMandated Mental Health Parity: Yes

{Please Indicate whethne‘r‘aplﬂ—iRA, or mechanisms utilized 1o reduce lhe employee‘s portic;rTof health plan costéi 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 ather

tfunding mechanism in place, nor intent to purchase such an arrangement. Upon evidence {o the contrary, the group health plan is subject to
itermination.

Deductlble A 1$500 iDeductible Carryover No "
‘;Famlly Deductible: V 3 IBaS|s Fulfiliment T
'iCoinsurance: mm{80%/60% o i
lIn-Network Calendar Year Coinsurance Max 1$2000 K
IFamlly Calendar Year Coinsurance Max: 3 !'Ba‘s'.ifé':i:ﬂiﬁfllrﬁéﬁt -

rOut-of-Network Calendar Year Comsurance Max {None

Llfetlme Ma xtmum o '—L;n—hr;“ted

Tradmonal Wellness

Prescrlptlon Drug Rider Plan $10/$30/$50/100% Value Formulary
'Mail Order Drug - 2x Copay (90 days) B - S

‘Based on actuarial review, this drug benefit option is creditable to the standard Medicare Part D
prescr/pt/on coverage.

‘PPO Optional Benefits:

inpatient Copay - None
‘Offce V’Slt Copayment g0 Maternity - Elected

Supplemental Accidental
iEndorsement - Decllned

ER Copaymenl $1 OO

’ EBlue Card

Arkansas “Maa-dﬂated Offer Benef t Rlders
o T You Must Elect or Reject Each Rider:

Mammography Reject o SubstanceAbuse Reject

Péychnatnc Condmon Re;ect ‘TM.]‘ Reject

;Heanng Aid - Reject
“Rejection of the TM.J Benefit Rider means covered benefits provided to Covered Persons will not include temporomandibular
Joint disorders (TMJ) or craniomandibular disorders.

'Term Llfe and AD&D through USAbIe L|fe is not Provnded
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U RATES -PPOXXX-1 T Tmoomrmmmmommmmmm e
Two Tier Composite T Total Premium I
" Employee o O s32118 -
e S e |

If there is an agent or broker involved in this coverage transaction they may receive compensation from Arkansas Biue
iCross and Blue Shield, or one of its affiliates, for his or her services related to the placement of this coverage. Any such
:icompensation is included in the premium paid by the covered person. For more information on the compensation

iinvolved in this tansaction, pleasedirect your inquiry to the agent or broker.

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

iPlease confirm if you agree with the grandfathered status as indicated above.
-V Yes, | agree with the status as shown.

" No, I disagree with the status as shown because

10-TO2GRPAPP RO7/T



|BENEFIT SELECTION i L , |

'PREFERRED PROVIDER ORGANIZATION (PPO) PPO XXX -1

‘REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2012
‘Waiting Period Note: Effective Date is first of the month following the Waiting Period.

.Date of Open Enrollment December

a monlh is not specmed the Groups Open Enroliment will be the month prior to the Groups renewal date.

:Waltmg Period

iContribution

) ’Retlrees o |O Months

‘Employee 0 %

Dependent 0 %

‘Note: The Employer must pay a minimum of 50% of the Emp/oyee premium This Policy may be !ermmated by tne compan y ifthe Pollcyholder

fails to contribute the percentage of Employees’ premium specified above.

‘Maximum Dependent Age 26

{Mandated Mental Health Parity: Yes

’Please Indicate whether a HRA, or mechanisms utilized to reduce the empioyee's pomon of health plan costs, is eulher in place or ptanned to be

:purchased. No

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

‘termination.
De_du::—tlt;Ie . 1$500 IDeductible Carryover No
}‘%Family Deductible: i3 ' Basus Fulfillment
[Coinsurance: o 80%/60%
-lin-Network Calendar Year Coinsurance Ma){ “l$2000 B
“Famlly Calendar Year Coinsurance Max: o ‘3 - Basis: Fulfiliment
Out-of- Network Calendar Year Comsurance Max Wne
e M 7 - lUnlimited - o

‘Lifetime Ma> ximum:

T'radlllonal Well ness

Preecrxptlon Drug Rlder Plan $10/$30/$50/1 00% Value Formulary

Mail Order Drug 2x Copay (90 days)

‘Based on actuarial re\}/ew this drug benefit opt/on is creditable to the standard Medicare Part D

prescnptron coverage.

, gPPO Optional Beneflts:
"lnpatient Copay - None

Offce VlSlt Copayment - $30

EMaternil;lm—uEIected A

Blue Card

Arkansas Mandated Offer Beneft Rlders

Mammography Reject o
Psychlatnc ‘Condition - Re,éé?”

Heanng Aid - Reject

You Must Elect or Reject Each Rider:
;édbstancemAbuse Reject o

TMJ'

:Supplemental Accidental
‘Endorsement - Declined

ER Copaymem _ $1 OO e

Reject

'REIBClIOH of the - ™ Beneﬁllv?“iderﬁme-ans‘ep'vered benefits prevlded to Covered Persons will n_otmclude ‘leurnporomandlpular

Joint disorders (TMJ) or craniomandibutar disorders

Term L|fe and AD&D through USAbIe Llfe is not Provnded -
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' RATES - PPOXXX -1 T
Two Tier Compostte 7 [Total Premium ’ T
. Employee T 32118 -
g T e T ~ .

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 services related to the placement of this coverage. Any such
icompensationis included in the premium paid by the covered person. For more information on the compensation

iinvolved in this fansaction, pleasedirect your inquiry to the agent or broker.

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

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

/Yes, I agree with the status as shown.

___No, | disagree with the status as shown because

10-102GRPAPP RO7/ 1



“iICOBRA
-: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 eiect 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

“iemployee counts as a fraction of an employee, with the fraction equalto the number of hours worked divided by the
number of hours used to determine full time status.

}(Yesi/)(No_) Under the governmental guidelines the group health plan is subject to Cobra, meeting the
,icriteria for 20 or more employees.

E(Yes_\ANo_) If yes, do you wish to use the services of Ceridian?

_If no, who will administer Cobra for you?

1?Medical L.oss Ratio - The determination of Large and Smail Groups is based upon the average number of employees
f{employed by the employer on business days during the proceeding calendar year. The Public Health Services Act
-1§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

5§year| an empioyer who employed an average of at least 51 employees on business days during the preceding calendar !

jéyear 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 pian with respect to a calendar year and a
“:plan year, an employer who employed an average of at least 1 but not more than 50 employees on business days
«during the preceding calendar year and who employs at least 1 employees on the first day of the plan year.

“The policyholder is a \/ large employer small employer (check one).
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JEMPLOYEE INFORMATIO

MlNlMUM NUMBER OF INSURED EMPL EES & MINIM P ICIPATION REQUIREMENTS

.Under the Medicare Secondary Payer Rules it is the Employer s responsibility to annually mform Arkansas J
: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 7

_‘Medicare and Medicaid Services (CMS).

I

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

‘In State Oul of State Total , )

PR p——— ———i e S —— ERUUERURORPHN |

Full-Time Employees enrolhng (mcludmg those satlsfymg their wamng perlod within 3 /; )
“‘months after the effective date): %L ' Lf-%

Eull_Tlrﬁe Employees Wewing (including those satisfying their waiting penod within 3 !
imonths after the effective date): :

§€COBRA Continuees (Enrolllng) B
:iufe e S SRS O
“Total Enrolling and Waivind:‘

“iPart Tlme/SeasonaVTemporary Employees

iTotal # of Employees

.one full-time enrolled employees. Groups whose ennollment 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
:number of insured Employees specified above or if the percentage of eligible Employees of the Policyhoider
.covered by the Policy becomes less than the percentage of Employee participation spemfed above

Spemal Group Considerations Form# 23- -2232, Descnption retiree elected ofiicals Rx

rSpecnaI Group Considerations Form# 23-2170, Description Continuation for Municipal Emps 55+ o
:Special Group Considerations Form# 23-2186, Description No Deductible Camyover

Spemal Group Considerations Form# 23-2432, Description Contin for City Cnsl Mbrs & Elect Ofﬁcnals
Speclal Group Considerations Form# 23-2546, Description altemate ellglbllty hours(40/week) ) I
Speual Group Con5|derat|ons Fonn# 23 2242 Descnptlon $100 ER co-pay T
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ISIGNATURES I B ' D '

‘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.

‘| hereby renew the above referenced coverage and agree the group insurance, subject o the terms and conditions of the
:palicies renewed, will take effect as of the renewal date, provided this application is approved andthe 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 knowmgly presents a false or fraudulent claim for payment of a loss or benefit or knowmglyv
presents false information in connection with an application for insurance is guilty of a crime and may be
subject to fnes and confmement in prlson

1. Pohcyholder

Signed/a\?/y»—&/’*&‘{&«"ém 2 day of /(JQ))—Q, 20 C, //

(City, State o -

2. Agent

‘I 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 individua! 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 fiability until this application has
been approved gnd the premium is received.

C i”——"”” 2390%

lgnature Insurance License #/Agency Fed. Tax D #
DAND c. feeddson/
Agent Printed Name Date
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. . EMPLOYER APPLICATION
Arkansas Blues Enroll
BiueCross BlueShield

A inaepenitent Licensee of Inc Biue Cross ond Biug Shietd Agsoaavon

‘Renewal APPLICATION by: CITY OF JONESBORO
S T (herein":—aﬂer called "Policﬁuo-l'a-é}“)
for a Group ﬁol;:ycovermg the employees of the Policyholder and the eligible dependents of such employees. The

‘Policyholder intends hereby to establish and maintain an empioyee 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
D/B/A: CITY OF JONESBORO

‘Street Address: 515 W Washigton

City, State, Zip Jonesboro , AR , 72401 [County: Craighead N B T

Telephone #: 870-933-4640
§Fax #- '
Fed. Tax |.D #: 71-6013749
iExec. Contact: Harold Perrin [E-Mail:
{Group Administrator: GLORIA ROARK ~ |E-Mait

IPrimary SIC Code: 9199 SIC Description’ General Govemment, NEC T - CTem

fBusinéséiTyp‘e: Government Entity

-Aéent: M;Agenf‘s Lic#

>A4gent'"s'édrﬁpany; ) Age-nt‘s Tax Id:
IPOLICYHOLDER AS PLAN ADMINISTRATOR

‘The Policyhcider, as Plan Administrator, assumes responsibility for the accuracy of information presented to Arkansas P!
iCross and Blue Shield ("TABCBS"), including ali information on the employment status and eligibility of individuals to be co. .-
: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, individua! applications and medical information, then ABCBS may cancel or
rescind this Group Policy. The Policyholder further agrees that if misrepresentations or false 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 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 Poficyholder's action or inactior.
contributed to presentation of improper claims.

The Policyholder hereby appoints the Board of Directors ("Board") of Arkansas Blue Cross and Blue Shield ("ABCBS"), as its
proxy to act on its behaif 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, at 1:00 p.m. If the
‘third Monday of March is a legat holiday. then the meeting will be at the same time and place on the next day after, which is not
‘a legal hoiiday A special meeting may be called upon notice mailed not less than ten (10) or more than sixty (60) days prior to
such meeting. This proxy. unless revoked, shall remain in effect during the Policyholder's membership in ABCBS The
‘Policyholder may revoke this proxy in writing by advising ABCBS, attention Legal Division, of such at least five (5) days prior to
any meeting. The Policyholder may also revoke its proxy by atiending and voting in person at any Member's meeting.
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Benefit Selection

RX ONLY — MEDIPAK SUPPLEMENT RX

REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2012
' Waiting Period Note: Effective Date is the first of the month following the Waiting Period.
Date of Open Enrollment December
If a month is not specified, the Group’s Open Enroliment will be the month prior to the Group’s renewal date.

Class | Class Description Waiting Period J Contribution

Med supp elctd offices w 20

yrs cnt sc-rx 0 Months LE mployee 25%  Dependent 0%

Note: The Employer must pay a munimum of 50% of the Empioyee premwm. This policy may be terminated by the company if the
Policyholder fails to contribute the percentage of the Employees’ premium specified above.

Maximum Dependent Age: 26

UA_andated Mental Health Parity: Yes

RX ONLY

Prescription Drug Rider Plan: $10/$30/$50,100% Value Formulary  Mail Order Drug — 2x Copay (90 days)

Based on actuanal review, this drug benefit option is creditable to the standard Medicare Part D prescription coverage.
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I ‘ " "RATES - MEDIPAK SUPPLEMENT RX
E;‘One Tier Composi'té“ iTotal Premium o T ,
“ E;{ployee S B {$79.25 o ' ’

|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
linvolved in this tansaction, 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.

‘ No, | disagree with the status as shown because



anOBRA

.iGroup health plans for employers with 20 or more employees on more than 50% of the business days in the previous
;.calendaryear are subject to Cobra. Employers are required to provide qualified beneficiaries an election penod 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).

,rBoth 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 emplaoyee, with the fraction equalto the number of hours worked divided by the
‘number of hours used to determine full time status.

ATI'ESTATlONS ' T L ) . ) L o

i

/
:r(YesK) (No__) Under the governmental guidelines the group health plan is subject to Cobra, meeting the
icriteria for 20 or more employees.

fi(Yesﬂ(No_) If yes, do you wish to use the services of Ceridian?

;;lf 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 ‘
. iemployed by the employer on business days during the proceeding calendar year. The Pubiic Health Services Act b

'182791(e) provides

f +i(1) The term "large empioyer” means, in connection with a group health plan with respect to a calendar year and a plan ;
ryear an employer who employed an average of at least 51 employees on business days during the preceding calendar | -
year and who employs at least 2 employees on the first day of the plan year.

fg(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 averageof at least 1 but not more than 50 employees on business days
“iduring the precedng calendar year and who employs at least 1 employees on the first day of the plan year.

7

The pohcyholder isa_V _V large employer smaH employer (check one)
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JEMPLOYEE INFORMATION

MINIMUM NUMBER OF INSU RED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS

“'Under the Medicare Secondary Payer Rules, it is the Employer’s responsibility to annually mform Arkansas ;
:iBlue Cross of proper employee counts for the purpose of determining payment priority between Medicare
";and Arkansas Blue Cross. Arkansas Biue Cross is required to furnish these counts to the Centers for
'EMedicare and Medicaid Services (CMS).

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

Hn Slale ]Ou( of Stale )Tolal o IS

IFull-Time Employees enro!lmg (mcludnng those satlsfymg their wamng penod within 3 ,
_:months after the effective date): ' i !

nguII-Time Emploﬁrees waning Gncluding those satisfying their waiting oeriod within 3 ‘ o
;imonths after the effective date): : |

{{COBRA Continuees (Enrolling):
Llfe ONLY Contracts:

Totél Enrollmg and Walvmg

'Part Tlme/SeasonaVTemporary Employees

onee :

‘Minimum Number of Insured Employees To meet Iarge group enrollment gurdelrnesa group must have at least fi ffty-
one full-time enrolled employees. Groups whose enroliment subsequently drops below fifty-one enrolied must be rated as
ia small group upon renewal.

iMinimum Participation Requirements. Employees covered through other comprehensive major medical-type
icoverage may be waived from the eligibility count. 75% of all eligible employees without waivers must be insured, and no .
iless than 50% of the fuli-ime 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 Policyholder
.covered by the Policy becomes less than the percentage of Employee participation specified above

'Specral Group Consrderahons Formé# 23- 2232, Descnption retiree elected off cals Rx

fSpecraI Group , Considerations F ot 23-2170, Description Continuation for Municipal Emps 55+
‘Special Group Considemtions Form# 23-2186, Description No Deductible Camyover
:Special GroupConsio_e-r_aﬁoos Formi# 23-2432, Description Contin for City Cnsl Mbrs & Elect Officials

:Special Group Considerations F orm# 23- 2546, Descrlptlon altemate ellglbllty hours(40Aveek)

fSpecral Group Consnderatlons Form# 23 2242 Descnptnon $IOO ER CO- pay
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This Apphcatlon is made and delivered in the State of Arkansas and is governed by the taws of Arkansas and the Umtedj
:States of America. This Application is incorporated in and made a part of the Group Policy and Benefit Cenrtificate. :

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 andthe premium is
rreceived by the home office of Arkansas Blue Cross and Bue 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 know:ngjly :
presents false information in connection with an application for insurance is guilty of a crime and may be
subject to ﬁnes and conflnement in pr|son

1. Policyholder

Signedat %MM’L@ Z day of d_}L., 20_1/

(City, State)

[
2. Agent i
! hereby certify that ail of the information contained in this employer application is correct to the best of my knowiedge, |
.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 qualiifications of the effective
date provisions. | understand that Arkansas Blue Cross and Blue Shield will have no liability until this applicatio'- has
‘been approytd and the premium is received.

"
23908
A Signature Insurance License #/ Agency Fed Ta..: =
Daviv ¢. Fge
Agent Printed Name Date
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