
EMPLOYER APPLICATION 
Arl\.ansas BJues EnroII 
llllleCross BIllCShicld 

------- -_._-- _.-.-
IRenewal APPLCATION by City of Jonesboro MunicipaIAirport------- - -- - --- --- -----~--
_._-_._._..~.. ""....- -~"'-'-'-._- ---.....'.--, - ~._,_. __..__._. -.--.-.-.---...--.---.---- --- --~--- ---.----.~ - - --- ---~------ -_. ------- . _._,. __. '-_0'_. 

(hereinafter called "Policyholder") 

:fo;-;G-;:~~p-P~li~y-~~~~;~gth~-~~ploy~e-S-~f-ihe-p~~YhOlde_;:-~~-dth~~gibl~d;~~de;:;~-;;t-;-~~h-;mPloye;;~-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 =========..._--_._._-- -_. 

-----_.. _.- ..__.._-_._._._---_.._. -_ ..._--_ .. -._---..- ...._._- _. 

Legal Name of Business: CITY OF JONESBORO 
- --'-~---'-'" ~- .. _...- - -_..--_ .. ~- .- .. '-'" - _.-- - ._... -.._--_ ... - "'_'_-_'~~ --_._-,..._- .. 

D/B/A City of Jonesboro Municipal Airport 
-~.,-_.._.._- -_. __ .. --".- -.- --- -_ .. __ ... -_. __ ... _----_.._--~ .. -._--- _. -. __._-- -_..._---,-, ._-, ..-... 

Street Address: 4116 Linbergh Drive 
,..,---.--.-.~-.. ---------.--,-. -" --~~-------_.-~---- ----~- ~-- ....-.-.------.-.---. --.... -- -----~ -.----.---~ . ----------- --.-.-.. ---.... ·_· ··_. .. __ A~, ...._ _~_,_ ._.A~._._._ . 

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

iMailing Address (if different from Si~eet) P.O. Box 1293 
.- ------.... ~-->.>--.-.--. >--.----- .-.~.--.-.~------.~-_.--~-~-----~------- .. --.,~ -....-.--...-----".. - - '.'.-_.--' -_ ._,. ._ 0" __ ._._..... ~ .. ~~._•• 

:City, State, Zip Jonesboro, AR , 72403 
.- _.-_._--- ..- .....-.. -- _.-._.. - - -_.- _ __ ._-- ..-_.~~- -.- -_. ----. _._._- --'-._...•_- .. - -- ._---_._---­
Telephone #: 870·9334>40 

.. 

iFax #: ­

'Fed. Tax I.D #: 71-0028290 

Exec Contact: iE-Mail: 

,Group Administrator: Gloria Roark IE-Mail: ---_.__ ..- •.. _~ ..• _.~._,_ ..-,-----,_.. _-----_.. _. -_•.. ..._--_._-_._-_.- ... _---- ---------_ .., --- _ .•.-._._~ .•.. _. ---_._-._----_._-----~_._-_ .._~_._--_

:Primary SIC Code: 9199 SIC Description: General Govemment, NEC 
- , ...----_._. - ------.----.----.-.-------- ---------- ---- ----.---- ...--- .-- ... _._---_.._...- ..' - ._-..~--_.--

Business Type: Government Entity 
...-----... -, ..... _ .. - -.---.-..-.,"----.-- ---. -_..... --... - .. - ..------------..------. ---., r'-" --- --,--- ,. ..- -_.~-~-,~-

Agent: JAgent's Lie #: 
-----,--- -,---- ---". ~---_._-

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 
,Cross and Blue Shield ("ABCBS"), including all information on the employment status and eligibility of individuals to be covereL. 
,under the Plan, as well as medical infonmation 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 Pollcy. The Policyholder further agrees that if misrepresentations or false or misleading information is 
,presented in filmg of any claims hereunder ("improper claims"), ABCBS may cancel or rescind the coverage of any individual 
'mvolved 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 
iproxy 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 Games 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 pnor 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 pnor to 
any meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting 

IO·11I2( iRI'Al'1' R071J I 



BENEFIT SELECTION 

PREFERRED PROVIDER ORGANIZATfON (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 
'If a month is not specifIed, the Group's Open Enrollment will be the month pnor to the Group's renewal date 

'Nole: The Employer must pay a mirumum 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 
,----_ -._----_..- .._- .. _- _------_.-------- .._- ,-----.----_..-.~." .. _-.-,._._.._---------.. _.. _.__ ._.-._._-- _.. _------.-._----.-- ._._---_._._ ..__._ .._--~-_.-._-_._ -.---._---- - - --_. -- .­
Mandated Mental Health Parity: Yes
 
- _-_.__ ."'-~>--._--_ .. -._.-'. ' ,,_..- _--_..---- .. _._---- - ------ . .., ._.._._._-_._--_.._--~.,- -_.,-- -_._--------_.._-_ .._--- -_.._------, .'-- --_.--_ _.__ _-- --'- '
 -.---~-_._--~_ __ 
,Please Indicate whether a HRA, or mechanisms utilized to reduce the employee's portion of health plan costs, is either in place or planned to be . 
,purchased. No 

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

,---_._._.• .. -- .•. ----.. - - __• " •• ..' _"_ ••__._. __. ,__ __••_.__.A. __'...... • .• __• • • __ ..__•.~_~ ~, ._~. ~. ~ .~ ~ 

'Deductible: 1$500 iDeductible Carryover: No 
,

lFamily Deductible: i3 !Basis: Fulfillment 
iCoinsm~-~c~~--·----------- --------- -­------.-- !800/0/600/o----------·---------·--··------··..·-'----.----- ­

!In oNetwo rkC-alen~7y~~~C;)j~'~~~n;;-;-M-';~:---'--'"1$'2000--'-'-' -------------.. 
iFamily Calendar Year Coinsurance Max: !3 isasis:'Fulfillme~t 

------ ,-_..----_. 
'Out-of-Network Calendar Year Coinsurance Max: INone 

_. ,--..---~_ ..--._.-.__...- ...--.-- ..__.- -.----.-.--.~-----. --"----.--.--....- ...- ---...--..------- r---·-~---·-·--·-····-··-··- .....- - ..---..------ ­

. ,Lifetime Maximum: !Unlimited 

Traditional Wellness 

Prescription Drug Rider Plan: $10/$30/$50/100% Value Formulary 
--- .-_.-._.- ----.-----._._.. -----------... ----- --- - ------ .._-- .._.. .- - -_....-~_.--_. ~---._.~ ...

Mail Order Drug - 2x Copay (90 days) 

,B~;~d on'~~tu;'''i;;I;~vie~:-thjs -d~_;;g~benf;r;i"opij~~·is-;_,.edii~i)je-tothe stand;~d M-edi~;;;;;-Part-i5-"---
prescription coverage. 

:PPO Optional Benefits: 
.-_.. _--_.__., .. _--_._-----.- --- ... - ... _-_._-----_.- .. 

'Inpatient Copay - None 

.roffi~~ vi~itCo-~y~~~$·30-·- Maternity - Elected 
. -_. _._ ..... _--. ...­~- --_.~- _ '-'~~-----. ~-'-_.--"-'.'------_. 

:Supplemental Accidental 
Blue Card 

Endorsement - Declined 

,ER Copayment - $100 

Arkansas Mandated Offer Benefit Riders: 
.. _.._"....... .-,_..._._.-..._-'" ..- _..
_-~.. -.~... ~-

You Must Elect or Reject Each Rider: 
_.- . _... ---_.--._._-,_. __.._----_. -..._--_..- .'---'-"'--'-.. -_ ... 

Mammography - Reject lSubstance Abuse - Reject 
-- --'-- ---'" - .. _--- -~ --~ - -. _"'_", .. --_. - ._ ... _.-----_." -, -'- -. 

Psychiatric Condition - Reject :TMJ* - Reject 
_.~ _. _w_·_·~_ ., ... __ '", _. ._.__., ....._ . 

Hearing Aid - Reject 

·Rej~cii;~·~·i theTMJ Benefit Rid~r m~ans c~~ered be~efits provided to Covered 'Persons will not include-temporomandibula-r 
Joint disorders (TMJ) or craniomandibular disorders 

.~ .~ -,-_.~._._---_ ,-~.--'-.. ..-.. ,._ ...- .... -_.Y_--·.. - ­
T~r~ Life~nd AD&D through USAble Life is not Provided 

!O-\lJ2CiIU';\I'I'IW7/11 



RAlES - PPOXXX - 1 

iT-;-~-Ti~-~-comp-osit~--- .- ----.---------------------------.-- iTotaIPr-e-mium~-----------------...-------.------­
, • •• ._. . -v __ • _._•••__ .• ~. __._.~ •••• ~ ._.• • ~. ,..- • • • . ', ._. •• _ 

! Employee i$321.18 
.. ---~-_ .. -. _.-._ ..,.-_._.--_.... --~ ..•_- . -. --~---_ .. _._-_.------ "---------'----- ._----_ .. -._-----_._-_.-._ .._...• --,.'. ._._-_.- ~~-'-'-'- .__._-. --"'- --- ~-- -~- .." ... ' 

Family '$690.02 

_--_.~ _---_.~.. - .. ~--. ._.-_.-....•. _--.....- _.. ... --_...._----..._-----,- --- --.--. --_•..•... _-._..•. _... - --_ ..... _--_._--~_ .._.-_._.-.. '. .----._-_. __._-----_.. . '..."- -_ •._----------_.... - ~--~_..-----_ .. ­

! If there is an agent or broker involved in this coverage transaction they may receive cOlllJensation from Arkansas Blue 
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 
:involved in this tansaction, please direct your inquiry to the agent or broker. 

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

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

~es, I agree with the status as shown. 

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

IO-I02C,RI'AI'I'R07/1I 



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

,(Yes~/(NO_) Under the governmental guidelines the group health plan is subject to Cobra, meeting the
 
criteria for 20 or more employees.
 

!(Yes~(No_) If 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
 
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
 
;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 50 employees on business days 

, during the prececing 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) 

IO-I02GRI'AI'I'I{()7!11 



EMPLOYEE INFORMATION
 
MINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS.
 

-"'--.-~-----.--. -._. 

..	 iUnd~rthe-Medi'~-~';'e--Secondi~ -P~yer RUle;'-iti~- the E·~·P1;;Y~~~s respo-~~bilitY-to;n-~LI""aliyirlfo;'~' Arki~sas--- : . 
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 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 

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

. 1'-"'" ,-" ---~'---'---'-'-"Y'-- . - "-~-~----'-'-' --.-'._-'---- '.. -.-.- - -.----¥ "----" -----~.~-._-..---.-.--.---.-.--- ­

. !Full-Time Employees waiving Oncluding those satisfying their waiting period within 3 
; fmonths after the effective date):.-.. ------------_. 
i !COBRA Continuees (Enrolling): 

_._- "_.~._--"._-_. __.__ .- -_.-..._. - - .• _-"-_.._- ..~- ..­
iLife ONLY Contracts: 

,Total Enrolling and Waiving: 
-_._--------_._._._-_._.~----_._-_ .._._-------_.-.-_ _-----_._- .._.. _------_ _--------_..-._._ ..•.._.__._.. _--_._--,.--.• -._ ­

:Part Time/SeasonaITemporary Employees: 
._.~--_ _----~-._. ~. __,- - .. '-" -_.... . .. - -_.- _._---,--_._... ...__ .. -. .--._._--_ .. _-----_._._-~_ .. __. . -~-_..-- ._._.- _...•. _...•...._--.-_ _---_. ;-_. 

:iTotal # of Employees .._ .. L __ , 
!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 rJit:o 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 
:Iess 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 specified above. 

- ----,~. ,.' ..... _._----'.__ ._.. ._- - - ..---_.__..... _._ •. _-~.~ - ... _._----_._- ... __. ---_.,-------_.-.-_.-.---~.~..- -----_._.•. --_.._._._.__.-_._-_.----- -.- -­

Special Group Considerations Form# 23-2546, Descriptim Altemate eligibility hours(40 hours/week) 

SpeciaIGroup-Co~~·i·de~tioo-sFc;im#- 23~21-86:DescriPt~~N(;-D~~~tible-C~~over .. 
Sp-e-~~IG~oupC~~·sid~rations F~~-23::-2242, D;5"~ription $100 ER-co-pay ~----....._-------_.._-- .. -- .... --._... 

1(I-I02(jRI':\I'I'IW711 



SIGNATURES 
.------------_. .•.,--_._---------_._-----_._----._­.._~~--_

'This Application is made and delivered in the State of Arkansas and is governed by the laws ~'TA~ansa~-~ndth-e'Uniied 
States of America. This Application is incorporated in and made a part of the Group Policy and Benefit Certificate. 

!Ihe~~by-~e'~e:":;-the above-~efe~~n-Ced cove'~ge and agr~-the- grouPinsur~~-~~;ubjeCt t;-jhe-ie-r;;s and~-;-nditi~ns";"fthe' 
,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 Bue Shield. I also understand that my signature below 
lrepresents my agreement and acceptance of the premium rate schedule. 

-A~YP";~s(;~-wh~~(;wingly-presentsafulse"or fra-~dul;n"t'claimfor"pay-;:;;ent-of'iloss-o~"ben;fit·o"rknowingi· iY
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-.......,'='-~_.J,_~_-_"'::...~ . this _~Z__ day of ~ 20...!.-1
 

/ " 

:z. 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 
;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 appro d and the premium is received 

Insura;lce License # I Agency Fed. Tax 10 # 

.--Df.v it> c. PD2&J~ 
DateAgent Printed Name 

10-1 U2U!ZP.\I'1' !Z07/11 



EMPLOYER APPLICATION 
Arkansas Blues Enroll 
BIllCCI'OSS BIllCShicJd 

!Renewal APPLICATION by: City of Jonesboro Urban Renewal & Housin 
•..~--- --_.._--~._. __ ._--'-_._- -..-•.--""- ._._----~--,.- ._----_._---- .•..¥~-_ .._------_._~ 

(hereinafter called "Policyholden
..•..... _.••...__._._ .........• _ ..._--._-_.._---­
:for a Group Policy covering the employees of the Policy·holder and ·the eligible ·d;pendents·~i S·~h-;;;pl;;-Y-;~~-Th;·----·_·· ! 
,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 Narre of Business: CITY OF JONESBORO 
__ • ••••• ••__• M__'_' __ •••• __ • ••• __._. .~. __._•• • __~. • ._ 

lO/B/A: City of Jonesboro Urban Renewal & Housin 
.' ~.- -'--' -',...- ...._,._.- .- -'._---"-', .._-_._--~._~._-_._-,---- _._- -----.------ .- .-._--- .... --.'•.._ ...._-.­_. - .. ~-'---~'-'----'-

:Street Address: 330 Union Street 
.. _

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

[Mailing Address: (if different from Street) 330 Union Street
 
:6tY~·St~·t~, Zip.J~~~sb-o;;;-,AR-~724D1-~--·-----·_- - ----.-- -- --- _ - __.,_..--.. --. -------- ..
 

.~----- ---- _-- -- - ---------------- "---_... ------- --------- -- -- ------ ----- - ._._--~--

:Telephone # 870-935-9800 

iFax #: ­
.----_._--_._.._----­
!Fed Tax 1.0 #: 71-0024703 

[Exec Contact: iE-Mail: 
:G;;~u·p-Ad~~i·st~at~~~···j~~ic~Gris~~~----- ~..---.-, fE=Mai,;'·---- -.~-. -.------------ ------------ .._- --"------.-. ---'-----'--­
------~- ---- ----- ---- ~~_._----- --- ~---- -_. -. ------------- --_._-------- - - ----- - ---- ~. ---- - ----------- ­
:Primary SIC Code 9199 SIC Description: General Government, NEC 

~ 

' ._--~---_._.-._--_ --._--_._----~-.-_.-... _----_ _--- -----_ ..- - _..•.. _-- ._----_._--------_._- .._-_._._.__._--_._- ._----_.._-------... . ----_._--_.--_._-_._ _.. 

:Business Type: Government Entity 
-' -_.._---------,,------- __ ._--~ --- ,--_.._.-.~-. _.- ._._._._.__._..--_ .._-------_.. .-- ....._.- ~---.-._-._------_.- - -_._._----~- - ._. --­._-~--_. ----­ -

Agent ;Agent's Lic #: 
• __ .~_.--_ •••••_._._--- -- <- ----._--._.._._----_••_._.__.~_.~_•.•_-_.__._-_._---_.__• __ • __ .~-._- ••_. ----.~----- ,--_._._----- --_._._.- ~ •• - ---~----_ .. _. ---_ .. _--_ ••• 

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

POLICYHOlDER AS PLAN ADMINISTRATOR .. 

'The Policyholder, as Plan Administrator, assumes responsibility for the accuracy of infomnalion presented to Arkansas Blue 
Cross and Blue Shield ("ABCBS"), includmg all information on the employment status and eligibility of individuals to be COVer ,c: 

.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 infomnation provided for rating or in this Group Application or any of the matenals 
submitted with it, mcluding, but not limited to, individual applications and medlcallnformalion, then ABCBS may cancel or 
;rescind this Group Policy. The Policyholder further agrees that if misrepresentations or false or misleading infomnation is 
presented in filing of any claims hereunder ("improper claims"), ABCBS may cancel or rescind the coverage of any individual 
mvolved 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 inactioi' 
.contnbuted 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 
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 Games Street, Little Rock, Arkansas, on the third Monday of March, at 100 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 meetmg may be called upon notice mailed not less than ten (10) or more than sixty (60) days prior to 
such meetmg This proxy unless revoked, shall remain In effect dUring the Policyholder's membership in ABCBS The 
'Policyholder may revoke this proxy In writmg 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 

Ill-11l2(iIW,\1'1' R07'11 
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BENEFIT SELECTION 

(PREFERRED PROVIDER ORGANIZATION (PPO) - PPO XXX - 1 
IREQUESTEO-'EFFECTWE-OATE, PENOiNGAPPRCivAL-ls-:1I1i201i--- ------------ -- ~- ------------------ --- ­
'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 Enrol/menl will be the month pnor to the Group's renewal date . 
... -"_._.. __._-._-- - -------,,--_._----~- -"-- - --­

rCI~~ !cia~~-D;s~~ipti~n--------- fw;iti~g'F)e~i'~d' rc~~tribu~ti-on--·-··.. ·..· ---·..·····..·· --· - .; 
..-'" ., --"- ._---.__._ _.- .._._._---- ~----._-_ -- .._ -- I..------~-_·_ ..· _..-.---.-~ -.-- _ "'-" ;.. 
;1 jFull Time i1 Month :Employee 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 
dails to contribute the percentage of Employees' premium specified above 
, . ._-~._--~._--------_.__....__._­-

IMaximum Dependent Age 26 
,--_.-_._-------_..- --------_.-.- --_....---_.-._.--'--_ ..._---_.__ .._._---._._..-. __ ._..._----_ .._-_.­.~----_.------

iMandated Mental Health Parity: Yes 
__ __• __ v__•__• •• . •••__•• _.__ .. •.•_. ,, ._ _.__._.__._._.•••_.~•• ••_,,__ • • ••• • •• • __•• _ ""_'__ _·~  _~__ ~  ~._._ ~_~~_  "_~  

'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 b£: 
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 
,funding mechanism in place, nor intent to purchase such an arrangement Upon evidence to the contrary, the group health plan is sUbject to 
,tennination 
.--------_. '_ ..__ ...- _.- .. , .._----_ ..-_. .. _--_.__._-----"-----_._._----------.-_- ._.._ - ._-_... .._,_._--..._...- - -_ .. _-_._­~-- ..._~,-----.-_._-_._----._- _--,--~_.~ -_ ...._-_.~-_._-_ 

'iDeductibl~:--·--. -._---.. -.----.~----------'-- .. f$5OCj----·--_·-.. -rD~d~~tibl~·Ca~;.y~ver: Nc;-----------· ...-I. 
,iFamily Deductible: [3 !Basis: Fulfillment 
~--'--'---""--'''' -------.~_.,---_. _...._._ .. ~--_ ...__..__..----_.._._-,_....._-----_..._._ .._...__ .. __.-.. 

i iCoinsurance: 180%/60% 
---------------- ------~--- -_._--~--- ...-._---_.~---_._ .. _-~

!iln-Network Calendar Year Coinsurance Max: 1$2000 

;IF~~-iiy Gaiendi~Y~~r c;;i-;,-s-~~;nce·M-~·i:' \3 ,Basis: Fulfillment ---- . __._._­
·;Out-of=-Network·Cai~nd~-~ Year Coinsurance Max: [None 

· iLifetime Maximum: iUnlimited 
i 

: iTraditional Wellness 

iPrescription Drug Rider Plan: $101$301$50/100% Value Formulary 
_~'--'---'--'-""-- _._---_. -------------------- .. - .__.,--_.. .... _.-------- ._----_._--_...•_..---~-_.- ... __.---_._­

iMail Order Drug - 2x Copay (90 days) .. ~_ ..~~ ._.~ ,..__ _._.. .__ _.__ . 

,B-;~-~ci·~-;;~;hJ~rial revie'w, this drug benefit option is creditable to the standard Medicare Part 0 
[prescription coverage 
.. ~ .. -.~._._>._._----- -_._-_.._-.------_._-_._.- .~_._. __ .--'", .. -----... -----_.... ­_---~--,._,_._----- _._.... ~--_ ...__ .~--~- .~._._--, 

·:PPO Optional Benefits: 
._....__.._.. _--- .._--_._------..._,._-- ,.­

~--_ ...------.-.--~-"--'--"--'-----------'- _.-. 

,(Inpatient Copay - None 
,-.._._-- -_. ---. _._-----"_._------ - ... ---_. -_ .. _--_._~ ~----_ .._ _ - ._--"._~-_ ... .. .. _. -_.__.. _._._'.~ 

·:Office Visit Copayment - $30 Maternity - Elected 
------_.._-- _..._-_._-----_... _------_._--­

Supplemental Accidental 
Blue Card ·Endorsement - Declined 

ER Copayment - $100 

,Arkansas Mandated Offer Benefit Riders: 
---~'--"-'--~_._ ...._---_.__ .,--_._--_.._. --- ._-_.. _..._._~-_ .. _~.- .----~-_.- ..- _•.. _~ ,-_._.,--~ ~-..

You Must Elect or Reject Each Rider: 
~. ----...----..-....-,...-------~-~-- .- .----- rSub~t-~~~·~-Ab~~~ ~-R~i~'~t

Mammography .. Reject 
--- . ---_ .. -._ ... _.-_._-._. --------- ~--. - _ ••-.-..._--_._-_._, ...-. y 

Psychiatric Condition .. Reject !TMJ* - Reject 
~._----_~, ..---.-. --_.... -- -- _. __._- .. .... _.­

iHearing Aid - Reject 
-"._,--­ ~--. 

'Rejection of th~'TMTB~nefit Rider me~ns covered benefits provided to Covered Persons will not include temporomandibular 
Joint disorders (TMJ) or craniomandibular disorders 

Term Life and AD&D through USAble Life is not Provided 
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.. _.__ ·" __. H._'_ ..... .._ ..' . . .__ .__ _~  ~_  .H_"._._.>.~  ~,"~  

RATES - PPO XXX -- 1 

:Two Tier Composite Total Premium 
r--EmPloyee----- -- -------------------------- --- ------- --- j$321~1B ------ --------- ----------- -- --- --------. --------­
- --F~-;;:,-ily----- ---------------- .. ---- ---------------- ---- --- -.----- ------ - r$E;90--02------------­

r . - -'.'~'"'~----•• - .--~-._-~-.---.•--.. .'-------.--- ~--,~----~-,.•-------.- -~ - -----.-,- --.------- --~.-.,._----..- --.---~'--.~.'---~-.-.---~•. ~ •. ,- ..__ • __ ", ,, ,, ,,_ 

'If there is an agent or broker involved in this coverage transaction they may receive cOfTl-lensation 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 
icompensation is included in the premium paid by the covered person_ For more information on the compensation 
,involved in this tansaction, please direct 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, I disagree with the status as shown because _ 
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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 
: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 ~ 

· . 

'i(Yes~) (No_l Under the governmental guidelines the group health plan is subject to Cobra, meeting the 
(criteria for 20 or more employees. 

;i(YeS~NO_l If yes, do you wish to use the services of Ceridian? 

,llf 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 
iemployed by the employer on business days during the proceeding calendar year. The Public Health Services Act 
i§2791(e) provides 

j(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 
. 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 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 ~ large employer __ small employer (check one). 
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EMPLOYEE INFORMATION
 
MINIMUM NUMBER OF INSURED EMPLOYEES &MINIMUM PARTICIPATION REQUIREMENTS.
 

_.. _.- --- •............ _ _.- ,.._- . .._---_.- _----- -. , _ - _-_ .. -.. -.. - --." _-- ..
 

:U~de~-th~'Medica~e-S~~d;.:y·P~y·e~-Rules;iTi~th~·Em ~~u~lly·i·~i~~;;;-A~ka~~-asPi;;y;~-,~-~~~po~sib·i~tY-to·~ . 
· 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 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 !OuI of Slate ;Total 
.._- .- - - -,-_.. -._---...',. _.~----~----"- ... --- ---"- .. __ ._._-.---'..~--- .. __...- ~ -- ------_._...__ .,- -_.. _-._-" ...--~-

· Full-Time Employees enrolling (including those satisfying their waiting period within 3 
months after the effective date): 
.. - ._-- -----_._-_." ._-_.... .... .... __.__.__._----.-._.._, .----_._--- .. - -_., -_.._._-_._-------- ._- ...__ ..._--_.. _--... _. - -_.-. .- .. ­~---_.~. ~-_._.- -~ 

IFull·Time Employees waiving ~ncluding those satisfying their waiting period within 3
 
imonths after the effective date):
 
• ---.-.•-,- ..••--.--,----..- ---- •__._v ~_. ._•.--.----.--~----_....-.-._-------_..-._, --. t-~----..--...--­

· 'COBRA Continuees (Enrolling): 
..- .. , .-.--- .. - .. _-----,.------.. - _.._'---'.'---._- "."­~ 

lUfe ONLY Contracts 
, · _ .. __ . _' ... __ -. __ ._'.' ...__ ... __ .._.-. .._..... •••.__ . _v·_.··~··_~· ~ _.~, ._'"._~ 

'Total Enrolling and Waiving: 
.~_. .__~ .._..__.__._ . ~._...._._~_._. • ~_. __··_v··__ ,v ., .. ..__••_ .•_, ._.~ 

i IPart Time/SeasonaVTemporary Employees: 
... _ -- - -.- - .-.. ~--.-••..... -- .. --.- - -" .••_ - - .- ----.--.-- . - - __ ..- ..- - .. ---.. 

Total # of Employees: ! 3 X __ _.__ .. _ _ _.. . _._ _._ _." _ _ --__.__ _ _ _._..__ - _ _ _ .._ _. .__.._._ :.J..._-_._--- _--_. ---_. -_._---_._----- --- -- ._---_.. .._- ,,- -~---,_._-_ _.. __._~--- _.-._~---- ---."-- ---,--------_.._--- --"'-----_._._-~ _ ..

!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 belowfifty·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 Policyholder
 
,covered by the Policy becomes less than the percentage of Employee participation specified above.
 

-- _.._-_._-------_.- .....- - - _.-.' .. . __. -- .... ,-_.__.- --,.~-_... -_.__.__ .. --- - --- --_.._._-.-._-- _.--_._---._--_._,--- ---_..,--_.._-- ---------- ..----~_.-------_. -~-

:Speclal Group Considerations Form# 23-2546, Descriptim Alternate eligibility hours(40 hours/week) 
_ .. ---,-_._--~------~ .,~-----------....-----~-- ..._.--._~. _._._-- -_..._---- - . - --_._------._ ...- . .... _~ .._-----_.._--_ ... -'---~- --_._--_. "- --_...._--­

Special Group Considerations Form# 23-2186, Description No Deductible Carryover
r.'_._. v " .._.__..._._, . ._. • .__. • •. ,....__·_0__.__• __._~_. 

Special Group Considerations Form# 23-2242, Description $100 ER co·pay 
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:been approv nd the premium is received 

1.3 9_0~=--__ 
--""e"""nt SignaturE. \'lsurance License # " Agency Fed Tax 10 # 

SIGNATURES 

Thi~-A-ppl;ca-t;c;n-i-s-;;ade-andd8iiveffid-inih;state -clA~k-a~~-a-s-a~~ goverr;~d-by the -la~s-ofArk-~nsasand-the United' 
'States of America. This Application is incorporated in and made a part of the Group Policy and Benefit Certificate. 

Ihe~eby~e~e;';the ab~~~~~ie-~en~d-;~~e~ge a~d-ag~~e the-gro~p insUr-ance~s~bJect toih;;ie~ms a-~~~~diti~n-~f th; 
iPolicies renewed, will take effect as of the renewal date, provided this application is approved and the premium is 
received by the home office ofArkansas Blue Cross and Bue 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 .p.<;.:...--=-__~ _ ------J--7_ day of _~"'--?=--.:=-__ 20{j 

/
 (Citv. State)
 

,2. Agent 
:\ hereby certify that all of the information contained in this employer application is correct to the best of my knowledge, 
iand 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 eXlVerage to 
'the member firm and its employees including the preexisting condition limitations and the qualifications of the effective 
:date provision I understand that Arkansas Blue Cross and Blue Shield will have no liability until this application has 

DateAgent Printed Name 
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__

EMPLOYER APPLICATION 
Ar']\.ansas Blues Enroll
BiueCross Bi ucShicld 

Renewal APPLICATION bY:CitY~Tj~~e-~bo~~-C~~-igh-;;~dLib~~;Y--.----- ---- --- -- -.----.--.- ..------- ­

..----------- --- ------(he-~E;i;,a-fter_called;'P~ii~Yh(;lde(-~------ -- -- .--- - - -- - - - -- -~----

for a-GroupPollcy coveri-;g-the -;;;;Pioy~-e~-(,Tthe P~ii~yh-~Ider amJih-e-eli£iib~depe;;-d-e~i~-~ ~~~h emPloy;e-~~Th;------
.Policyholder mtends hereby to establish and maintain an employee benefit plan (the "Plan") for the Policyholder's employees
 
and eligible dependents, to contflbute to the cost of the Plan, and to actively promote the Plan to the Policyholder's employees
 

,GROUP INFORMATION 

iLegal Narre of Business CITY OF JONESBORO 
.- - --.-- .- _., . --_._, .._,--_.-- .-.- --. _. ' .._.__._--."_-'" --.--_..._--_._-_... --_._-_.. _.__..•..._-_._-_..._.. __..-_.-._- ._.•..-._­lOIS/A: City of Jonesboro Craighead Ubrary --------.-------..---.--..-----.--..---..------.--..- .-. ------~------._~ ..-.---...- ­

-- .- •••_---. • •••• - - _ • .--- - -~.- - -"--- -_._-- _ •• -_.•_ •• --'-_.. _-_.--_._-~. _•• ~. + •• -- ._-••• ~ • _.~ -- •••• _-~- •••_- --"-"'-'.• --- ,----- ._._~-_.- _ .• ~_ ... _.,_._. ----._- - _. -_. ,-- --"-'-'--'--'~~'-- _ ...._- •• ,_ •• 

Street Address: 315 W. Oak 
-~ .. _---_.---._.--_., ... _.. - _._ .•....._~. __.. ~---_ •._~._-_._-,-,-~._---~._~~--~_ ..-.•_-_.~--

~City, State, Zip: Jonesboro, AR I 72401 - fC~~~tY~Cr~igh~~d~-----·-------------------- ~ ------------- -_.~--

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

·:cjiy~st~t~~Zip~~jo·n"~sbo~~-,~A"R"~<-72401--------~·· ·__,·__··_,·_·_~" ·__· ·· ~_ ... _.h --.-._--'.~---------~-----_..-•.~--•.•---.------_.._-_.-­

,_._..• _-----_..._.- '._..,. -- _._--_.._-'_.._-------._--_.. ".~._._._._----_.-----_ ...-~_ ..._.~---------~._---~--_.~ .._-- .._.. _-_.. ,--~-,~._----~_ _.~. _.~-_._-~_.-.---~---_._-,--._. 

,Telephone #: 870-933-4640 

!Fax #: ­
----_.._------------- ­

iFed. Tax 1.0 #: 71-0023849 
-E;e;Z-C-;~t~~t~ .- ----------~--- --------- -------IE=M-~il:----- --~-- --------. ----------------------~-----
-G~~-~p Adm;~i-~tr~t~~:-·N~~~y-6;bbins----------------- iE~Mail:----- .. --.----------------.---..-~_.--.------

, ••__._ •••_.__••_._.• , •• •• _ •• .w • '_'"__ '" "'o_·_.__ . ._~ .. , •. . ~_. ._~.. __,~"_ ~ ~_'"_ ~~._~~ ~_" _~_ ~~ ~"A_._, __

Primary SIC Code: 8231 SIC Description: Libraries 
.- --- _._-------- _. --_. --- -- ... ---_...- _..- .-._- ... ---- ._--*---_.----_..__.._--_._-----------~-----------~_._-.---._---_ .._-----_._-------------~- --.. -. -_.. ,------.*---~_._ ..- _._._~----. 

Business Type: Government Entity 
. --~-_._----- -_._---_._--_.~---- -._~ ..__._-- ,------_._- "--- .,~ .. _-----_._----~"_._._--- _._._------_. ._.--~_ ..~-....__.~_ ..... _-_.. ~ --_.
 

Agent: jAgent's Lic #:
 
*~.____ '__0._'_'" <N _ •• __ • . __ • ._•• • ._ •• __••_~ •••_0._..._.._.__· . .. .. _~_._. __._.. k__ _. " • . ._... ._~__ • 

'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
:Cross and Blue Shield ("ABCBS"), including all information on the employment status and eligibility of individuals to be cove. .. 
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 acllon 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 
,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 nollce 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, attenllon 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) - PPO XXX - 1 
--~._~~--. -~_._---------. - ---_.- .. _----.---~. --,,-,--- --------- --_.__ ._------~-_._-_. __.- _.... ...._.•.. _- ._--- --_.~... -.-._--_.__ .__ ...._--_._._-_._-­
REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2012 
Waiting Period Note: Effective Date is first of the month following the Wailing 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 

----. ---._------.-_. ------,,- -_ .. -----_... -.._- -'-- ---- - -'._.".--- ,- ._.... _---------- -~ - ..__._----------_.- --._" --- ---_.__.._,.~"- .-... -"-­

:Class iCi~ss-D~s-crjpti~~-------"--"'IWaiti~g--p~;'i~d-----' fC·~~tributi~~---- .. ----·--·-··--· "'---­

iF~~'Ti~;-'--- -.----- ..- ---. i1M·~~~-··-----.---.----. fE~pl;;-yee 71-%-- ..D~pend~t7-1~;; -- ­

Note The Employer must pay a minImum of 50% of the Employee premium This PoliCy may be tenmnated 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 submilled 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: 1$500 jDeductible Carryover: No 
--_._._._. .. -­

Family Deductible: i3 IBasis: Fulfillment 

ICoinsurance: !80%/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 

--_.-------- ~. -_._--_. _.__.-... _----~--- .---------_._-~---_._-----_.----- _.- ---.-~-- ! 
!Lifetime Maximum: iUnlimited 

'Traditional Wellness 
... _.-. - -_ ....~---- -- ---_.____ - ._-- _. _.- ._-.- --_.'-~~--_._ .. _~-_.---_ .. ~. __ .. _._-._"-------_.~--_._-_ .. _- _.. "-------.~----_.~---_. .._._ .._-_.-._-_.. . __

Prescription Drug Rider Plan: $101$301$50/100% Value Formulary 
- _-,--_ .. _._._. _.. _ _--_ ..- -_._-_._---_.. __.- .. ---.,----_.__.. --_ .. _._----_.-_ ..------_._-- .. -----. .- -- ._.. _._,------_._-- --'--._.~-- --_._-----._--_ .. _----~_._- ._--~-_ -._-~----,-~-----_._._-

:Mail Order Drug - 2x Copay (90 days) 
--~._----------_...--------_.._-----­

:B'~~ed ~~. -~-;i;;~~T~~CT;;;,ti-;iSd'r~fiben~Toptio~--i;-c((3ditableto the standard Medicare Part 0 
prescription coverage. 

--~-_._-,. -_.. --.. _. -,-_.__.--,._- .__._--._ --_._ __-_ _--, 
_..• ~ .. _.. _. _.._.~~_ ..,,_._-_.. - ._-,,--------".--- ,. __.._-_._ .. _~.- ._----_.------ .. _----_._----_._--_. __. --._._--..._---- --_.. .._~ _---~._-------_ 

PPO Optional Benefits: 
- --- _._- -_._.-­ ----~-

,Inpatient Capay - None 
..._.-- .---- ._-,-- ._------------ .--_._---_.__ ... 

Office Visit Copayment - $30 'Maternity - Elected 
_.._._._---,.•_~ ... _---_.._-_ .. - ,-----------~~...__._--_. .. ­.. _

Supplemental Accidental 
Blue Card 

:Endorsement - Declined 

ER Copayment - $100 

Arkansas Mandated Offer Benefit Riders: 
••_ • • ._. ._ •. _._. ._. ~ __w~~ "._._.~ . • __ •••__._ .• _ 

~._----_._-_.__ . _.._._ .. ~--_._._---------_ .._-_._--_.--".. _-_.._-_.­

You Must Elect or Reject Each Rider: 
. _._ .. _--_ .. -_.- --.­ --~~_... ­ .. _-.-------------'---_._­ ..._.- ..... ------_.__ .. _._-.­ .~-_._._ .. __ .~.- ._. 

'Mammography - Reject :Substance Abuse - Reject 
.-..•.._-­------_.~--_.__._.- ._ ... _.. __

Psychiatric Condition - Reject !TMJ* - Reject 
_...._- ..- -, -'-, ,-.--­

Hearing Aid - Reject ._.__. . _ 
"Rejection ~f the TMJ Benefit Rlder~~~~~c~v~~~d benefits provided to Cover~d Persons will not Include temporomandibular 
JOint disorders (TMJ) or cranlomandibular disorders 
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RAlES - PPO xxx -1 

'Two Tier Composite ;Total Premium
 

Employee 1$32118
 
,--._--- ._--"-_.. ---- ,..----'_..---~. '-'.~-~-_ .._---_. ----- _... 

Family $69002 

If there is an agent or broker involved in this coverage transaction they may receive corrpensation 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 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, I agree with the status as shown. 

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

. 
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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 

, lemployee 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
 
icriteria for 20 or more employees.
 

•!(YesV<NO_) If 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 

· - I 

,:(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 
•;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 50 employees on business days
 
,during the prececing calendar year and who employs at least 1 employees on the first day of the plan year.
 

f 

The policyholder is a ~ farge employer __ small employer (check one) 
.----- ._.---,------------_._--" . .~--~--_._-_._-~~------~--_.._-'--------_.__._._-------_.~ __... _. ._-- ---._--~_.- --~ ~....- -­- ... __ ._.. ---_._------­

. 
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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 
,_._._..,---_._.... .. _- -._---_._._-- ........ -------------_.
.~ 

'In Slale :Oul of Slale [Tolal 

. Full-Time Employees enrolling (including those satisfying their waiting period within 3 
·months after the effective date): ()f!j 81

· _.- _. ----_.. -._- .. _----_. __._-----.~-~--,_.-.- _ __._._----_.. ,----~--~---_._~-_. __ ...._-_._ .•. -.--_.--_ .. ----" -_._--._ ...-. '--_.-'--'.-.'- -_. -_..._.--.--_ ....• - ...... .. ,-.... 

•[Full-Time Employees waiving ~ncluding those satisfying their waiting period within 3 
imonths after the effective date): L /f 
:-.__ __.-._._--~_._-----_. '-"_.'~'----'."_.'---'--"-'."._-'-'- -- , _ - ­

· 'COBRA Continuees (Enrolling) ,(Ljf~ONLY--·C·~~t-~~t;-~·,·_--_·_-_·_' ---..-_ __._.--_._.._._._-_.._ _- ..--.--_..--'--_.~,-.~--- .. _- -------- -_.-.-.-- .--' --<--.~---- _..- ­

- ---- _._-- _._._._---_.- .. -­,
: Total Enrollmg and Waiving: 
. --------y---------------..--..-------------.---..-~--.-- -~ ..---..~---.--,--- ..-~ ---- .. ----..--.-----,.--- --.----.----- ---~'"-.-- .--.------ t·~--·-·~~-

· iPart Time/SeasonaVTemporary Employees: 
~- _..-_.._--------_.~.--_ .._._-------_._.._----_._._._--"-----_....__ ... _- .. _------------------ .._...---_. __.._-~._._._.. ------ --_ ..._..__.-._._--_._-------.._---- ..._... ­

'Total # of Employees:
 

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 mus! 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 

dess 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 specified above. 
._--.-----_.._--..__ . - ... - .-_.-----_.. _..---- --- ---_. ------------_._---_.~-_._._--- ._----_.-. - _._-,,-----~---~_._--_.. - -----_.---,,--~---_.. _..­

Special Group Considerations Fonn# 23-2546, Description Alternate eligibility hours(40 hours/week) 
----_..- ~-._---_ .....__.. '--' ----_._--_._--.__..__._----------------------------< ------_.-.. ---_._~- .._----._.--,,---_.­

Special Group Considerations Fonn# 23-2186, Description no deductible carryover 
r_'_~ '______ ----------.-.-------.-.---.. --~-.------.- ---_. --".----- .. --.--~~ ..-_..------, 
Special Group Considerations Fonn# 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'h~~eby r~~e~th;~b~~~' ref~;:~nred~~~~·;;;;g~a~d-~g~ee iheg-r~~p;~~ran;;;,-~~·bJect· t~ihete;:m~ and~~~-ditioo-; 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 Bue 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 
/1.£1"/1/
~~lA.,J-(Yhis Z day of ,Ii/~ 20-.!J 

___._ /I (City, State) 

,2. Agent 
d 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 provisio . I understand that Arkansas Blue Cross and Blue Shield will have no liability until this application has 
been appr and the premium is received 

~3qoB _ 
Insur3:l r .e License # i Agency Fed. Tax ID # 

Agent Printed Name Date 
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EMPLOYER APPLICATION 
A l'Iulllsas Blues Enroll 
lllueCross BlueShield 
A~, InQcpcn<J~I\l LI~nsce Ollf¥.ll::llur: Cross ,,00 f:liue 5J)lelll~.ilIlOn 

.... 

Renewal APPLICATION by CITY OF JONESBORO 
-~ ._.~_._. --~.~-_.~._- _-~--_._,,---,-----~-. .. _._-----_._-_.....--~.. _.,--_._-_.__ __.._-_.__ . - - _... _----_ .._.. _-- •.. _. -_. -.- ..-._._­

(hereinafter called "Polic}tlolder") 
,_,_.,.• ~•••__ •• _. _ '_'_.' ••• ·°4 ~ . ••__~_~ •__.~_••'_,.__ ••••~_~_•• ._~__ • • _ .• __• __.•__ • •__.__~. .• ,__•__._~._••• 

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 .._._-_._...~_._._ .._.._--_._--_.__._--_..=== 
Legal Name of Business: CITY OF JONESBORO 

-_ .. ---_ _ _- ,..... ... __.._.._._-.- .. __ _ _._--_ .._-_ _- ..- ..__._-,_.._" .. _.---, .. 

D/B/A CITY OF JONESBORO 

'Street Address: 515 W Washigton 

iCity'st~t;,Zip~J~~~~bo~~R··:·-rn01----·····-----iC;;untY:·C~~ighead 

;Mailing Address (if different from Street) POBOX 1845 
__~ • __• ~~••_ ••~<~_ • __~_ .• _. ,__.~ ~ •. ._,._._. •__~_~_. ~ __• • _ , __ ~_.__•• ._~."__ ~.~. _.,, __ • __ ._._ • __• h, •__. .~_ ••~ ._._..__._.,~ _ ••• 

City, State, Zip: Jonesboro, AR , 72403 
__,. ••• • • __••,._., __ __ ••------,----------.-,-.. ... •• --- -- • - .• - ...__ ,,·__ •__ • __·_. A. ••~_~  ~  .~  .~  ~"--.-- --.-.----~ -~---.-- - .~~  ~._~  ~  ~ 

Telephone # 870·933-4640 

Fax#: . 
._-_._ .._-- ...--_...__._-----_.•.•-._-._....---- ­
Fed. Tax ID # 71-6013749 

.----_._._-,-----. - .. - .. --_.. {_._------. ---- .-._- ----.. ---.--~-- ._.._-_.-~--_. 

;Exec. Contact: Harold Perrin IE-Mail: 
;Group Aimi·nist~t~~:GLOR·IA··ROA·RK--· -----.-. iE~Ma_iT- .. __ _ -- -_... . __.-_.-- - . 
0< • ~_. __ ~ ~_. • .__.•_._.__,._. ~ .~ .•• ~ ••_ •• ._.~~.••••._._._ ••_ ~ • • ••. . • • A 

:Primary SIC Code 9199 SIC Description: General Government, NEC 
. --------_._._._._ ... -- - -_._......• _-.- -.----------_.__ . -----_.__.. __._-_._-_ .._-_ ..-------_...__._._- .-- ...-._---~.-------------,-- ---------- ._._-- ._-.--------,._----- ~ -_._--- -._._---_..~-- .. ­ -. 

Business Type: Government Entity_._----_... ---_._~.'" _.,. -~_._--.--._--,-_._----_._------,._----'_ ...__ . -_._---~....--- -~- _..... _..__._---_._-•.•._-_.__._--_ .._-... - --_._----_.- ------- ----- .._....- .. -..._..._-_.• ----- - -_._­

Agent: iAgent's Lic #:
 

Agent's Company: Agent's Tax Id: 

POLICYHOLDER AS PLAN ADMINISTRATOR 4' . ~ • 

The Policyholder, as Plan Administrator, assumes responsibility for the accuracy of information presented to Arkansas Bllh 
Cross and Blue Shield ("ABCBS"), including all information on the employment status and eligibility of individuals to be co ,c 

,under the Plan, as well as medical infonnation 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 infonnation 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 inactIG:, 
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 
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 mal' 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) - PPO XXX - 1 
.-- --_.-.---------,----".------ -_._---_._--_._--------------.------ _._.. - --,------_.. .. .._-_.. _-- -------_.- .__ .._.. _--,,-~._._----------'.-_..~--_. _-~,._~ ~._--_._._-.-._ 

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

'Note: The Employer must pay a mmlmum 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 

~. ._.~ __ ~, .__._. ._. .,__ .•..... __ ..._... ..0__._._-._-_.-.._ •• ,_ .. _ .. _ .~ __ . . .•.• • "__ ~ . ._. . ._~_~ •.. __ .. • .. _ ~.... __.___ _._ .. 

!Mandated Mental Health Parity: Yes 

iPlease 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 

iPurchased. No 
iRates offered for this plan 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 
itermination 

. iDeductible: IDeductible Carryover: No 

. iFamily Deductible: rBa~i~~ FUlfillment 

!Coinsurance: 180%/60% .__ . .. _ ..._. I! ._. I: 
lin-Network Cal;~d;~--Ye-a-r-C~i-~~~an~;M~~~--------1$2000 

,.. __ .. ­

!Family Calendar Year Coinsurance Max: 13 !Basis: Fulfillment 1 J 

-------_._---_.__.~_._.~----------_._---------_._.__._-'.__._.._- •-----~,! 

iOut-of-Network Calendar Year Coinsurance Max: !None ' 
i-; 

iLifeti~~Ma xi~~-rn :--------------- ---- rlTnlimit~d 

------_._--------_.._._------------_._---_ .._-- ...._---­
Traditional Well ness 

._-_.~~~ -.-.-- --- .._- ---~_ .. _. __.-_. --- -" _._-_.-_._-_._-~-- -~-_.-- _ _.._-_.__._ --_.._- -----~_.- .._._-~ _------<-~._ ,,--~--.------~._--_ ,.. ,,- --.._ ---'---'-~--------" _.­
----------~,---_._. __._..._-~_._._ .._---~--_._~_._------_._--_ .. __ .__ ...__._---_.._--~---~_._---_ .. _--_._--------.-~-_._._-----_. __._.~~ .._._-----.,.­

Prescription Drug Rider Plan: $10/$30/$50/100% Value Formulary 
-~_- _...._. -- - _. ... -_ ...-----...--- ._----.---- ------_.__ .. _------_._._----_ .._.". .. __.._- .__.._---------_. _._---_. _. -----~-_._-----..._-.--- .- .._----_..•. __._-- --.-. -- - . 

'Mail Order Drug - 2x Copay (90 days) 
----,------_._-<~---------"--._._----_.~~~-~.__._--_._,---------."----_._--_._---~--_._.--._--------~---------_._----._._-_._-_._._-~-

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

iPPO Optional Benefits: 
- -_._------_.- --- --_._-------.-_.­._--------~._-

lInpatient Copay - None 
_____. .• _.". ,,_,__._. . ~ _. .e·_ ••._ 

iOffice Visit Copayment - $30 Maternity - Elected 
---_.- ----_._,._---_._._-------- .._._-~--.- ----_ .._._,_.,,_._.. -------_._--_..-----"----.­

Supplemental Accidental 
'Blue Card 

:Endorsement - Declined 

:ER Copayment - $100 
--._-.... _-_._---_.-. _. ,- ----- ...._- _....-'-- ._­-~-_._._---_._.-._--

Arkansas Mandated Offer Benefit Riders: 

You Must Elect or Reject Each Rider: 
---------_..----- . __. - _.. _-,- "._---._-- ._--~--_...--- ._..._­

Mammography - Reject iSubstance Abuse - Reject 
-~--_.. -- .'--" --.-._----,------.--- -. ,----. ------ - - ----------,. _.---_. - ---, .._.._.. - -- _. - - --- .--. _." ­

Psychiatric Condition - Reject :TMJ" - Reject 
.---.- .-----_._ ... _._-_._--_.----..- •..._- ..._-------_._~ 

Hearing Aid - Reject 

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

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

.Two Tier Composite iTotal Premium 

Employee ;$321.18 
'--F~;;:;iTy--'" -.--- - ..---- -- -..----.---- .--.-.-.----. - ....-- '$6-90-02·--------·--·-------· --.-..---.--- . 

-'-- _.__.-.-_. __ .. -, -.__ .' - ... --. -_.~-----~-_._ ...__...._- .. _.... - . --- •... _-~_._- _....-_. -.._-_.._. "'._-." -----.---~~._.. _._._- -- -..- - _....-_ .. _-,---~- .-_.~-_.- "--'-'" - .. - ._-- .. __.. _ .. _---_._.__._---_.,-.-~-~-._-_ ... _._. _ .........__ 
If there is an agent or broker involved in this coverage transaction they may receive corrpensation 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 
icompensation is included in the premium paid by the covered person. For more information on the compensation 
:involved in this tansaction, 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\,es, I agree with the status as shown . 

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

IO-\U2C,RI'AI'I'R07/11 



------ -- - -- ------ - - -
BENEFIT SELECTION 
.',- ,. .... ~--_.--~-~-¥-.~---_._~-._~ --~-_.-.---- _._. -~.".. -- ~- --~- - -- ------ ._- - ~ -----_¥_----~--- ----- ----- -~ ­

:PREFERRED PROVIDER ORGANIZATION (PPO) - PPO XXX - 1 
.~ •__.__~ __..__ ._.__. .. __. ._... .. _ _._',_ .' " '.'_ . .._. __,. v._. __ .._. .. .~ __.. __ .~_. .. .. _.__.~_.... __.__...._,.~_, ~_._ ~, __ 

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

,Class :Class Description !Waiting Period IContribution 

2 !Retirees 

Note. The Employer must pay a mmimum of 50% of the Employee premium This Policy may be tennmated by the company if the POlicyholder . 
.fails /0 contnbute 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 
iRates offered for this plan are contingent on assertions submilled by the insurance applicant (or its agent) that there is no HRA or other 
Ifunding mechanism in place, nor inlentto purchase such an arrangement. Upon evidence to the contrary, the group health plan is subject to 
!termination 

-,-'-_. __.._-- - - _-- - ._.~---_ _._--_.., .. ,,-_ _..--_.- -_ -~-~-~---------.---~ .._. ----~~_._._-._---._-"._- -_._._---_ - _ _.__ . _._---~--_._ ..-•."--- ._-­
- ---_._.. ...-- --_..._.. -,,-_..
 

,Deductible: ;$500 IDeductible Carryover: No
 

,Family Deductible: 13 (Basis: Fulfillment :: 
-.-------....- .._- .. -.....--.-..----- .. -.. -.•----.---- - .. -.... --.•_-. ...-•.-.----.....---------...----.---.-•.---.-- I~----------

iCoinsurance: 180%/60% i • 
!In-Network Cale~d"3'~'YearC~i~'s~"ranceMa~~'--"'---[$2000--·...·-·----·-------··......----------------.-...- .-. , 

., 
',Family Calendar Year Coinsurance Max: .. 13 iBasis: Fulfillment 

!Out-of-Network Calendar Year Coinsurance M~x~--!None----"''''- ! . 

lLifetime Maximum: IUnlimited 

Traditional Well ness 

;Prescription Drug Rider Plan: $101$30/$50/100% Value Formulary 
- .. _.. --- .__.... .--------.-----_. _. __.,,_._--_.-"._-._-- ---_._-_ .._- .. -- .._-_.._----- .._._-----------­~._---

,Mail Order Drug .. 2x Copay (90 days) 
_ •• _ • _. _ .• _ •• •._ ..__ ••• . • ._.~_ ••• __~ ...... " .. __ ._ _ ~ __._. • ._. ••• ~_. ._.__• ._. ._ ". •• • • •• ... ••. v ~_~ .~__• ._._ 

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

. ~~~~~ti~na~_~=ne..fi!:: .__ . 
'Inpatient Copay - None 
_._~ .. _-_.~ ..~------"---- ---" "---- ­

-

Office Visit Copayment - $30 'Maternity - Elected
 
,-_.~--~----,-,,-_. __ ._-- ----- -----~ .._-~ ~~~--_.----_._-~-_._._-----._.---_ ..__._--~-,.-----~,_.
 

:Supplemental Accidental
Blue Card 

:Endorsement - Declined 

'ER Copayment - $100 

Arkansas Mandated Offer Benefit Riders: 

You Must Elect or Reject Each Rider: 
- - .__ . -- _. ~------._------ ..__.------ _.. - -._- ---- ...__._-------- _. 

'Mammography - Reject :Substance Abuse - Reject 
-- ..._- .._-------_.---- ._-------- ----".--_.__._-- .-~.~ --- .----- .------ ... _-_._-----------­--~- _

Psychiatric Condition - Reject iTMJ* - Reject 
_. -- - _._- -~-_._" .. __._. __ ._---- -- -.--_._.---~.- ~-..__ ._. 

,Heanng Aid - Reject 
- -- _ .._._._._-_..- -­

'Relecllon of the TMJ Benefit Rider means covered benefits provided to Covered Persons will not include temporomandibular
 
JOint disorders (TMJ) or craTllomandibular disorders
 

._.. ­

Term Life and AD&D through USAble Life is not Provided 
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_~~-_.-,-_._--_... ,.-..__._--_.__._----- -' .__ ..- ._...__..._..- .__.~ ...---- ._... _._--------_. -'", --- _._-- .._.. ---,- _.. - - -_ .. 
RATES - PPO XXX-1 

'Two Tier Composite iTotal Premium 

Employee ,$321.18
 
----,... '--'-"-'--_._'~~'-- _.._---------_._ ...
 

Family 1$690.02
 

- _. -....-......_-_.._. ---.-~- .. "--~~ ---- ~.-_ .. --.---_. _.. - .. _.- ..... ----_..-..--_._----_.. - .. _._._----------- .. "' ... - _.- ---- .-...._-- .----- ­

If there is an agent or broker involved in this coverage transaction they may receive corrpensation 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 
icompensation is included in the premium paid by the covered person. For more information on the compensation 
!involved in this ransaction, please direct your inquiry to the agent or broker. 

!Grandfather Status - Our records indicate thaI 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.
 

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

!(I-I02GRI'AI'I'R07ill 



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, "Cendian", ' 
'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 equal to the number of hours worked divided by the 

number of hours used to determine full time status. 

:(Yes-..6(NO_) Under the governmental guidelines the group health plan is subject to Cobra, meeting the 
'criteria for 20 or more employees. 

·I(Yes v(NO_) If yes, do you wish to use the services of Ceridian? 

· ,If no, who will administer Cobra for you? _ 

'Medical Loss Ratio - The detenmination of Large and Small Groups is based upon the average number of employees 
:iemployed by the employer on business days during the proceeding calendar year. The Public Health Services Act 
: '§2791 (e) provides 

· [(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' 
'!year and who employs at least 2 employees on the first day of the plan year. : . 

i :(2) The term "small employer" means, in connection with a group health plan with respect to a calendar year and a 
::plan year, an employer who employed an average of at least 1 but not more than 50 employees on business days 
,during the prececing calendar year and who employs at least 1 employees on the first day of the plan year 

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

1(I-I02CiRI'API'IW7!11 



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 i 

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 ,Out of Slale :Total 
---, 

:Full-Time Employees enrolling (including those satisfying their waiting period within 3 LJQ 
:months after the effective date): . -I{)~ ¥t?l 

.. --- .. ---- I ·iF ~11~i;;:;~ -E~p-I~-yee~-~a~~0nci~di~g-those sat;;fyi~gthei~ ~8itingp~-riod within-'3-- - ­
· :months after the effective date): 
'~COBRA-C~ntinuee~(En'~olling):-'-'---'-----'---------------.---- ---.--..-- ­

, • • •• •• __ ••• , __• ~ •• __ ••_. __,_~.__._._.__._.__ • __ ••••• ." •••••_~_~, ,._ .• __ . <O~ ••••._.__•• •__ ._.,'__ •• _ ••_.__ •• • • _~ ••_.__•__•• ~._ 

"I 

'Life ONLY Contracts: 1 ' 

....- .--.---. _ ..-... -.-.-.------.....-.----.-.-.---_ ...----... ---- .-----.--. '~·'.:2.--·7 . 
Total Enrolling and Waiving: J ....) 36__• • ••_._· v ~_ ~ _ .• _,, __.•_"_~__ •• __.~_~ ~ • __,_. 

· 'Pari Time/SeasonaVTemporary Employees: 
.-....•.... _.. _._. __ --_._._-_.__ ..__._. . -.'-"---'-'--.-._"-'- -".__.-_ __.._------_.-._~. __._.~-

Total # 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. 
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 
:Jess 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 specified above. 

_~ -_._~._-----_.------- _--~._.- .._---~.- - .._--_._ _._------_.. - .- - .._-------_._-_ _--_._- _._-_ 

Special Group Considerations Forrn# 23-2232, Description retiree elected o1flcals Rx 
__________ ••.•.• _._ •• •__• __,,· __·_. __ ~·· w ·_·_~·_·· • >. •• • __.~_~__ ,. ~ •• .~ 

Special Group Considerations Forrn# 23-2170, Descriptim Continuation for Municipal Emps 55+ 
r ~  __ ·__ __ .----.-.­~·_·~  ~  ~~  ·_~_·  ·-------------.--~_~_.  .~  -->--.. _._­
Special Group Considerations Forrn# 23-2186, Description No Deductible Carryover 
-_._ ..._--_._----_.._-----_.__._---------------~--------~--_._-----_._---_.- --_._ .. __~_._-----_ ....

Special Group Considerations Form# 23-2432, Description Contin for City Cnsl Mbrs & Elect Officials 
- _ _---- -- -- -- --- -_..~--_. ----_. ..... --_ ..._._ .. __ ._---_.----_.. ..._-----------_._-~-~._ .._-_._---_...__._--_.__._~-~.--_.. . ....._.-._----_-._.-._ ..­

Special Group Considerations Forrn# 23-2546, Description altemate eligibilty hours(40Iweek) 
.- _._--_._.~_ .. __ . ~~ - .. _.•. _- ----_.__ .-- ._-------~---_._--------_._---_._~----_._.- "- ."-" ..~- ...._._._.._... _.---- . '-'--'--'-'''-- ­_._-~ 

Special Group Considerations Forrn# 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. 

~ .• ~----,---_,., " ,,._,_. __~. ~ ._~ - •__ ._~,_.~__".,,~_, ~~.~ . .~. .._.__.• __ .•.. _, .". .,__•••• _ o.__ ,_,., __ _ 

J 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 applcation is approved and the premium is 
received by the home office of Arkansas Blue Cross and Bue Shield. I also understand that my signature below 
,represents my agreement and acceptance of the premium rate schedule. 

• __ .••• ~. . __ ------ ••_0 ~ • .•__• ••._.__ ~_._•.•• •• ~_. • ••• • .• •. _~ •__ ~_.. • 

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 /7
-?r---- day of_~_-=-----,-=,,--- 20 I ( 

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 
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 d the premium is received. 

ignature InsuranCf;; :-icense # I Agency Fed Tax 10 # 

--!)AJt1) C. ~i~tJsD,J 
Agent Printed Name Date 

1(l-I02(;I~I'!\1'1' IUl7/11 
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EMPLOYER APPLICATION 
A I'kansas Blues Enroll 
lllueCross BlueShield 

Renewal APPLICATION by: CITY OF JONESBORO 
~ .. _--'-'-"--~'--------'~-'----_."- .-, -'-' .._--,--~----~---._-----,- ...•_--_._-------.-_.- -- -.-~---~. -_.•_-_.•----~ .._- --------~-----._--_.-,,_. _.<.­

(hereinafter called "Policyholder") 
------_..-----_..-- , 

for a Group Policy covenng 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 • 

!Legal Narre of Business: CITY OF JONESBORO 
'-" ...• -.---.. -. .. --_._--_ ... __ .. _------ ... ~_._. __ ._...__ ... _---._- ..~_ •.. _-----.- -.. ._-_ ..-._-_...-----.-----~.-._-_._----._ 

D/B/A CITY OF JONESBORO 

iStreet Address: 515 W Washigton ,--__. ~ __~~. ,,_. ~ __ . ._~_~.A_. "'-'_~_' ' ' '_~' __ A " ,," _ 

ICity, State, Zip: Jonesboro, AR ,72401 jCounly: Craighead . -- _. --­

iMailing Address: (if different from Street) POBOX 1845 
.----.-.-~-•.---.-A-.,"---A----A•.. ••__ __ .."__ • "__ "__._ •• • __ •---.,.-.--~--~.-.-.-.  ~ ~.  ~ ._,_~_ ~_.~  _~_"  ~_"_~,,  

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

:T~I;Ph~n~#~870-933=4640-·--· 

iFax #: ­

'Fed. Tax ID # 71-6013749 

!Exec. Contact: Harold Perrin IE-Mail: 
_. • A__. . __• " , · ~__ ------------"--.-~----._- . __~__. , 

:Group Administrator: GLORIA ROARK IE-Mail: 
, • __••y~~_ • , " • • __._._~_, ,_~ ._"__ ~4_~ .,_. 

!Primary SIC Code: 9199 SIC Description: General Govemment, NEC 
...------------"---- - -- ----~_._--.._------_. __._--- --_._---._-----_.-._--_.----------- ------- ----------_._-,,--_.­-----------_.-._---_._.~

:Business Type: Government Entity 
._- - ---------------. -----_.--------~-----_., ~--- ---_.. <_.-----<. __._----_._.._-_.--" -----_._------------------­

Agent IAgenl'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 P' 
;Cross and Blue Shield ("ABCBS"), including all information on the employment status and eligibility of individuals to be cu,. 
;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 ina:tlor 
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 
'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 

}()-IW(i1ZI',\I'1' IUl7; II 
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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 Enrollment will be the month prior to the Group's renewal date.
 

ContributionWaiting Period Class Description Class 
-~ 

Med supp elctd offices w 20 Employee 25% Dependent 0% oMonths 
vrs ent sc-rx 

Note: The Employer must pay a mmimum of 50% 01 the Employee premIUm. This policy may be terminated by the company if the
 
Policvholder fails to contribute the percentage 01 the Employees' premium specified above.
 

Maximum Dependent Age: 26
 

Mandated 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 actuarial review, this drug benefit option is creditable to the standard Medicare Part 0 prescription coverage. 

10-1 02GRPAPP R07/11 



RAlES - MEDIPAK SUPPLEMENT RX 

-_.__.. ... _----_ ... -_.'----.,.- .. ._ .._---_., ...... __ ._- ....•- .. - - --_... ....._... - _.-- ..__.--­~-~, ~~---------- ~,~ .. _._.~,---~----- -,'._-~----_.-..._.- ..,._.- _~_.,._iiOneTi~;:C-~~po;it~ ---- .-----------------.---------------..--- ...._----- ------- --.----_._--...---- -_.-- i:-T-ota-,P~-m-ium----

.-,_.~._-------,,--.~-_._----- .._--_._---~_._-------". 

1; Employee i$79.25 
--._' ~--~...,. -----_.__ _ -_ .•--~~-------,-.-.-~-'".-_._---..-.--, 1 

! If there is an agent or broker involved in this coverage transaction they may receive cOlTpensation 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 
lcompensation is included in the premium paid by the covered person. For more information on the compensation 
iinvolved 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, I agree with the status as shown 

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

IO-\02CJlU'!\I'I'I{07!1\ 



ATTESTATIONS 

·jCOBRA 
IGroup 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", 

, ito 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. 

/
I(Yesk..l (No_l Under the governmental guidelines the group health plan is subject to Cobra, meeting the 
icriteria for 20 or more employees. 

: i(YeS~;(NO_l If yes, do you wish to use the services of Ceridian? 

;If no, who will administer Cobra for you? _ 

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

1(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 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 50 employees on business days 
:during the prececing calendar year and who employs at least 1 employees on the first day of the plan year. 

, / 

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

IO-I()1(jRI'AI'I'R07!11 



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 weekslyear 

In Slale lOut of Stale ITolal 

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

:fF~i~Tim~·Emplo-yee·~-;aivin 9(in'cl~di ng th-;s~-sa-ii5"tY;n-g··ihe ir wa iting'peri~d witi1in"3-'- •_ .....-- ,---.- .._. ,-...-- ­

: imonths after the effective date): 
-----_.._----- --_.-------_ ...•_-­[COBRA Continu~-e-;~lIing) --.-------- ­

- .._._ _.. __ _----_.... _ _ - .. --_..•._.- ._ _-_. __ - -."-'- _.__....•. 

Life ONLY Contracts: 

•!Total # of Employees: 
,.__ . 

-----_.. ~_ ....,~-_._ .._~._---,----~, ,".----".. , "--.. _..--------~ ... " ..._--­ -_._--~----_ ..._.~---_.~ -----,--_.._----'_.._~----_ .•..__.­

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
 
ia small group upon renewal.
 
lMinimum 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 specified above.
 

- - -- ---- - . --.---"'-.-'--"-- -_. ---- '---'. --"'--"'-- _. _._----,,--.--..-_._----~-----~-_. __....,,---_._.---_._----._--'~-~---- ._~_ .. _.~ .. ~._--_._--_._._--_ ',--' 

Special Group ConSiderations Form# 23-2232, Description retiree elected olficals Rx 
..­

_. -,.._._- ---- - - ._._----,-_._.~-_._._'- _._---,---._. ,.- •.. _---_._._~--_.-._-_._-~._--_._---_._--------_._-_.~--_. ---•._._-.-_._---- -.-----------_. 

'Special Group ConSiderations Form# 23-2170, Descriptioo 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 
-_.__._--_._----_._._--_. -.. .._--_._-_._---_._._-- ..._-~ .._-- ---­'.'" --~--_._--_ -~~---------~ 

:Special Group Considerations Fonn# 23-2546, Description alternate eligibilty hours(40Iweek) 
,._.- ._._..• _-_._-~ .•_------~---- -- .._-._---~ .. _.,--'"~--------_._------_._---_._---- ------------_._-_.__.~._------_._-~-~_._ ..._..._

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

IO-1(I2GRI'AI'I' R07ili 
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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 
;Slates 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 Bue 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
 
--,.~
~- . _. "'- _.- ---_.- - -.---,-,--------- - .-_._._---,,- -- ..--,----_ ... 

1. Policyholder 

Signed at. )/!/~~~jS- 7,--- day of~4..:::....;::~=7...... '---"-_''---20~/ 7 (C,ty, State) 

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 
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 applicatt:J' has 
:been appro d and the premium is received. 

----",,2=--:...39---=---0S=---_ 
Signature Insurance License # / Agency Fed ~-2 .. _ 1 

-----D~"''t) C. F£~&IJJAd 
Agent Printed Name Date 

Ill-IO}GRI',\I'I'R1I7/11 


