Arkansas
BlueCross BlueShield

An Independent Licensee of the Blue Cross and Blue Shield Association
:IRenewaI APPLICATION by: City of Jonesboro Municipal Airport
| (hereinafter called "Policyholder”)

EMPLOYER APPLICATION

for é'éroﬁp Pblicy cdvéring the employees of the Policyholder and the eligible dependénfé on suéh >emploﬂye‘e$. The
Policyholder intends hereby to establish and maintain an employee benefit plan (the "Plan") for the Policyholder's employees
|and eligible dependents, to contribute to the cost of the Plan, and to actively promote the | Plan to the Rplrirth_qldierisr employees.
| GROUP INFORMATION
Legal Name of Business: CITY OF JONESBORO
‘|EB/A: City of Jonesboro Municipal Airport
;|Stregt_f\dd_rel$sg41_7167Linbergh Drive B - B -
:‘fCity_, State, Zip: Jonesboro , AR, 72403 |County: Craighead
‘tMgilipgvAqusls:"(if djfferen_t from Street)’FftO. Box 1293
f|_46it;y,m8t§t9,“.ZA_ip;ﬂJgnersboro , AR, 72403

[Telephone #: 870-933-4640

[Fax#: - |

’?aj_. Tax |.D #: 71-0028290 7 S o
.‘Exec. Contact: |E7-Mail:

;f(}u_'oup Administrator: Gloria Roark ; JE-Ma’iI: -

_rPAr_i»mary' SIC Code: 9199 SIC Description: General Government, NEC
|Business Type: Government Entity
lagent: — —  Agentstic#
V\g_ent_‘s Company:  Agent's Tax Id:

lPOLICYHOLDER AS PLAN ADMINISTRATOR

bbbttt
[The Policyholder, as Plan Administrator, assumes responsibility for the accuracy of information presented to Arkansas Blue
Cross and Blue Shield ("ABCBS"), including all information on the employment status and eligibility of individuals to be covered
|under the Plan, as well as medical information provided with respect to each such individual. The Policyholder agrees that if
{Imisrepresentations are made in any of the information provided for rating or in this Group Application or any of the materials
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 inaction
/lcontributed 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
|Imay designate by resolution to act on its behalf. This proxy gives the Board, or its designee, full power to vote for the
IPolicyholder on all matters that may be voted upon at any meeting. The annual meeting of Members is held each year at the
lhome 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
lsuch meeting. This proxy, unless revoked, shall remain in effect during the Policyholder's membership in ABCBS. The
I|Policyholder may revoke this proxy in writing by advising ABCBS, attention Legal Division, of such at least five (5) days prior to
'lany meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting.
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BENEFIT SELECTION _
PREFERRED PROVIDER ORGANIZATION (PPO) - PPO XXX - 1
REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2015 _

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

Date of Open Enrollment December
Ifa month is not spec:fled the Group's Open Enrollment will be the month pnor to the Group s renewal date

E:lass : [Class Descrlptlon B IWaltlng Per|od B [Contnbution -
f [Au Full Time Employees B r Month ﬁzmployee 1% Dependent 7% |
Note The Employer must pay a minimum of 50% of the Employee prem/um This Policy may be termmated by the company If the Po//cyholder
zals_jo contnbute the percentage of Employees prem/um spec:ﬁed above S o

[Manmum Dependent Age 26 B 7 ]
|Mandated Mental Health Parlty Yes '

Please Indicate whether a HRA, or mechanisms utilized to reduce the employees portlon of health plan costs 7|s elther in plaoe or planned to be
purchased. No i
|Rates offered for this plan are contingent on assertions submitted by the insurance applicant (or its agent) that there is no HRA or other
! fundlng mechanlsm in place, nor intent to purchase such an arrangement. Upon evidence to the contrary, the group health plan is subject to
Deductible: ~ ss00 ~ ||Deductible Carryover: No
[Famlly Deductlble e _‘i[? - ‘__V_IQIBasis: Fulfillment o
[Coinsurance: - [poweo% _ ]
|T-Network Calendar Year Comsurance Max: r$2000 - - N
ﬁ?i"l"_‘y”?‘!,'?ﬂ‘?‘?! Year Coinsurance Max: B ‘[Ba_s's F“'f"me"t B |
[OutofNetwork Calendar Year Coinsurance Max: [Nove
{[Lifetime Maximum: 7 - |Unlimited -
élTradltlonaI Wellness R
[Prescrlptlon Drug Rlder Plan $10/$30/$50/100% Value Formulary i
[Mall Order Drug - 2x Copay (90 days) -
? Based on actuarial review, this drug benef t optlon is cred/table to the standard Med/care Part D
;prescnpt/on coverage 7 e ]
|[PPO Optional Benefits:
E\patlent Copay -None B 7 S - ] ‘
|Office Visit Copayment $30 - ~ |[Matemnity -Elected |
[Supplemental Accidental I
[Bl“ue‘(_:ard ) ) - S wm! Endorsement - Declined
[ER Copayment -$100

[Arkansas Mandated Offer Benef‘ t Rldersr 7

[hm - ~ YouM Must Elect or Reject Eaeh Rlder ‘M - |
[Mammography Reject - - E|§ghﬁsta_neeébuse -Reject - B 4
;[Psychlatrlc Condition - Reject M_ug[TMJ* - Reject - B ]
5[Heanng Aid -Reject - o S ]
*Rejection of the TMJ Benefit Rlder means covered beneﬁts provrded to Covered Persons will not include temporomandibular |
_.J_c)lntdlsorders (TMJ) or cranlomandlbular drsorders -
Term Life and AD&D through USAble Life is not Provrded o - o -
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- mms.eoxxi
[Fwotercomposte  [fowPemwm |
[ Employee B |
|[Famy I —
([ Life / AD&D B |[s0 ?
|L_sm . . |lso

[if there is an agent or broker involved in this coverage transaction they may receive compensation from Arkansas Blue

Cross and Blue Shield, or one of its affiliates, for his or her services related to the placement of this coverage. Any such |
compensation is included in the premium paid by the covered person. For more information on the compensation i
involved in this transaction, please direct your inquiry to the agent or broker. ]

Grandfather Status - Our records indicate that your health plan is grandfathered.
Pl7se confirm if you agree with the grandfathered status as indicated above.

__VYes, | agree with the status as shown.

____No, | disagree with the status as shown because
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11§2791(e) provides

1l11. For all Employees covered under any option offered under the policyholder's group health plan at the time the rebate '
lis received by the policyholder, to reduce the Employees' portion of premium for the subsequent policy year;

[l lwhich the Company is providing a rebate, to reduce the Employees' portion of premium for the subsequent policy year; ||

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."

(Yes_‘6 (No__) As an employer, are you currently obligated by law to comply with COBRA?
(Yes_‘{) (No__) Do you want to use the services of Ceridian?

(Yes_) (No_{lf yes, are you currently contracting directly with Ceridian?

1 COBRA Handbook 2009, 14.03[E][2]; 26 CFR §54.4980B-2 Q/A 5(e).

2 42 CFR §411.170.

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

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

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

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

L. Policyholder to Distribute and Account for Premium Rebates

In the event federal or state law requires the Company to rebate a portion of an annual premium payment, Company | I
will pay the Policyholder the total rebate applicable to the Policy, and Policyholder shall use the amount of the rebate ||
that is proportionate to the total amount of premium paid by all Employees under the policy for the benefit of
Employees in one of the following ways, at the option of the Policyholder:

2. For Employees covered, at the time the rebate is received by the policyholder, under the group health plan option forl|||

3. A cash refund to Employees enrolled in the group health plan option, at the time the rebate is received by the
policyholder, for which the Company is providing a rebate; and

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

5. The portion of a rebate based upon former Employees' contributions to premium must be aggregated and used for
the benefit of current Employees in the group health plan in any manner permitted by this section. |
Policyholder will indemnify the Company in the event the Company suffers any fines, penalties or expenses, including ||
reasonable attorney's fees, due to the Policyholder's failure to carry out its obligations under this Section L of the
Group Policy.
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EMPLOYEE INFORMATION
MINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS.

E_}ﬁotal Enrolling and Waiving: i

Under the Medlcare Secondary Payer Rules, itis the Employer s responsnblllty to annually mform 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

. 7'!175:5(‘9 ] r0ut of State [Total

Full-Time Employees enrolling (including those satisfying their waiting period within 3 [ { ! '

Full-Time Employees waiving (lncludlng those satlsfymg thelr wautlng perlod wnthln 3 ; 3

[COBRA Continuees (Enrolling): , I

[
|Life ONLY Contracts: , S F

i

months after the effective date): ] - ) ;l
r
L
|

[Part Time/Seasonal/Temporary Employees : -
ﬁ'otal#ofEmployees 7 _ e

|
T
|
i

Medicare and Medicaid Services (CMS). |
L Full-Time = means an active employee wnth a minimum of 30 hrs/week & 48 weeke/)fear - ] !

a small group upon renewal.
Minimum Participation Requirements. Employees covered through other comprehensive major medical-type

@efi_al_Groupponsiderations Form# 23-2186, Description noﬁdeql_Jotiﬁole carryover

months after the effective date): | I | I | L

IIllMinimum Number of Insured Employees. To meet large group enrollment gwdellnes a group must have at least ffty- |
one full-time enrolled employees. Groups whose enroliment subsequently drops below fifty-one enrolled must be rated as '

|coverage may be waived from the eligibility count. 75% of all eligible employees without waivers must be insured, and no ‘"
IIlless than 25% of the full-time employees must enroll. ‘

This Policy may be terminated by the Company if the number of insured Employees falls below the minimum ||
|lnumber of insured Employees specified above or if the percentage of eligible Employees of the Policyholder |
l|covered by the Policy becomes less than the peroentage;_of Emp_loyee parttolgatllon 5..&?9!&?93'._’9!9 -

[Special Group Considerations Form# 23-2242, Description $100 ER co-pay
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| ——————————————————————
|[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.

|1 hereby renew the above referenced coverage and agree the group insurance, subject to the terms and conditions of the
|| policies renewed, will take effect as of the renewal date, provided this application is approved and the premium is
[||received by the home office of Arkansas Blue Cross and Blue Shield. | also understand that my signature below
represents my agreement and acceptance of the premium rate schedule. -

111 understand the Life and Accidental Death & Dismemberment coverage is provnded through a pollcy lssued to the

|| Trustee of the USAble Life Group Insurance Trust, and | hereby renew participation in said trust, which is insured by
||USADble Life. A copy of the trust policy is maintained in USAble Life's home office in Little Rock, Arkansas and is
||subject to examination by participating employers. -

Any person who knowingly presents a false or fraudulent clalm for payment of a Ioss or beneflt or knowmgly

presents false information in connection with an application for insurance is guilty of a crime and may be
subject to fines and c‘pn‘_fl.nemgnrt in prison.

1. Policyholder

Signed at , this day of 20
(City, State)

[full legal name of Policyholder]

By:
: Authorized Signature Printed Name

Title or Position

1|2. Agent

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

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

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

Agent Signature Insurance License # / Agency Fed. Tax ID #

Agent Printed Name Date
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Arkansas
BlueCross BlueShield

An Independent Licensee of the Blue Cross and Blue Shield Association

Date: 10/31/2014

Group Name: City of Jonesboro Municipal Airport
4116 Linbergh Drive
Jonesboro, AR 72403

Group Number: 028290
Dear Group Administrator:

Please be advised that the current benefit you offer (PPO XXX - 1), meets the minimum
essential coverage requirements as defined in § 5000A of the Internal Revenue Code
(employer-sponsored plan), and provides minimum value within the meaning of § 36B(c)(2)(C)
(ii).

Effective 1/1/2015, employers are required by law to inform their employees of coverage
options under the new health care law. You will find the compliant notification document at this

link:
' .gov/ /pdf/ ' Please distribute copies of this notice to all
your employees.

If you have any questions or concerns, please contact your agent or an Arkansas Blue Cross
) representative. We are happy to help you through the implementation of this nevyrirrequirremept.
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The Patient Protection and Affordable Care Act (PPACA) mandates a Summary of Benefits and Coverage (SBC)
document be created for every health insurance plan. An SBC that applies to this plan(s) can be found online at
|www.arkansasbluecross.com/esbc. After we receive and process your signed contract, you may access the SBC(s) for

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

10311415155604
Groups with more than one plan type may have more than one link. You may download and electronic copy (PDF) of
the appropriate SBC(s) to fulfill distribution requirements as mandated by the Patient Protection and Affordable Care Act
(PPACA). A printed version is available by calling your group service representative. _
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