
EMPLOYER APPLICATION
 
Blues Enroll
 

r'-'-"-' .. -.- -.- - ..-.--- ---.--..------.-..-.-- ----.- -..- - - ----- -..---.--.-~-- ----~-.- -.-.-.-~~ 

iRenewal APPLICATION by: CITY OF JONESBORO 

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

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

GROUP INFORMATION 
IL~g~-;m~~TB~~i~~~~~C·ITY-OF-jONESB·ORO----···---·-· -.-.--.--.-- ---- - . 

IDIBIA: CITY OF JONESBORO·----- ~---~--------~--I 

..---.,--.-----.--
Street Address: 515 W WashigtonI _._ - _._._------.._-_ _.._-..------.._._--..--_ _-- --_._- , _ __ _-_ _..__. __ _---._._.._._--_ _ -- __ •..._----_ _.----.._---
[City, State, Zip: Jonesboro, AR , 72401 iCounty: Craighead 

IMailing Address: (if different from Street) POBOX 1845 ------------- 
~ ~_._.---- _---~-_.--------_._... ...._------_._.. ..

ICity, State, Zip: Jonesboro, AR , 72403 
IT~I~Pho~;··ii:870·:9334640-'----'--'---·'---'····--··. 

r::: ----
IFax #: -

Tax I.D #: 71-6013749 
IE~e~~C~~-t~(:t:H~~~id--perri~· .-----. !"E:-M·aii:---------·-----· .. ---...-- ..

[Group Administrator: GLORIA ROARK iE:Mail:
 
Ip~i;;:;a;:YSIC Code: 9199 SIC Description: Genera····I···G····o····v···e··..r····n···m·······e···n·····t··,·····N·····E····C· ....-.... ···..···..···..··..· ....···· 

Type: Government Entity 
rAg~~~----·~-·------~~_····----·--··----'Agent's Lic #: 
I . . . - ' ...•...... 

IAgent's Company: Agent's Tax Id: 

POLICYHOLDER AS PLAN ADMINISTRATOR 

iThe Policyholder, as Plan Administrator, assumes responsibility for the accuracy of information presented to Arkansas Blue 
lCross and Blue Shield ("ABCBS"), including all information on the employment status and eligibility of individuals to be covered 
under the Plan, as well as medical information prOVided with respect to each such individual. The Policyholder agrees that if 
misrepresentations are made in any of the information provided for rating or in this Group Application or any of the materials 
submitted with it, including, but not limited to, individual applications and medical information, then ABCBS may cancel or 
jreScind this Group Policy. The Policyholder further agrees that if misrepresentations or false or misleading information is 
Ipresented in filing of any claims hereunder ("improper claims"), ABCBS may cancel or rescind the coverage of any individual 
,involved in presenting such a claim. Further, ABCBS may cancel or rescind the entire Group Policy if the Policyholder or any 
representative of the Policyholder knew or should have known of the improper claims, or if the Policyholder's action or inaction
 
contributed to presentation of improper claims.
 ! 

PROXY 

IThe·p~ii·~yhOld;;r-h;eby app~ints- the Board of Directors ("Board") of Arkansas 'Blue Cross a'nd Blue Shield (;;ABCB"S")~-~;it;;-·_
I 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. 
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BENEFIT SELECTION • 
.. ---., -.. . "...... ... _ _.., - . ~.' -..  ~ - ----.- ..  - - --..-- ,. _, _ '-.--.'---'" 

IPREFERRED PROVIDER ORGANIZATION (PPO) - PPO XXX-1 
r:----.----. -=-=~~-~--:-~:_::_:_::_------------------

'REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2010 
!Effective Date is first of the month following the Waiting Period. 

Date of Open Enrollment December - 2010 
If a month is not specified, the Group's Open Enrollment will be the month prior to the Group's renewal date. 

~~s~:j~:~;;~:sC;ipt;~;;=ifgT~p_e';Od .- f~::~::~;~~% . DepOnd00l66% -=~__j 
I
Ncte: The Employer must pay aminimum of 50% of the E~ployee premium. This Policy may be terminated by the company if the Policyholder 
fails to contribute the percentage of Employees' premium specified above. 
'M·~·~i·~·~·~····D~·p~·;;d;~t··Ag~2i---·-------·····---.-----.--.-.-- .. - --. -- - .--_.. -
[Mandated Mental Health Parity: Yes------- --- 

~ 
pj;~se 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 
Ifunding mechanism in place, nor intent to purchase such an arrangement. Upon evidence to the contrary, the group health plan is sUbject to 
itermination. 
. - .--.-----..---.-.-.- ...-.--------~----.--.------- r--------In':~--------------------·---~ ..
iDeductible: 1$500 IDeductible Carryover: No 
,....---- ..-..--........ ----..--.---- - ·--··----..-·-------1--·------------- r-·-·------------------ 
[Family Deductible: 13 IBasls: Fulfillment 
r.. ···········-·A.~--. __.- ,.--.,.-_ -.-_ _-. __.. __._-_.__.._,,_ _•._--~._.~_ ..  .._~._._.~_ ..__ .A.".__ r-·-·A------..-~ _-.-_..-_.-.--_._---_..--_ -.-__ ·_._~ __·_~. ._ . ._ _.._.. ._._.A 

ICoinsurance: 180%/60% 

rln~N;t;~r-k-Ca-l-en-d~r Year Coinsurance Max: 1$2000 
r.. ---·-----.. ---....·-··.. ..---..·-.. .. ..------ ---------------.-.-- r-------..---··--c------·---..---·---..--·---..·-----·...-----.. I 
,Family Calendar Year Coinsurance Max: 3 iBasis: Fulfillment 
- - - --- ---  --..---- - --..---------..--.-  ---- -..------- r- ----------..-------···---·-..--·--·-- ·-·----·--·.-.-.  --..  -
iOut-of-Network Calendar Year Coinsurance Max: iNone 
Ii.:ii;li';; Maximu m: . . ---------  r$-1~OOO:OOO--------·-----------·-------------------

[prescription Drug Rider Plan: $10/$30/$50. Mail Order Drug - 2x Copay (90 days) 

rB~S;d on -~~-tiJaria'-;:~~i;~~'this drug benefit option is cr~ditable to the standard Medicare Part 0 prescription coverage. 

[PPO Opti~~~i-B~~-;fits: 
I 

rWell~e·~~··~ 'Eie-~ted----------------'''''--'----- ri;;-I~;ii-;;~,i-(c:~o;~p;;a;-;;y.·~-.-rN~;o~;n~;e;----..-.-..-.---..-.----.--.-~ ..---..---------~--.--.-.----.- - - --.--.-.. I 

[Office Visit Copayment - $30 !Maternity - Elected 
-_ _.._ , - _ _ _---_ - _ --.- - --.. _.. _------_ _ _ -

'Air Ambulance - Declined Accidental Endorsement - Declined 
I .  .-- "-'" -.--.--... .... ..- .. --. ----.------..--.--.-.--------.---.. r---·---.... ....-----· ..-·----·-----·---..--·---·---..--------..---....-------....---- -----.....-  --..---- ---...--- 
!Blue Card IER Copayment - $100 

Substance Abuse - Reject 

You Must Elect or Reject Each Rider: 
r:----------- ---,--------------.-------------.-----------------
[Mammography -
iReject 

I~YChi-a-tr-ic-.--ITMJ. _Re'ect 
I Condition - Reject J 
I-H;~~~gAid--=-Rejeet----------------------·--·--------------.--------------.----------..-----. ---.-------.-- 

I'-Rejection of the TMJ Benefit Rider means covered benefits provided to Covered Persons will not include temporomandibular 
IJOint disorders (TMJ) or craniomandibular disorders_ -

I .

I 

I
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_. ----,-,-----_.._'." _.J
·1 ........... .. ..... .. . ..... - ................. . ................. 

RATES - PPOXXX-1 
- -- ._.._~-_ ..  -~--, .... ~-_ .._--_ ... _-_._-._~_ ... _..._...

,!TWI Tier Composite ITotal Premium 

II Employee [$316.43 

II 
--  ..-.

----\$67 9.82Family 

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

IO-102CiRPAPP R06/09 



, , 

MEDIP~K 
MEDIPAK F Plan
 
Prescription Drug Rider Plan: $10/$30/$50 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. 

Rates 
One Tier Composite Total Premium 

$ 251.88Employee 

If there is an agent or broker involved in this coverage transaction they may receive compensation from Arkansas Blue Cross and Blue 
Shield, or one of its affiliates, for his or her services related to the placement of this coverage. Any such compensation is included in the 
premium paid by the covered person. For more information on the compensation involved in this transaction, please direct your inquiry to 
the agent or broker. 
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ATTESifATIONS 
. ·_·1 

r~?a~~e:lt~Plansf~'r'::~~::e-r~~ith'-2~or:~~:~-~PI':~::~:~":::-t~'~~::~o-Ofthe busln:s-s':·:~~~:-·~r:~i:~:-'- I 

!calendar year are subject to Cobra. Employers are required to provide qualified beneficiaries an election period during I
 
iwhich 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).
 
IBoth full time and part time employees are counted to determine if a plan is subject to Cobra. Each part-time
 
lemployee counts as a fraction of an employee, with the fraction equal to the number of hours worked divided by the
 
inumber of hours used to determine full time status.
 
I 

I(Yes-.::) (No_) Under the governmental guidelines the group health plan is subject to Cobra, meeting the
 
Icriteria for 20 or more employees.
 

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

I!If no, who will administer Cobra for ~ou? ===============- _ 
EMPLOYEE INFORMATION
 
MINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS.
 

I iii~~~r-the-~~~i~~~;sec·on <fa ;ypaye~R~t;s~it"is the·Eripi·Oye~-r;spo~Sibilit·y-to~~~~a-liyi~f~m·Ar·k~;,sas·--

I Blue Cross of proper employee counts for the purpose of determining payment priority between Medicare
 
land Arkansas Blue Cross. Arkansas Blue Cross is required to furnish these counts to the Centers for
 
IMedicare and Medicaid Services (CMS).
 

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

Full-Time = means an active employee with a minimum of 30 hrs/week & 48 weeks/year 
r-!In-S-to-t.-loul of s,o,.-\1;;;;;I--1

1·_·--··\IF~I=Ti~e Employees enrolling (including those satisfying their waiting period within 3 

:,months after the effective date): 
'I ' •.. _ _._.- -.- _ - -_ __ _._ _._. ,_-. . 

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

, ..•....-._ -.-........••...-... . ...• . ,-,., - ..•.....•............ - _......._.- - ••..••--.---..---.- --.--.•. r···-······-..···-····· ,•.. -.- -...•--..... ,.. ..- - .- 

:COBRA Continuees (Enrolling): 

fT;-t~~:~~:ll~:~lr:~~~iVing: 1---' !---~-l
 
r---·-·---·-'···--_· ..--- -- --.--.- ..-.•-.-.-.- - ----.---.-- - .. - -.---- - ----.-..- ..---.-- _.. - _-_. I 
!Part Time/Seasonal/Temporary Employees:
r.:;:-;--'" .. --.-.-.-- - -----.--- - ----.--.----..- ..----.-.-----..-. ~.-.---

:Total # of Employees:
.'. .- I 
!Minimum Number of Insured Employees. To meet large group enrollment guidelines a group must have at least fifty- I 
one full-time enrolled employees. Groups whose enrollment subsequently drops below fifty-one enrolled must be rated as 
a small group upon renewal. liMinimum Participation ReqUirements. If an employer pays 100% of the employee-only premium, 100% of all full-time 
lemployees must be insured. If an employer pays less than 100% af the premium, employees covered through other 
Icomprehensive 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. 

IThiS Policy may be terminated by the Company if the number of insured Employees falls below the minimum 
inumber of insured Employees specified above or if the percentage of eligible Employees of the Policyholder 
\covered by the Policy becomes less than the percentage of Employee participation specified above. 

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

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

Special Group Considerations Farm# 23-2232. Description Continuation of RX for Retirees 
--_._.---~-.._,._._---_._--~._~-~---_. __.. ,.._...~-~---_ .._._ .. _,_ ...~_._-,- _.,' .. _--~.-._--~.- -_._---,,~._-_ ..-..._._-_._-----,-_._--. . ---- .._._ .._-_._-~_.----_.---. - ~~~ ~ ---.. ---_..-.__.__._-----~----_._----_.-

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

(ThiS Application is made and delivered in the State ot Arkansas and is governed by the laws ot Arkansas and th~l.Jnited 
IStates of America. This Application is incorporated in and made a part ot the Group Policy and Benefit Certificate. ,.......
 """""., ..

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

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

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly 
presents false information in connection with an application for insurance is guilty of a crime and may be 

subject to fines and confinement in prison. 
..........•..•••........• _•....•..........
 

1. Policyholder 
\ 

12. Agent 
I hereby certify that all of the information contained in this .employer application is correct to the best of my knowledge, 
Iland 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 
Ithe member firm and its employees including the preexisting condition limitations and the qualifications of the effective 
date provisions. I understand that Arkansas Blue Cross and Blue Shield will have no liability until this application has 
been approved and the premium is received. 

Insurance License # I Agency Fed. Tax 10 # 

)(-30 - D 7 
DateAgent Printed Name 

------_._---_._._--_.-----
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EMPLOYER APPLICATION
 
Blues Enroll
 

GROUP INFORMATION
f' -..-- -...- -- -................. --.. ..-.. -- .-.- - -.---- -- - - - -- -..--.- -.- - .
 
ILegal Name of Business: CITY OF JONESBORO
 

ID/B/A: City of Jonesboro Craighead LibrarY··--------------·-----------·- 

[Street Addres~315W-O~---···-··
 
··········-·············.--..- ..-..- -_ --..-.-.-.-.-.--.- _ --- r·········-········-·······------···---··· -._..•.•.• ' .. "-".. ' ..'-.
 

City, State, Zip: Jonesboro, AR , 72401 iCounty: Craighead
 f
 

[Mailing Address: (if different from Stre;;t) 315 W. Oak
 
[----_..----_._-_..- .-_ ... -_.._---_.__...•.. -.__ .__.._-_..__ ..__._--.
 
iCity, State, Zip: Jonesboro, AR , 72401
 
\Teiephone·1i:870~933-4640-'--·-·· ...---... --.. .. - .... --.....-.-.------.-.. - ..--....
 

iFax #: 
I·····················································.... 

[Fed. Tax LD #: 71-0023849 
IE xec.·Cont~-~t:·-· ... -.- ;E~M~il:---'-'-

[Group Administrator: Nancy'Dobb~~- iE=M~-----·-----·-·~·_----······_·.------....----.-- 
Ip~i~~;.ysic-CC;cie:·91-99 SIC Description: General Government, NEC 

iBulsiness Type: Government Entity
rl.--.--------.- ---- ....--..-..---.--- c·-···-··------·--··-·--------···-·------· ...------..----.-.--.----...•• 

iAgent: [Agent's Lic #:IAgen''-;'-CC;-mpany: Agent's Tax Id: - . 

POLICYHOLDER AS PLAN ADMINISTRATOR 

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

contributed to presentation of improper claims. 

PROXY 

fThe 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. Gaines Street, Little Rock, Arkansas, on the third Monday of March, at 1:00 p.m. If the 
'Ithird Monday of March is a legal holiday, then the meeting will be at the same time and place on the next day after, which is not 
,a legal holiday. A special meeting may be called upon notice mailed not less than ten (10) or more than sixty (60) days prior to 
\such meeting. This proxy, unless revoked, shall remain in effect during the Policyholder's membership in ABCBS. The 
iPOlicYholder may revoke this proxy in writing by advising ABCBS, at1ention Legal Division, 01 such at least five (5) days prior to 
lany meeting. The Policyholder may also revoke its proxy by at1ending and voting in person at any Member's meeting. 

IO-I02GRPAPP R06/09 



BENEFIT SELECTION 

IPREFERRErJPROVlrJ-ERORGA,..nzATION-(PPO) .~. ppQ >00<-1-------
[-REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1i2()1i>-
iEffective Date is first of the month following the Waiting Period. 

Date of Open Enrollment December - 2010 
[If a month is not specified, the Group's Open Enrollment will be the monlh prior to the Group's renewal date. 

Optional Benefits: -.-... .........-.. ...-- . .....-.--.-.. .. .-..---...-.-....---- . .....--- .-.......---
iWI'!IJn,ess - Elected r,'npatient Capay - None 
~----------:-------_ .._--- ,-'" . . 

Visit Copayment - $30 IMaternity - Elected 
. ·····A··..m···b···u·lance - Declined -. [Supplemental Accidental E~d~rsement -. Declined 

rER-C~-p~y~;~i- $100 
I 

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

jA;k;;-~~~s-Mandated Offer Benefit Riders: 

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

rRMa.mmOgr~PhY 
; eject 

r;:bstance Abuse -~~-eject _
IvU 

..
. . . . .• ..__._. 

i~~~~:~~i~~:;e:-[TMJ* .. Reject _ .__ .. __ . __.. _.. __ -._ .. 
IHeari'ngAid-=Reject---------  . 

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

[Joint disorders (TMJ) or craniomandibular disorders.
 
r·'----'-·-----·--~'------·-----"--··---·---------~-'-"-.. ~.~._---"-"'.-.- .. --.-_.~-~--.-----.- ..--.-.-.-,~------.-~_ .. -.-.-~---_.--.----~ 

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

ilf there is an agent or broker involved in this coYeragetra~saction they may receive compensation from Arkansas Blue 
Cross and Blue Shield, or one of its affiliates, for his or her services related to the placement of this coverage. Any such 
compensation is included in the premium paid by the covered person. For more information on the compensation 
involved in this transaction, please direct your inquiry to the agent or broker. I .. ---- ..•_----' 
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ATTESTATIONS • 
. ..--_ _-----_ -_._-- .- ,_.. __ .._._- .. .,-_._~ ,-- ~.. - .. _-._--.. .--.._- - '-'~"--'-'._.. ~'.'.- -.. _[COBAA--- ------------------------------.-----------.--------.-------'..---.-- --.. .- .. -----.---- -.---. 

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

'1\ (Yes J)(NO..-J If yes, do you wish to use the services of Ceridian? 

_~o_._w_h_o_w_i_"_ad_m_in_is_t=e.:..r.::C.::o..:::b.:..:ra::...:..:fo::.:r...:y~o~u:::.?.:..' ---.J===========
EMPLOYEE INFORMATION 
MINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS. 

... , -.._..,~ .. - _ _ --.. _ _-,_ _._ _ __ _........•._.•..__ _.._ -_ _ _ _ _..•.__ _.._ _...•....._...... . . . _........•_ _..
iUnder the' Medicare" Sec-o-ndll,y-Pa ye-i"R~les,--it·i~th-;-E-;., player's res ponSibility-ioann~li-y·infarm--Arkan-sas-
,Blue Cross of proper employee counts for the purpose of determining payment priority between Medicare 
land Arkansas Blue Cross. Arkansas Blue Cross is required to furnish these counts to the Centers for 
I 

lMedicare and Medicaid Services (CMS). 
- ~-_ ...--------_.. ~._ ....."_..- .... -.... .. __ .. ,_.. _... _.. __._-_.__...._._--_ .•.._-_.-... __ ... .._-...__._._.... .... -- "-_ .. __ ....-.._-- _.- -- ......-.__ ... --_.._-~-._----- .-~ ~_. __ _-~._._._-_ --.~---.. 

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

r"'-" '.--"-"-- "-'-- - ... ---.--.. - ..-------..--.-.----.--.---.-----.-.--.-----.--.--- .--..-'---.----.--.----.- -.------.•---------.----.---- r··· .-....---
iFull-Time Employees enrolling (including those satisfying their waiting period within 3 i 

imonths after the effective date): I 
IF~li-Time ·Empl~y~~s~-~i~i~g-{incl~di~gth~ses~t;s-tYi-~g-th~~-~·~iti~g-p~-~~d·~ithi~·3·- c··-·-·_-·-·-- [' 

[months after the effective date): I I 
[CO-B·RA·C-~~i;~-~-~;;S-(E n·r~-lli~gT-·----··--···-·--·--- -...----.-.-.---.------.-------- ,------------- ,- --.- ·---·--------1-----
'·L·-ife-O-N-L-Y--C--·o·-n-tr-a-c--ts---:·------------..-----.-..- ---....-..------.---..------.-.r---  r---------l------I 

Enrolling and Waiving: 
r~"'- ..·--------·-·-""'..-,,··-·-··---_··..----_·-_··_---··_--.-...--.-.~-"---.~._-._---- ...-...----.-.

iPart Time/Seasonal/Temporary Employees: 
,IT~;;;#;fEmployees: ----.- --- 
I.~__ -~--~---_ _~------------_._---_._----~ .._-_._---_ ..__... . ".. .. + •• ~ __• ~. ._._. • ~ __---~.~-
[' .. -............. .........-- ..---_... .. ,-


IMinimum Number of Insured Employees. To meet large group enrollment guidelines a group must have at least fifty-
one full-time enrolled employees. Groups whose enrollment subsequently drops below fifty-one enrolled musl be rated as 

la small. group upon renewal. 
IMinimum Participation Requirements. If an employer pays 100% of the employee-only premium, 100% of all full-time 
,employees must be insured. If an employer pays less than 100% of the premium. employees covered through other 
Icomprehensive major medical-type coverage may be waived from the eligibility count. 75% of all eligible employees 
IWithout waivers must be insured, and no less than 50% of the full-time employees must enroll. 
I 

iThis Policy may be terminated by the Company if the number of insured Employees falls below the minimum 
Inumber of insured Employees specified above or if the percentage of eligible Employees of the Policyholder 
lcovered by the Policy becomes less than the percentage of Employee participation specified above. 
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SIGNATURES • 

i~~~~e~P~I~~~r~c;~~~~~~~~~~:;:~~~:~~~~~:~~\~~ ~ :~~a~:~: :n~~~ ~~~~;n~~O~~i~~'il:;:n~ ~~kn:~~~e~~~c~t:.United
 
II he·reby~e~e~·ihe·abo~e·~eiere·n~ed··~C;~erage~·;;-d~g~eet·he·g·ro·~p-i~s~r~~~e·:·s~bjecttothete':~·sa~d conditions of the 
Policies renewed, will take effect as of the renewal date, provided this application is approved and the premium is 
received by the home office of Arkansas Blue Cross and Blue Shield. I also understand that my signature below 

,represents my agreement and acceptance of the premium rate schedule. 
...._•.......................••.............•.
 

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly 
presents false information in connection with an application for insurance is guilty of a crime and may be 

subject to fines and confinement in prison.
r··· . . 
11. Policyholder 

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 and the premium is received. 

Insurance License # I Agency Fed. Tax 10 # 

11-~O-tJ J 
Agent Printed Name Date 
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EMPLOYER APPLlC.~TION 

Blues Enroll 

IR~~~~;I~APPLicATiONb~y~~cityOfj~~esbor~~M~-nicip~Ai~p;rt- ~ - - .. ----~--.--. 

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

(hereinafter called "Policyholder") 
- _ _ _._._-_..__ .._ .- .._... . _-_ __ .--- - _ - ----_ _._-~~ _--~~--

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

GROUP INFORMATION 
~ _~.~ _...........•... - ....• -_._ _ _...••.•-.-...•.....•..... ............••.._.__ ~ _...........•...•....................._ _ _-_._.•.....


[Legal Name of Business: CITY OF JONESBORO 

IO/B/A: City of Jonesboro Municipal Airpo-rt------------ -----.--~ 
[Street Addre~~·:-4116Li~b·e~gh-Dri~e~-----..--------.---.-.-..-.--..---~-.-.-_.-- ..- ....- -.--.-..··-.0....•....--.-_.-.-•.......

f·····:---····-··-~-··~-·········-·······-····-···-···--· -.-.--.---- ..-.-..-.- -.-.. r··-··--·······-·:··-~-······_·-···-···-·--_·····_-··· -.....•---.-
IClty, State, ZiP: Jonesboro, AR , 72401 [County: Craighead 

lMailing Address~(if different from Street) P.O. Box 17116 
1CitY."St;t;;:Z;p~·j~~~;-~~~·~··AR~·7i403-·------------.. -.--.---.--.--.-.-----.---..---.-- --.-..--

-......•.

- -

. 

-  . 

#: 870-933-4640 

#: -

IFed. Tax 1.0 #: 71-0028290 
rE~e~~&>ntact:" -. . ....------- 

,-----_._._---.---_._~_._-------,.------
iGroup Administrator: Gloria Roark IE-Mail: 

IPrim~·~·Sic Code: 9199 ·SIC Description:Ge~·e·~~IG~~e~~IT1~nt,NEC··· 
I·" , - _ - --- ..- .._ --.---.-..- - - - -.. 
:Business Type: Government Entity 

r -~·····-···---·--··········-·-..····~ ..-··-·..-···-····_----..----.-.- r -.--.--.--.- ..--- -- ---.-.-.-.-..-- -.- ..-..- 
,Agent: 'Agent's Lic #: 

IAgent's Company: Agent's Tax Id: 
I 

POLICYHOLDER AS PLAN ADMINISTRATOR 

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

I,rescind this Group Policy. The Policyholder further agrees that if misrepresentations or false or misleading information is 
ipresented in filing of any claims hereunder ("improper claims"), ABCBS may cancel or rescind the coverage of any individual 
Iinvolved in presenting such a claim. Further, ABCBS may cancel or rescind the entire Group Policy if the Policyholder or any 
Irepresentative of the Policyholder knew or should have known of the improper claims, or if the Policyholder's action or inaction 
Icontributed to presentation of improper claims. 

PROXY 

I
 T~·POliCYhOider hereby-;pp;ints-ih~B--;;ard- of Directors ("Board") of'Arkansas Blue Cross a-;;-dBi~;Shield-("ABCBS-"j~·a~i~

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 
jPolicyholder on all matters that may be voted upon at any meeting. The annual meeting of Members is held each year at the 
;home office of ABCBS located at 601 S. Gaines Street, Little Rock, Arkansas, on the third Monday of March, at 1:00 p.m. If the 
ithird Monday of March is a legal holiday, then the meeting will be at the same time and place on the next day after, which is not 
ia legal holiday. A special meeting may be called upon notice mailed not less than ten (10) or more than sixty (60) days prior to 
isuch meeting. This proxy, unless revoked, shall remain in effect during the Policyholder's membership in ABCBS. The 
IPolicyholder may revoke this proxy in writing by advising ABCBS, attention Legal Division, of such at least five (5) days prior to 
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 .. 
I - - -- ---..- ..- - . 

[PREFERRED PROVIDER ORGANIZATION (PPO) .. PPO XXX -1 

[REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2010 
IEffective Date is first of the month following the Waiting Period. 

!Date of Open Enrollment December - 2010 
ilf a month IS not specified, the Group's Open Enrollment will be the month prior to the Group's renewal date. 
·:·-=::..-.. ~=::- ..--....----..--_ ..- ..--·----;--===--==:=::..--=-·:--.... .-.. - -~=::-::~==··=:::·:==-I 

iClass Class Description iWaiting Period IContributionr111 .... -- ........ -[F~li ..Ti~~ ........~-==~ ........----.._--- ...---I~ih- ..- -....-- ------- [E~pi;yee66o/~-- .... D...ep~~d~~t ·66-O/~ .. -....-..--......-....
 

rNct~:- The Emplo~;-m~t p~y--a ';:;;;imum 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. I

iMclxilmum Dependent Age 23
 
IM~-':;dated Mental Health P~rity: Yes - .. ------------.... --~
 

Iplease Indicate whether a HRA, or mechanisms utilized to reduce the employee's portion of health plan costs, is either in pl;ce 07planned to be 

l

,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 

itermination. 

:O-;ductible:----·-- ---- .. ----------- 1$500 IDeductible Ca"rryove~: N~---"--"'----"---

.----...-----.- .. ---.........-- ----...--.-.---.--.-.........--..---- .......------.. r-----.........·....·-- r --.--..--.---- ........-----..-.------....-- ...- ... 
jFamily Deductible: 13 IBasis: FulfillmentIc~i~~~~a~~e:" - ..- - - -.. --- -------..-- !80%/60o/~....- .. -- --- -· -· -- - - -..-  ... 
,..-...-----..------ --.-..-----.-- ------------------ r---~-..------.. ..-----..-·- ------...--------
lin-Network Calendar Year Coinsurance Max: ,$2000 

-~

:F~miiyCai;~da~.....yea..~ .. c;;i~~ ..~..~~....c;·.. M;~..:....--- .. -.. [3--..--....-......-··-.. -·........-rB~sis: -F~ifiil..me~t--····-··· ....-··........----........ - .. 
; l I
[ - ---- -- - --............ - - - --- -.-- --- - -- r""""'-'--'''--- --- --- -- - - ..-- - .
 

i0ut-of-Network Calendar Year Coinsurance Max: iNane 
rLifetime-Ma~imu~-:----------------..- 1'·--,0-0-0....,0-0-0--...·-------..-----------.. -------..... ---·----- ..------

IPrescription Drug Rider Plan: $10/$30/$50, Mail Order Drug - 2x Capay (90 days)
 
IBased on actu~-;ial ;eview, this drug benefit option is creditable to the standard Medicare·-P-a-rt~D-p-re-s-cr-ip-t-io-n-c-o-ve-r-a-ge-.--.------.-.---..
 

r-·-·--·---····---·--------·---·····--·-··~~·------·-- --~- ...... 
iPPO Optional Benefits:
[ - -- --- ..-- ..-.- -.-- -- ---.-..- -.--- - -- - - r;.--- --..- ..- - - - - ------- -- - - _"""."'."-.~-

iWellness - Elected iInpatient Capay - None
 
IOffice Visit Copayment - $30 [I\1at-er-n-it-y---E-I-e-c-t-e-d-------------- 
r············-··-_······-_·········_·····-- t····__·_···_-_···· ... ....._ _ ••.••.•••. ~ ••_--_._ ••-- ••••- -. • •. _ •.••••••• _ •••. -.~.-._••.... _h••••••••• ~ •••• 

lAir Ambulance - Declined iSupplemental Accidental Endorsement - Declined 
! -_ _-_..__ _ ..- _ __.._.._ _._............. .. __ _-.._----_._._- [ _--_.._._---- _--_..__._.__ _._ _-_.._._-_ _-----_ _ _ _._ _

iBlue Card iER Copayment - $100 

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

rMRa,mmography - IrSubstance Abuse __ Reject
[ eJect 

[Psy""c-h-ia-tr-ic
- Reject 

[Condition - Reject 
iHe~-ri~gAid~ ..-Reject-.. ----..------..- -..· ·--·---- ·------ -. ----..----.-- -.-- ..-- - - ----- ---.- - 

i;Rejection of the TMJ Benefit Rider means covered benefits provided to Covered Persons will not include temporomandibular 
iJoint disorders (TMJ) or craniomandibular disorders. 

Ir-e--;:m Life--a':;dAD&Dth~;;~ghITSAb-le-uteis--~;;t Provided 
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---------------------------------- ----------------------

[ RATES - PPo XXX -1 I 

- ~:~~~r c~·m-p-OSil~_-------_::::=-:::=--=::::=:--=_::-_ -----=:::::_::::::::::::-:::== fTot-;;;--p-re-m-i-u~----------~~=~I 
r-------------.---------.- - -----.--- r::-------------------'----.----- 
i Employee 1$316.43
 

~I Family -------- --------------·;-1$-67-9-.8-2-------·
 
-------_._ .. __. . --,-~
~-------- ---------,~--_. 

If there is an agent or broker involved in this coverage transaction they may receive compensation from Arkansas Blue 
Cross and Blue Shield, or one of its affiliates, for his or her services related to the placement of this coverage. Any such 
compensation is included in the premium paid by the covered person. For more information on the compensation 
involved in this transaction, please direct your inquiry to the agent or broker_ 
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ATIESTATIONS
IrCO~~:":-:":":':'· .:..: :.:. :.:... :.:..: :.:.:.:...:.:.:.:....=:..:=_:..: :..: ..:.:.::-."-'-._:_.::..: :..::.:.:.:.::..:==:.:..:..::=:.:.:=.:.:.:.:..:.:.:.:.:..:=..=:.:..:..::..::.:.=.=:..::.:.:_ _.:.:..:=:..::.:.:.:.::= 

Group health plans for employers with 20 or more employees on more than 50% of the business days in the previous 
Icalendar year are subject to Cobra. Employers are required to provide qualified beneficiaries an election period during 
Iwhich the beneficiary can elect to continue coverage under the guidelines. We offer the services of a vendor, "Ceridian", 
'to assist you in administering Cobra (no additional cost). 
IBoth full time and part time employees are counted to determine if a plan is subject to Cobra. Each part-time 
!emPloyee counts as a fraction of an employee, with the fraction equal to the number of hours worked divided by the 
[nUmber of hours used to determine full time status. 

I(Yes v) (No_) Under the governmental guidelines the group health plan is subject to Cobra, meeting the 
icriteria for 20 or more employees. 

lives J lINo--> If yes, do you wish to use the se"';ces of C...ldlan? 

Ilf no, who will administer Cobra for you? 

EMPLOYEE INFORMATION 
MINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS. 
Ir::"::·:::·::"::·::::::"::::"::::":·':':::··:::::::::::::::::·::·.::.':::::::::.:::::.::::::::::.:.:::=::=:..:"::::=::'::::::::::::::==:=.=::===::::::===:::::=::.::::::::::.:::::::-::::::::==:::::...::::.:::' 

Under the Medicare Secondary Payer Rules, it is the Employer's responsibility to annually inform Arkansas 
lBlue Cross of proper employee counts for the purpose of determining payment priority between Medicare 
I 

land Arkansas Blue Cross. Arkansas Blue Cross is required to furnish these counts to the Centers for
 
lMedicare and Medicaid Services (CMS).
 

FUll-Time = means an active employee with a minimum of 30 hrs/week & 48 weeks/year 
r:-::- l'n State [out of State r=ro;;;i--

r" _ - - - _ _.- -"" ..-- _ -- - -- - - --. 
!Full-Time Employees enrolling (including those satisfying their waiting period within 3 
Imonths after the effective date): 

!F~il~Ti~e·Employ~~s;ai~ing·(inciudingthos~·sat;sfying their waiting peri~d ...,.,;i·thin3 
jmonths after the effective date): 
iCOBRA-Contin~~e-s"(En~~lling)~""--"""-""-""-""'-"'---
11----..--------..----.....--------.-----.. 1-------1--iLife ONLY Contracts: 

Enrolling and Waiving: I' 
r------·-----·..·..---·-------·-..----·--..-·· -----· -·----.-- --- -.- -..--.--..'- - --'---- --- ---.. 1..-··..- ..·--- ..· 

Part Time/Seasonal/Temporary Employees: 
r----···--~·---~-----·-----------_·__·_-

iTotal # of Employees: 
I·-~.~-~ __ ~_~. __~. ,. ,~. ~~~ ~,. . " __ ••~. _ 

rMi~i~~~-N~~b~~ ~fl~-~~~edE~p-loy ee~. 'To~e-~t la rg~-g~o~p ~~·~~llm~-~tg~;deli ..;;esa.. gr~~p~~~th~~e-~t-leasi-fifty~ I 
lone full-time enrolled employees. Groups whose enrollment subsequently drops below fifty-one enrolled must be rated as 
la small group upon renewal. 
:Minimum Participation Requirements. If an employer pays 100% of the employee-only premium, 100% of all full-time 
!emPloyees must be insured. If an employer pays less than 100% of the premium, employees covered through other 
icomprehensive major medical-type coverage may be waived from the eligibility count. 75% of all eligible employees 
(ithout waivers must be insured, and no less than 50% of the full-time employees must enroll. 

[ThiS Policy may be terminated by the Company if the number of insured Employees falls below the minimum 
inumber of insured Employees specified above or if the percentage of eligible Employees of the Policyholder 
jcovered by the Policy becomes less than the percentage of Employee participation specified above. 

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

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

[Special Group Considerations Form# 23-2232, Description Continuation of RX for Retirees 
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SIGNATURES • I 
'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 
Ilh~~~by ~~~'~~th~'~b~~~'~eier~~~~'d 'c()~e~~'g;and'ag~ee'th"eg~o~p 'in~~~~nce,'s'~bjeclt()'the te~;;~~ndc'()ndil'i()n'~ of the 
Ipolicies renewed, will take effect as of the renewal date, provided this application is approved and the premium is 
received by the home office of Arkansas Blue Cross and Blue Shield. I also understand that my signature below 
represents my agreement and acceptance of the premium rate schedule.I 

............ -- _ .
 

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly
 
presents false information in connection with an application for insurance is guilty of a crime and may be
 

subject to fines and confinement in prison.
 

1. Policyholder 4 

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 
iapplications). 1 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 
Idate provisions. I understand that Arkansas Blue Cross and Blue Shield will have no liability until this application has 
been approved and the premium is received. 

p~~ 
Agent Signat Insurance License # / Agency Fed. Tax ID # 

Agent Printed Name Date 
.---_._....._..... _ ...._- --- ._----_._--_.._-----_.....__..._-_..._----------_...--....__.------_. 
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EMPLOYER APPLICATION
 
Blues Enroll
 

r"'--'-'" "'-".-- - -- -- ---- -.--~ .-" .----.----.--------.----.-.-. ' --..----.-.--.--.--- --.---.
,Renewal APPLICATION by: City of Jonesboro Urban Renewal & Housin 

(hereinafter called "Policyholder") 

rlf~~~G"~UP Policy covering the e··m··-p-Io--y··e··-·e-s·o··f···· 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 
ILeg~IN~~~~fB~si~~s~:CiiY·O·FJONESBC)RO···· -. -..--.-..-....-.---.-----....-..---.----.--.--- .. ------ ..-.------- .. 

[D/B/A: City of Jonesboro Urban Renewal & Housi~
 
IStreet Addres~:330U~i;-~-st,.~_;;;-t----.--------...-.----..
 
r·-···..-··-··-····-· --.........-.- .--- ..--....-.-.--.. - --_.- -- -. ..-. -..-.- -- r·----- --.-.--.-.--.- '-'---"."-' -.-..-.. . -.- -.. - - -- - .
 
ICity, State, Zip: Jonesboro , AR , 72401 iCounty: Craighead 

IMailing Address: (if different from Street) 330 Union' Street ------------ 

State, Zip: Jonesboro, AR ,72401 

#: 870-935-9800 

Fax #: .. 

IFed. Tax I.D #: 71-0024703 
r······· . ..' - -' .
 
rExec. Contact: E..Mail:
 
IGroup Administrator: Gloria Roark ..-------- r-E-..-M-a-il-:-----.-----...----.----.---.... ---.- 

]Primary SIC Code: 9199 SIC Description: General Government, NEC 
1 ·······_·········· .. - _ .. -..... . .. - . 

\Business Type: Government Entity 
rAge;~t"-"-'"---.. -------. ---.------..----- -..- -. -- [Agent's Li~#~ --- ---- ------.-.- -..-- -.--- - -..- .. 

IAgent's Company: Agent's Tax Id: 

POLICYHOLDER AS PLAN ADMINISTRATOR 

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

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 r 

I 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 

Ihome office of ABCBS located at 601 S. Gaines Street, Little Rock, Arkansas, on the third Monday of March, at 1:00 p.m. If the 
ithird Monday of March is a legal holiday, then the meeting will be at the same time and place on the next day after, which is not 
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 l
iPOlicyholder may revoke this proxy in writing by advising ABCBS. attention Legal Division, of such at least five (5) days prior to 
iany 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 .. 

IPREFERRE[) PROVIDER ORGANIZATION (1'1'0)- ppO XX)(-1" 
I'" .....--.-..-.----- --.-.--------.-------..----.---. 

iREQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2010 
[Effective Date is first of the month following the Waiting Period. 

[Date of Open Enrollment December - 2010
 
llf a month is not specified, the Group's Open Enrollment will be the month prior to the Group's renewal date.
 

[CI<------ICi~~s[)~~-c~iption ---- [Waiting Period------ - iContributi~n--'"
 

rF~11 Time-·--------..·· 11 Month .----..-----.--- iE-mploye;;-6-13-o/;-----D~pend;;~t613o;o-


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

IMaximum Dependent Age 23 
11.-.---.·---------.-.--·.-.-----·-----------------------------.---.-.---- 
,Mandated Mental Health Parity: Yes 

'IPI;;~-;i~di~;t~;heth;~ a HRA, or mechanisms utilized to reduce the employee's portion of health plan costs, is ~;ther in place '~7 plann-;dt;;;; 
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 
itermination. 

D~du~tibl~: ------- ....-. . .-.. [$500 ---- '1Deductible Carryover: No 

1 r I
,Family Deductible: !3 iBasis: Fulfillment 
!-------.--.~-.-•..- -- _----.---.----.- ----,.- --- ----- ..---.-..--.-~_.~---.------ .. ---.-- ------------- c· r-.--.--.-..---~--.-.--.-.~---- ..- .._---.- ------..-..--.-'"-.. ---- .'_··'"'_ '"~.--._.-

:Coinsurance: i80%/60%
l l 

rl~=N--;two-r-k C~lendarYear-Coin~ur;~ce --Max:-- [$2000 - ..~..---------------------.--------- 
I .-----; - -- -- - -.----.--.--.. --- ---- --- - r-'---"'---''''-- ,---.--------.----- -------..----.- -..-- -.------. -- 
iFamlly Calendar Year COinsurance Max: j3 IBas,s: Fulfillment
 
[O~t -Of-Net~~~k-C-~"ie~-d~rY;;~-C-;;~~~"~~c_;Max: rN~~~"--"---------------------------"-' 

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

iLifetime Maximum: 

rP-"~~criptio~·Drug Rider Plan: $10/$301$50, Mail Order Drug - 2x Copay (90 days) 
r--------·----------·· -. .--------..-------...
iBased on actuarial review. this drug benefit option is creditable to the standard Medicare Part 0 prescription coverage. 

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

;PPO Optional Benefits:

!VVeil~e-s-s"~-'Elecied-'---'----"---' ··---·-·-······-·linpijti'E;~i-c~-p~-\;~-No~e· -- - --- -.---- - - --.
 

[OfticeViSitCopayment .. $30 iMaternity =-Elected 
.............................. r···· ··· . -........... .. -- ..
 

lAir Ambulance - Declined jSupplemental Accidental Endorsement - Declined
 
ISlue Card -----·-·------------------..--- .. ·-----1 Copayment - $100
 

iArka~sa~-Ma~d~t~dOffe.. ·Benefit -Rider~~--------·_-.... ----------
.... -.- ,.--_.-_-- -_ _-- .- _..__.-_.._.._._.-.._--_.--_._- _ __.._---- -.-_.. .~ _.._._.. _.._..---_ -_.._.._-~-"-_._ ..-_ --- _. ._--._ _----_.__.._.-.. "'--'-'--'-'-'~"-'-'-'--" .._. _..--._ _ _.-._.«.- _. 

You Must Elect or Reject Each Rider: ,--.....-----...----..... r--·-------..---- 
iRMammtography - jSubstance Abuse .. Reject 

eJec ! 

!~~~~%:-~~i~ R~j::t..-Ir---·----·-R-e-je..c--t....-·--.. -_..------------------.---.---------....- ..---..-..--..- .. ·-----·---------..1 

: 'co, "!:j Aid - Reject 

i'Rejection of the TMJ Benefit Rider means covered benefits provided to Covered Persons will not include temporomandibular 
:Joint disorders (TMJ) or craniomandibular disorders. - I

t'--"' ...-.-e..- .._... _.- ...... - ..·_~.- -,---.- ..~.-------- ..-----_._-~«- ..._----.~----_._.--- ...-.-.--..-----~-_.-._----------_.---_ ...---------~---- .. -_.."---.--..---"-"-.--_.--~".- ··_--------1
[Term Life and AD&D through USAble Life is not Provided i 
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Tier Composite 

.M!§ - PPO xxx -1 

r·~·-··--·---·-·~-~---'·~--~----· 

,Total Premium 

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

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

-----_.-------_.__._------------~--~---------------------------
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ATTESTATIONS 

I fCOBRA--------------------- ..---------.----.----------.-------.------ . -------:-----=-----:=:--:------::----.-.. -=:-:=---::=-:-, 

IIGroup health plans for employers with 20 or more empl?yees on more tha~ 50% of the. b~siness days in the previous 
Ical~ndar year are. subject to Cobra. Employers are required to pro~lde qualified beneficiaries an election period dUring 
Iwhlch 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). 
IBoth full time and part time employees are counted to determine if a plan is subject to Cobra. Each part-time 
lemployee counts as a fraction of an employee, with the fraction equal to the number of hours worked divided by the 
Inumber of hours used to determine full time status. 

I(YesJ )(No_) Under the governmental guidelines the group health plan is subject to Co~ra, meeting the 
icriteria for 20 or more employees. 

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

llf no, who will administer Cobra for you? 

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

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

11~~u~~·:-::~M:fd~~~~:~-:-~~~:;~-:~~~~~R~~~~h~t~::::-~m~I~::;~~·f~s~~-~:~b~~~~t;r~;~~:~~-::c;:::;~~:~:5--·-

Iland Arkansas Blue Cross. Arkansas Blue Cross is required to furnish these counts to the Centers for 
jMedicare and Medicaid Services (CMS). 

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

iF~II~T;~~-E~ pl~-ye;~~~~;;Ili~g(im;l~di~gtho;;-~ati~fy;ng th;-,:-.:;-.,·~iij~gperiod-.:;-.,ith i~-3--
Imonths after the effective date): 
·_--------_·__··_····_-_·_--_··-··_- ---.-.-------------..-- ..---.---.--.--...---.--------.------------..---------.-..----------- ----- .. -.....-.--- .. -----..----.---- - ... --...---- --
1[Full-Time Employees waiving (including those satisfying their waiting period within 3 
Imonths after the effective date): 
r-·-------·--··-----·---------·------------·--------·---------- -------.------------.--.----------.---.-
!COBRA Continuees (Enrolling): 

ONLY Contracts: 

Enrolling and Waiving: 
[P~rt-T;~~/Se_;;;~~naln_emp(;rarY-Employees: -------------------------------  --------1-----

=~§~~_ of~mploy::s: ====~ 
_ ......•.__._~.,, ¥._¥.__ 

=~~~==_I 
¥·_._v_._.._,,··.·_,,_._. . _ ¥ ••••••••••_ •• ~_,_ 

1:~:i~~t::~~~~~d~:~;I~t::~E~~~~~:~h~:~·:r~~~:~~;~~:;~:~I;~~~~~~i~:II~n:~i~y~~u:e~~~~e~a~eu::~eea~~t:7~s 
la small group upon renewal. . 
iMinimum Participation Requirements. If an employer pays 100% of the employee-only premium, 100% of all full-time 
lemployees must be insured. If an employer pays less than 100% of the premium, employees covered through other 
Icomprehensive 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. 
I 
IThiS Policy may be terminated by the Company if the number of insured Employees falls below the minimum 
number of insured Employees specified above or if the percentage of eligible Employees of the Policyholder 
covered by the Policy becomes less than the percentage of Employee participation specified above. 

I 

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

IThi~Appii~~ii~~ is m~dea~dd~iive;'~di~ th~St-~te ()iA;'l<a~sas ~~dis- gov~;'~~dbythel~";;s ofArka~~as andtheU~iiecl 
IStates of America. This Application is incorporated in and made a part of the Group Policy and Benefit Certificate. 

fi-herel:>y;'~-~~";;theabove-;'efe;'~~~ecl-c~ve;:ageand~g;'~e-ihegro~p insuran~~-,s~bj-e~tt~thete;'ms and conditions of the 
Ipolicies renewed, will take effect as of the renewal date, provided this application is approved and the premium is 
Ireceived by the home office of Arkansas Blue Cross and Blue Shield. I also understand that my signature below 
Irepresents my agreement and acceptance of the premium rate schedule. 

..- _.. ..• ~ ..__ ..__ , ....•...__.__.,, ._. __.. ._ _._._..__ _._e __.____ _··__ .__ __ .__._·.. .. _,_._ .. .._. __ ._'._. . .._ _ .._ _ .._ _ .__._.__ __ . _~.~_ ~ ··~. e_._.~_._ ~_ ,._~._

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. 

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 j
date provisions. f understand that Arkansas Blue Cross and Blue Shield will have no liability until this application has 
been approved and the premium is received. 

Insurance License # I Agency Fed. Tax 10 # 

Agent Printed Name 
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