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{Renewal APPLICATIONAby: CITY OF JONESBORO

r (hereinafter called "Policyholder")

Policyhelder 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.

|Legal Name of Business: CITY OF JONESBORO

[D/B/A: CITY OF JONESBORO
|Street Address: 515 W Washigton
[City, State, Zip: Jonesboro , AR, 72401 %County: Craighead
]Mailing Address: (if different from Street) P O BOX 1845
[City, State, Zip: Jonesboro , AR , 72403

|Telephone #: 870-933-4640

‘\Fax #: -

Fed. Tax |.D #: 71-6013749

|Exec, Contact: Harold Perrin é‘é:MaiI: bbbbbbbbbb -
[Group Administrator: GLORIA ROARK ;E—Mailz

{Primary SIC Code: 9199 SIC Description: General Government, NEC
{Business Type: Government Entity

[Agent: ‘Agent's Lic #:
ngent'é Company: Agent's Tax Id:
IPOLICYHOLDER AS PLAN ADMINISTRATOR

IThe 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 Palicy. 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 presentati f improper clai

IThe Policyholder hereby appoints the Board of Directors ("Board") of Arkansas Blue Cross and Blue Shield ("TABCBS"), as its
;proxy to act on its behaif at all meetings of members of ABCBS. This appointment shall include such persons as the Board
may designate by resolution to act on its behalf. This proxy gives the Board, or its designee, full power to vote for the
Policyholder on all matters that may be voted upon at any meeting. The annual meeting of Members is held each year at the
home office of ABCBS located at 601 S. Gaines Street, Little Rock, Arkansas, on the third Monday of March, at 1:00 p.m. If the
third Monday of March is a 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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IBENEFIT SELECTION
IPREFERRED PROVIDER ORGANIZATION (PPO) - PPO XXX -1

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

If a month is not specified, the Graup's Open Enroliment will be the month prior to the Group's renewal date.
fr I P = : ;
(Class  |Class Description {Waiting Period }Contnbution

|Full Time 1 Month [Employee 66 %  Dependent 66 %

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

}Maximum Dependent Age 23

[Mandated Mental Health Parity: Yes

Please Indicate whether a HRA, or mechanisms utilized to reduce the employee’s portion of health pian 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.

%f)eductible: {5‘300 [Deductible Carryover: No
iFamin Deductible: f3 !Basis: Fulfitment
§Coinsurance: {80%/60%

!tln-Network Calendar Year Coinsurance Max: §$2000

IFamin Calendar Year Coinsurance Max: [3 iBasis: Fulfiliment

Ebut-of-Network Calendar Year Coinsurance Max: §None

ILifetime Maximum: 1$1,000,000

iPrescription 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 D prescription coverage.

:PPE) Optional Benefits:

EWellness - Elected anatient Copay - None

EOffice Visit Copayment - $30 %Maternity - Elected

é/-\iiif'xmbuléﬂhce - Declined ;[Supplemental Accidental Endorsement - Declined
"B|u;a Card EER Copayment - $100

Arkansas Mandated Offer Benefit Riders:
You Must Elect or Reject Each Rider:

i
i
f
l

Mammography - g, istance Abuse - Reject
Reject

Psychiatric A B

Condition - Reject TMJ” - Reject

!Hearing Aid - Reject
*Rejection of the TMJ Benefit Rider means covered benefits provided to Covered Persons will nol include temporomandibular
Joint disorders (TMJ) or craniomandibular disorders.

"Term Life and AD&D through USAble Life is not Provided
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{Two Tier Composite ;rTotaI Premium
{ Employee §$316.43 """"
| Family 1$679.82

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

Rates
One Tier Composite Total Premium
Employee $251.88

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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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 adminisiering 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
inumber 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.

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

If no, who will administer Cobra for you?

|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
Iand Arkansas Blue Cross. Arkansas Blue Cross is required to furnish these counts to the Centers for
Medlcare and Medicaid Services (CMS)

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

IFull-Time Employees enrolling (mcludmg those satisfying their waiting period within 3
Imonths after the effective date):

Full-Time Employees waiving (including those satisfying their waiting period within 3
imonths after the effective date):
'COBRA Continuees (Enrolling).
{Life ONLY Contracts:

Total Enroliing and Waiving:

IPan Time/Seasonal/Temporary Employees :

|
|
I

ITotaI # of Employees:

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

Minimum Participation Requirements. 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
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 specnfled above

'SpeC|al Group Considerations Form# 23 2170 Descrlpt|on Continuation for Munncupal Emps 55+
SpeCIaI Group Considerations Form# 23- 2186, Descnptlon No Deductible Carryover

ISpemal Group Consnderallons Form# 23- 2232 Descnptlon Contlnuahon of RX for Retirees

10-102GRPAPP R0O6/09


http:�.....�............-_......._.--��..��--.---..---.---.--.�

SIGNATURES

1Thi§Appnéaﬁo'ﬁ is made and delivered in the State of Arkansas and is governed by the laws of Arkansas and the United
iStates of America. This Application is nncorporated in and made a part of the Group Policy and Benefit Certificate.

‘I hereby renew the above referenced coverage and agree the group msurance subject to the terms and conditions of the
ipolicies renewed, will 1ake 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. | also understand that my signature below
’represents my agreement and acceptance of the premium rate schedule.

Any person who knowmgly presents a false or fraudulent claim for payment of a loss or benefit or knowmgly
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.Policynolder 7 o 7 R

EZ. Agent
| hereby certify that all of the information contained in this employer application is correct to the best of my knowledge,

and | know nothing unfavorable about this firm or any individual proposed for coverage (except as noted on the empioyee
rapplications). | have complied with the underwriting rules and regutations 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.

ﬁ&fﬂw

Agent (gnature Insurance License # / Agency Fed. Tax D #

)(-30-07

Date

Agent Printed Name

10-102GRPAPP RU6/09



ﬁ@ @ I\lllll:(a("ﬂ:u BlueShield EMPLOYER APP LICATION
lueCross BlueShicl Blues Enroll

[Renewal APPLICATION by: City of Jonesboro Craighead Library

[ (hereinafter calied "Policyholder")

for? Group Policy coverririmgmfl"{é E‘E&BI-S';éégmsf“ihé Eb‘luicy"ho!der and Diﬁgéligible dépendents of such é"rﬁ'ployeés?:r'ﬁé
Pollcthlder intends hereby to establish and maintain an employee benefit plan (the "Plan") for the Policyholder's employees
and eligible dependents, to contribute to the cost of the Plan, and to actively promote the Plan to the Policyholder's employees.

ILegal Name of Business: CITY OF JONESBORO
[D/B/A: City of Jonesboro Craighead Library
[Street Address: 315 W. Oak

ECity, State, Zip: Jonesboro , AR, 72401 %County: Craighead
\FMailing Address: {if different from Street) 315 W. Oak
%City, State, Zip: Jonesboro, AR, 72401

Telephone #: 870-933-4640 o

{Fax #: -

IFed. Tax 1.D #: 71-0023849

[Exec. Contact:

‘E-Mail:
broup Administrator: Nancy Dobbins éE-MaiI:
Primary SIC Code: 9199 SIC Description: General Government, NEC

{Business Type: Governme'ﬁtmér;tity
[Agent: ‘Agent’s Lic #:
[AQent‘s Company: Agerﬁ’s Tax1d:
IPOLICYHOLDER AS PLAN ADMINISTRATOR

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

(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 haliday. 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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IBENEFIT SELECTION |
|PREFERRED PROVIDER ORGANIZATION (PPO) - PPO XXX - 1

'REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2010

1Effective Date is first of the month following the Waiting Period.

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

{ ) ;
{Class {Class Description EWaiting Period .Contribution

“1 o IFG[IT:me ;1 Month 'Employee 66 % h Dependent 66 0/04““ o

Note: The Employer must pay a minimum of 50% of rhe Employee premium. This Policy may be terminated by the company if the Policyholder
tribute the percenrage of Employ m spectf/ed above.

fMandated 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.

: : — ' e e —
iDeductible: 1$500 %Deductnble Carryover: No

EFamily Deductible: ?3 {Basis: Fulfillment

{Coinsurance: ' ' ' (80%/60 %

;[In~Network Calendar Year Coinsurance Max: ,$2000

IFamily Calendar Year Coinsurance Max: '3 :Basis: Fulfillment

EOut-of-Network Calendar Year Coinsurance Max: gNone

T P r

iLifetime Maximum: 1$1,000,000

{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 D prescription coverage.

EPPO Optional Benefits: T
:Wellness - Elected \Inpafiéqh'{wéébéy - None T ) ) o o
‘Ofﬂce Visit Copayment - $30 ;Maternlty Elected o T
A|r Ambulance - Declmed Supplemental Accidental Endorsement - Decllned

;Blue Card o ER Copayment ~$100 N o -

,Arkansas Mandated Offer Benefnt Riders:
You Must Elect or Reject Each Rider:

f

?Ma'mmography " |Substance Abuse - Reject
:Reject

f . .

|Psych|atr|c \TMJ‘ - Reject

|Condition - Re;ect

’Heanng Aid - Reject
“Re)ecuon of the TM. Benefit Rider means covered benefits bf&ided to Covered Persons will not include temporomandibular
EJoint disorders (TMJ) or craniomandibular disorders.

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

i

)

ﬁwo Tier Composite \ITotaI Premium
| Employee §$316.4'3M S —
_Famiy [$679.82 —

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

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

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

'(Yes_‘v_/)(No__) If yes, do you wish to use the services of Ceridian?

If no, who will administer Cobra for you? |

JEMPLOYEE INFORMATION |
IMINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS.

! Under the Medicare Secondary Payer Rules, it is the Employer’s responsibility 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
IMedscare and Medicaid Services (CMS).

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

in Sta!a

Out of State \Total

\Full-Time Employees enrollmg (mcludmg those satisfying their s waiting period within 3~
‘months after the effective date):

jmonths after the effective date):

|COBRA Continuees (Enrolling):
|Life ONLY Contracts:
iTotaI Enrolling and Waiving: |

T

I

.

~Full -Time Employees waiving (including those satlsfymg their waiting period within 3 {
I

I

%
-
+
|
|
|
b

EPart Time/Seasonal/Temporary Employees : I “““““““

3

ETotal # of Employees: ]

Minimum Number of Insured Employees. To meet large group enroliment guidelines a group must have at least fifty-
one full-time enrolled employees. Groups whose enroliment subsequently drops below fifty-one enrolled must be rated as
a 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
comprehensive major medical-type coverage may be waived from the eligibility count. 75% of all eligible employees
1»wilhout 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 Pollcy becomes less than the percentage of Employee parﬂcrpatlon specified above.
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This Kbbiication 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.

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
Irepresents 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 c;rknowmgly
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.

v

1. Policyholder B [ ——

2. Agent

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

7
Agent S@ature Insurance License # / Agency Fed. Tax ID #
[{-20-p )
Agent Printed Name Date
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(hereinafter called "Policyholder")
for a Group Policy covering the employees of the Policyholder and the eligible dependents of such employees. The
Policyhalder 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 empioyees.
Legal Name of Business: CITY OF JONESBORO
\D/B/A: City of Jonesboro Municipal Airport
\Street Address: 4116 Linbergh Drive
\'City, State, Zip: Jonesboro , AR , 72401 {County: Craighead
{Mai\ing Address: (if different from Street) P.O. Box 17116
|City, State, Zip: Jonesboro , AR , 72403
| Telephone #: 870-9334640

; Fax #: -

‘[ Fod T TG T e

[Exec. Contact: o E-Mail:

iGroup Administrator: Gloria Roark iE-Mail:
\anarySlCCode9199 sIC Desc"r"i"p;tion: General Government, NEC
géasfness Type: Government Entity

i[Agent: f(Agent's Lic #:
\.Agents Comp any AgentsTax 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 Policyhoider 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, ar if the Policyholder's action or inaction
contributed to presentation of improper claims

The Policyholder hereby appoints the Board of Directors ("Board") of Arkansas Blue Cross and Blue Shield ("ABCBS"), as its
proxy to act on its behalf at all meetings of members of ABCBS. This appointment shall include such persons as the Board
may designate by resolution to act on its behalf. This proxy gives the Board, or its designee, full power to vote for the
Policyholder on all matters that may be voted upon at any meeting. The annual meeting of Members is held each year at the
home office of ABCBS located at 601 S. Gaines Street, Little Rock, Arkansas, on the third Monday of March, at 1:.00 p.m. If the
ithird Monday of March is a legal holiday, then the meeting will be at the same time and place on the next day after, which is not
'a legal holiday. A special meeting may be called upon notice mailed not less than ten (10} or more than sixty (60) days prior to
;such meeting. This proxy, unless revoked, shall remain in effect during the Policyholder's membership in ABCBS. The
:Policyholder may revoke this proxy in writing by advising ABCBS, attention Legal Division, of such at least five (5) days prior to
gany meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting.
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IBENEFIT SELECTION

'PREFERRED PROVIDER ORGANIZATION (PPO) - PPO XXX - 1
EREQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2010
{Effective Date is first of the month following the Waiting Period.

|
k

Date of Open Enroliment December - 2010

{!f a month is nol specified, the Group's Open Enrollment will be the month prior to the Group's renewal dale.

Class Description ‘Waiting Period {Contribution
~[Full Time -

51 Month - Employee 66 % Depenaent 66 %

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.

{M.Sximum Dependent Age 23
gMandated 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.

[;!Deductible‘: S 8500 [Deductible Carryover: No

‘EFamily Deductible: {3 {Basis: Fulfillment -
%Coinsurance: §80%/60% l
%In-Network Calen&ar Year Coinsurance Max: §$2060 >“‘
}'Family Calendar Year Coinsurance Max: {3 gBasis: Fulfilment

| . T
HOu‘t-of-Network Calendar Year Coinsurance Max: None
I

|

T

Lifetime Maximum; 1$1,000,000

¥

Prescription Drug Rider Plan: $10/$30/$50, Mail Order Drug - 2x Copay (90 days)

i
[Based on actuarial review, this drug benefit option is creditable to the standard Medicare Part D prescription coverage.

i

fPPO Optional Benefits:
[Wellness - Elected

glnpatient Copay - None

§Ofﬁce Visit Copayment - $30 %Maternity - Elected
{Air Ambulance - Declined {Supplemeiﬁ.{él Accidental Endorsement - Declined
;Blue Card %ER Copayment - $100 T

[Arkansas Mandated Offer Benefit Riders:
{ You Must Elect or Reject Each Rider:

"Mar -

Ma.mmography Substance Abuse - Reject
jReject |

i v

iPsychiatric .

| *

%Condition - Reject TMJ" - Reject

[Hearing Aid - Reject

§'Rejecti6n of thé TMJ Benefit Rider n‘\eahs»éovéur-éd- beneﬁts provnded to CoVéfed Personswul m{ ‘in“clude ténﬂBdranandibular
EJoint disorders (TMJ} or craniomandibular disorders.

[Term Life and AD&D through USAble Life is not Provided
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;Two Tier Composite *IrTotal Premium o
“[WEmployee 25316.43
[ Family E$679.82

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

COBRA
Group health plans for employers with 20 or more empioyees 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.

(Yesi) (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?

EMPLOYEE INFORMATION

EMINIMUM 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

Eln State 'Oul of State ITolal

Full-Time Employees enrolling (including those satisfying their waiting period within 3 |
months after the effective date): ‘
Full-Time Erﬁalbyees waiving (includﬂi;wg‘ thoé‘gs‘;ﬁ"s}yi‘ﬁ“gﬂﬂiﬁéiirm\.kaiting period within 3 ‘
months after the effective date): |
ECOBRA Continuees (Enrolling): ; ) \ I [m o

[}ﬁa ONLY Contracts: ‘
- Enroilmg-;nd Walvmg e e e [
i .
iPart Time/Seasonal/Temporary Employees :

t
|Total # of Employees:

Minimum Number of Insured Employees. To meet large group enroliment guidelines a group must have at least fifty-
one full-time enrolled employees. Groups whose enroliment subsequently drops below fifty-one enrolled must be rated as
a 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. i an employer pays less than 100% of the premium, 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.

1This 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 specmed above

l

§_Spec1al Group Considerations Form# 23-21886, Description No Deductible Carryover
|Special Group Considerations Form# 23-2232, Description Continuation of RX for Retrees
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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.

| 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.

Any person who knowmglypresents a false or fraudulent claim for payment of a loss or benefit or knowmgly
presents false information in connection with an application for insurance is guilty of a crime and may be
subject to fines and confinement in prison.

1. Policvholder .

2. Agent

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

Agent Signatu@ Insurance License # / Agency Fed. Tax ID #
//-36-85
Agent Printed Name Date
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31‘ i3 I';lll;(n(nlﬂgl eShicl EM PLOYER APPLICAT'ON
14 @ IueCross BluesShichd Blues Enroll

(Renewal APPLICATION by: City of Jonesboro Urban Renewal & Housin

l(— e (hereinafter called "Policyholder”)

o

for'é”Grouo Poti‘cy' covenng thememployees of the Policyholdermerto the eligible dependents of such employees. The o
Policyholder intends hereby to establish and maintain an employee benefit plan (the "Plan”) for the Policyholder's employees
and eligible dependents, to contrrbute to the cost of the Plan and to actrvely promote the Plan to the Pollcyholder 3 employees

[GROUP INFORMATION

‘Legal Name of Business: CITY OF JONESBORO
ED/B/A: City of Jonesboro Urban Renewal & Housin
‘Street Address: 330 Union Street

{City, State,nzviwr"): Jonesboro AFE}2401 ;County: Craighead
[Maiting Address: (if different from Street) 330 Union Street
}City, State, Zip: Jonesboro , AR, 72401

[Telephone #: 870-935-9800

Fax #: -

[Fed. Tax |.D #: 71-0024703

lExec Contact: T EMarl T ) )

(Group Administrator: Glona Roark {E Mail:

\anary sic Code 9199  SIC Descnptnon General Government NEC

tBusmess Type ‘Government Entrty B

[agent: ~ [Agent's Lic #:
\Agent's Company — AgentsTaxId S M e e e

POLICYHOLDER AS PLAN ADMINISTRATOR

The Policyhalder, as Pian Administrator, assumes responsibility for the accuracy of information presented to Arkansas Blue
Cross and Blue Shield ("TABCBS"), including all information on the employment status and eligibility of individuals to be 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
ntributed to presentation of improper claim

The Palicyholder 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, con 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 calied upon notice mailed not less than ten {10) or more than sixty (60) days prior to
such meeting. This proxy, unless revoked, shall remain in effect during the Policyholder's membership in ABCBS. The
Policyholder may revoke this proxy in writing by advising ABCBS, attention Legal Division, of such at least five (5) days prior to
any meetlng The Policyholder may also revoke lts proxy by attendlng and voting in person at any Members meetlng
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IBENEFIT SELECTION
|PREFERRED PROVIDER ORGANIZATION (PPO) - PPO XXX -1

'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

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

{EIéss ‘[CIass Description %Waiting Period iContribution
1 [Full Time ~ {[1Month " |Employee 66 %  Dependent 66 %

i

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

iné‘Xiﬂrh'um Dependént Age 23
!Mandated Mental Health Parity: Yes

[Please Indicale 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
ftermination.

: . .
Deductible: 1$500 \Deductible Carryover: No

'Family Deductible: 3 Basis: Fulfilment

‘Coinsurance: ' 80%/60% x
In-Network Calendar Year Coinsurance Max: 1$2000

Famlly Calendar Year Coinsurance Max: 3 !Basis: Fulfillment -

§Oﬁf—of—Network Calendar Year Coinsurance Max: §None
Lifetime Maximum: $1,000,000

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 D prescription coverage.

JRS— o i
'
|

PPO Optional Benefits:

[Wellness - Elected |Inpatient Copay - None

:Office Visit Copayment - $30 ‘Maternity - Elected

[Air Ambulance - Declined ~ [Supplemental Accidental Endorsement - Declined
Blue Card |ER Copayment - $100

'Arkansas Mandated Offer Benefit Riders:

i
! SR
\ You Must Elect or Reject Each Rider:

;Mammography -

b Substance Abuse - Reject
Reject |

};sychiatric

{Condition - Reject TMJ" - Reject

EHearing Aid - Reject
?‘Reject.ién of the TMJ Benefit Rider means covered benefits p‘fos}idéd to Covered Persori"s will n_ot include témp&omandibdiér
&Joint disorders (TMJ) or craniomandibular disorders.

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

f N
:Total Premium

Employee

$316.43

ﬁwo Tier Composite

Family

'$679.82

if there is an agent ar 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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‘ Group health pians 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\/) (No__) Under the governmental guidelines the group health plan is subject to Cobra, meeting the
criteria for 20 or more employees,

v/

(Yes”_)(No_ ) If yes, do you wish to use the services of Ceridian?

%If no, who will administer Cobra for you?

IEMPLOYEE INFORMATION

§MINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS.

Under the Medicare Secondary Payer Rules, it is the Employer’s res ponsibility 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 hrsiweek & 48 wéébk-é/year

N
| |
N |
(
!

Full-Time Employees enrolling {including those satisfying their waiting period within 3 l
months after the effective date): 'i

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

iCOBRA Continuees (Enrolling):

%Life ONLY Contracts:

|Total Enrolling and Waiving:

EPart Time/Seasonal/Temporary Employees :

[

{ Total # of Employees:

Minimum Number of Insured Employees. To meet large group enroliment guidelines a group must have at least fifty-
one full-time enrolled employees. Groups whose enroliment subsequently drops below fifty-one enrolled must be rated as
a 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
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 falis 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# 23-2186, Description No Deductibie Carryover
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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 Amenca This Application is mcorporated in and made a part of the Group Pohcy and Benefit Certificate.

i hereby renew the above referenced coverage and agree the group |nsurance 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.
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

2. Agent
| hereby certify that all of the information contained in this employer application is correct to the best of my knowledge,

and | know nothing unfavorable about this firm or any individual proposed for coverage (except as noted on the employee
applications). | have complied with the underwriting rules and regulations and have explained in detail the coverage to
the member firm and its employees including the preexisting condition limitations and the qualifications of the effective
date provisions. | understand that Arkansas Blue Cross and Blue Shield will have no liability until this application has

been approved and the premium is received.

-

Insurance License # / Agency Fed. Tax 1D #

/- B DY

Date

Agent Signature

Agent Printed Name
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