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EMPLOYER APPLICATION
 
Blues Enroll
 

IRenewal APPLICATIONb;:C1TY 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' .. . .. - . 

ILegal Name of Business: CITY OF JONESBORO 

ID/B/A: CITY OF JONESBORO 

IStreet Address: 515 W Washigton 

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

IMailing Address: (if different from Street) POBOX 1845 

ICity, State, Zip: Jonesboro, AR , 72403 
..~~_ .. __._--~~~~-

ITelephone #: 870-933-4640 

!Fax #:­
IF~d.Ta-~-I.D-#~71~-6613749--'--'~-'·----'- -..-.--- ---.-.-----.-.­

[Exec. Conta~t: Harold Perrin IE-Mail: 

IGroup Administrator: GLORIA ROARK 'c=E:----M-a-il-:~~~~~~--------------I 
--·---·_-_·_---_·_..·_---_.. ·_·_··__·_···_·__ --.-.- -..---.------­·_·_-~--~-.--.------.-

Primary SIC Code: 9199 SIC Description: General Govemment, NECI 
IBusiness Type: Government Entity '-'--' ~~~~~--~~-..~~~~~-.-.-_.-.----.---~---

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

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 
Irescind 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 

!The Policyholder hereby appoints the Board of Directors ("Boardll of Arkansas Blue Cross and Blue Shield ("ABCBStl 
), as its­) 

iproxy to act on its behalf at all meetings of members of ABCBS. This appointment shall include such persons as the Board 
Imay designate by resolution to act on its behalf. This proxy gives the Board, or its designee, full power to vote for the 
IPolicyholder on all matters that may be voted upon at any meeting. The annual meeting of Members is held each year at the 
rhome 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 
!any meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting. 
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~npatient Copay - None 

IMaternity .. Elected 

[&Jppien;~talk~~~~IE~~~~~~ .. Declined 

iERCopayrnent -$100 ------­

BENEFIT SELECTION ... 

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

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

I!class Iclass Description IWaiting Period !Contribution 

I W----- rFull Time [1 Month----~~- [EmPloyee 66 % Dependent 66 % 

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

rM~-~;-~~o;p~d~~Ag;23----------'-"-'-----'--"------

IMandated Mental Health Parity: Yes ----------------------­

Please Indicate whether a HRA, or mechanisms utilized to reduce the employee's portion of health plan costs, is either in place or planned to be 
purchased, No 
Rates offered for this plan are contingent on assertions 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, 

I!Deductible: 1$500 IDeductible Carryover: No 
'iF-a-m-i-'y-D-e-d-u-ct-ib-l-e-:-----------­13------1Basis: Fulfillment 

jCoinsurance: f80%/60% -----------------­

'1In-.N-e-t-w-o-r-k-C-a-l-e-n-d-a-r-y-c'e-a-r-C=--o-i-n-s-u-r-an-ce-M"-a-x-:---j $2000 

, 1'---3----I!Family Calendar Year Coinsurance Max: Basis: Fulfillment 
!'O-ut--o-f--N--et-w-o-r-k-C-a-Ie-n-d-a-r-Y-e-a-r-C-o-in-s-u-r-a-n-c-e-M-a-x-:-I'N-o-n-e-----------------~ ------

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, 

I~PO ?ptional Benefits: 

'\Wellness .. Elected 

IOffice Visit Copayment - $30 
r·--···-···-·-·--·-·-~--·---·_-

iAir Ambulance .. Declined 
,-----_.­ -------

IBlue Card 

IArkansas Mandated Offer Benefit Riders: 

1­ You Must Elect or Reject Each Rider: 

'I Mammography - I Substance Abuse - Reject 
!Reject 
iPsych-j-a-tr-ic--- 'I--------------------------------------1 

ICondition _Reject I™J· -Reject 
---------­

iHearing Aid - Reject 

i 'Rej~ction of the TMJ Benefit Rider means ~~~-;;;db;~efits provided t~ Cover~d Person~;II~~ti~~I~d~-temporomandib~lar 
;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 

I[TwO Tie, Compo,I'e iTotal P,emlum ~ 
1 Employee 1$316.43 
I Family 1-$6-79-.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. 

1O-I02GRPAPP R06/09 



MEDIPi'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 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. 



- - -

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

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

l 

(Yes",:,> (No-.l Under the governmental guidelines the group health plan is subject to Cobra, meeting the
 
criteria for 20 or more employees.
 

(YeSi(No-.llf 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
 
IBlue Cross of proper employee counts for the purpose of determining payment priority between Medicare
 
and Arkansas Blue Cross. Arkansas Blue Cross is required to furnish these counts to the Centers for
I 

. ,Medicare and Medicaid Services (CMS). 

I FUll-Time" means an active employee with a minimum of 30 hrs/~eek & 48 weeks/year 

lIn Stale loul 01 Slale Irotal 

rl-Ti~~ Employees enrolling (jn~l~ding those satisfying their w~iting period within 3 r r------I---· 
Imonths after the effective date): I ,l
r·-·- .. . -- . -----.. ------. -----,-----1-----·--- ,---­
IFull-Time Employees waiving (including those satisfying their waiting period within 3 I 
imonths after the effective date): I 

1 

I ! 
r I .,....,---1 
ICOBRA Continuees (Enrolling): 11 

ILife ONLY Contracts I ,-----­
IT-cia'- En~~ili~~-~d-W-ai~~g~--------------------- 1----- f-----

1 

jPart Time/SeasonallTemporary Employees: i- ­
I
!Total # of Employees: 

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

iSpeci~IGroup~Con-;d~ration~-Form#23-2170.~scripti~nContinuation for Municipal Emps 55+ -------- ­

iSpecial Group Considerations Form# 23-2186, Description N-o Deductible Ca-rryover 

rS;;~~iaIG~~~pC~~~jcJe~ations Form# 23=2232: 6~~~riptio~-~~ti~~~ii;~--~iRXi~~R·~Ii;:;~~---·_-·--··· -- -.-------.-­

[Special-Group Consideratio~~F:;~~ti23~2432, Desc~ipti~n Co~tin for City Cnsl Mbrs & Elect Officials 
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I 

SIGNATURES 

IThiS 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 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. I also understand that my signature below 
represents my agreement and acceptance of the premium rate schedule.r-- - - --- - --.-.-- --- -..- ---.-- ---..--.- --- ---.-.------ ...---~- -----.-.~-

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. 
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- - -

- - - - --- - - - - ---

EMPLOYER APPLICATION
 
Blues Enroll
 

rR~ne~IA-PPLICATION- by: City of Jonesboro Craigheadiib~~~-----------·--·-··­-.-..--.--------~­

r~---~-- (hereinafter called "Policyholder")-------------------­

~~~~~~~~~~:~~d~~:~;;}~eees~~~~:s~~~~~:;il~~~~O~:~~~~:::~~~:b~~a~~(~~:~~~~~:~ff~~~~:~;~:~:~~~eT:~e~~~o~e~-s-·
 
rand eligible dependents, to contribute to the cost of the Plan, and to actively promote the Plan to the Policyholder's employees. 

- ~"­

GROUP INFORMATION 
IL~~IN~;:;,~iB~~~CiTYOF-J6r;iESB6R-o~--·---------~-·--·-.---.------------­.. --~ 

ID/B/A: City of Jonesboro Craighead Library 

IStreet Address: 315 W. Oak 
,~~~ -r 
ICily, State, Zip: Jonesboro, AR , 72401 iCounty: Craighead 

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

ICity, State, Zip: Jonesboro, AR , 72401 

jTelephone #: 870-933-4640 

IFax #: ­
IF;d~Tax -1~6-#~71~0023B49 --------- -- ---.--.-.-.. -.....- ...---.-.----------.- --..---.-.------.-.--.-.---..--~--

rE~Q;~OCt--~-· -i-E-Maii:----------------- -----------

IGroup Administrator: Nancy Dobbins [·-E--M-a-il-:------------­

Iprim~rYSICC~~~9-199----SICD~~,:;pu;;-;;-~G;~~~~IGove,:n~~EC----~----- ---. ------- ---.----..--...-....-.-...-.--

IBusines~ Type: Govemment Entity 

IAgen\: [Agent's Lic #: 
1-- ---- -..-~-------------- ...---------- ..-------.--------------.----.-----. 

!Agent's Company: Agent's Tax Id: 
~ 

POLICYHOLDER AS PLAN ADMINISTRATOR 

The Policyholder, as Plan Administrator, assumes responsibility for the accuracy of information presented to Arkansas Blue 
Cross and Blue Shield ("ABCBS"), including all information on the employment status and eligibility of individuals to be 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 Poiicyholder or any 
representative of the Policyholder knew or should have known of the improper claims, or if the Poiicyholder's action or inaction 
contributed to presentation of improper claims. 

PROXY 

IThe Policyholder hereby appoints the Board of Directors ("Board") of Arkansas Blue Cross and- Blue Shield ("ABCBS"), as its 
jproxy to act on its behalf at all meetings of members of ABCBS. This appointment shall include such persons as the Board 
Imay designate by resolution to act on its behalf. This proxy gives the Board, or its designee, full power to vote for the 
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 
!any meeting. The Poiicyholder 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 ~-----

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

[Class [Class Description !Waiting Period ,Contribution---r-----~---------,-------------- ~\1 Full Time 11 Month lEmployee 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 23r 

fMandated Mental Health Parity: Yes --- ­

Please Indicate whether a HRA, or mechanisms utilized to reduce the employee's portion of heaUh plan costs, is either in place or planned to be
 
purchased. No
 
Rates offered for this plan are contingent on assertions submilled by the insurance applicant (or its agent) that there is no HRA or other 
funding mechanism in place, nor intent to purchase such an arrangement Upon evidence to the contrary, the group health plan is subject to 
termination. 

.._--­
----

.~ 

jDeductible: f$5Q0 IDeductible Carryover: No
 

[Family Deductible: 13 iBasis: Fulfillment - -- ­

[Coinsurance: [80%/60% 
------------~--

lin-Network Calendar Year Coinsurance Max: 1$2000
 

fFamily Calendar Year Coinsurance Max: 13 IBasis: Fulfillment
 

rCirt~~twork Calendar Year Coinsurance Max: [None
 
;----------------------ILifetime Maximum: 1$1,000,000 

~scription 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.
 

..-·----1 
IpPO Optional Benefits: I 
iW~~--=-Elected [Inpatient Capay - None -I 
[Office Vi~t Co~_a!ment_=~30 IM~ternity -=--~~C!~ ~_ __ ____ _ I 
lA-;;'Ambulance - Declined ISupplemental Accidental Endorsement - Declined I 
ri3krec;d--·---------- iER Copayme~~-$160-------~--~------------------1 

[Arkansas Mandated Offer Benefit Riders: 

I You Must Elect or Reject Each Rider:
 

[,Mammography - !

Substance Abuse - Reject i 

iReject ~------------------------------~--~---1 
jpsychiatric ITMJ, _Reect ! 
ICondition - Reject I J I 

----------- i 
IHearing Aid - Reject I 

I, ;R~i~~t,~~ of the TMJ Ben~fit Rider ";-~";ns covered benefits provided 10 Covered Persons will ~t include temporomandibular I 
iJoint disorders (TMJ) or craniomandibular disorders. ~ ~ __~ ~ . , 

--------j 

ITerm Life and AD&D through USAbl~ Life is not Provided 
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- ---- ---

~------------
O_XXX - _1_RA_TE_S_-P_P__ __ - _------­ J I 

ITwo Tier Composite [Total Premium 

1 Employee 1$316.43 

1 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 infonnation on the compensation 
involved in this transaction, please direct your inquiry to the agent or broker. 

10-\ 02GRP API' R06/0l) 



__ 

AITESTATIONS • 
r ,-:-:: -. --- -..-- --:------.-.--.- -.----- --.--:- --..--'--- ----------.------.-----------~----.---------- -------------------;- --- '-'-.- - -.-.--.- -- --.':'::':::::'-­

I :COBRA 
I!GroUP health plans for employers with 20 or more employees on more than 50% of the business days in the previous 
I'Ilcalendar 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
 Ilemployee 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 fuilltme 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.
 
I·---------_·_-_·_---------~------------

I [u-nder 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 
land Arkansas Blue Cross. Arkansas Blue Cross is required to furnish these counts to the Centers forI
iMedicare and Medicaid Services (CMS).
 

r Full-Time = means an active employee-w-j-th-a-m-in-im-u-m-of-3-0-h-r-s-/w-e-e-k-&-48-w-e-e-ks-/-ye-a-r­

iln Sla~ loul of Slale ITolal 

iFull-Time Employees enrolling (including those satisfying their waiting period within 3 1---r------r---­
imonths after the effective date): I I
 1 

~F~II-Time Employees waiving (including those satisfYing their waiting period within 3 -r-------i-------~I'-----
months after the effective date): I I
I
rCOBRA Continuees (Enrolling): I ----~ 1----
ILife ONLY Contracts: i--r 
rT;;t~I·E~;;I~~-~mJ~i~i~g-~---------------------------·-----I------I----·~--r----­
~r1 Time/SeasonallTemporary Employees: 1--­
[i~otal # ofEm~loyees:. _ _ _. _ 1 I 

Minimum Number of Insured Employees. To meet large group enrollment guidelines a group must have at least fifty­
one full-time enrolled employees. Groups whose enrollment subsequenlly drops below fifty-one enrolled must be rated as 
a small. group upon renewal. 
IMinimum Participation Requirements. If an employer pays 100% of the employee-only premium, 100% of all full-time 
'I 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 
inumber of insured Employees specified above or if the percentage of eligible Employees of the Policyholder 

I_~~~e.':.~~~!~:!~lic!.~ecomes_.':~sthan the percentage of Employee p~~--=~~~ion_specif~e~_~bove. ~ 

lO-I02GRPi\PP R06/09 



SIGNATURES • 

C-rh;;APPli~~ti~~S mad~-~~'dd~I;~ered inlh-;Sta~-~TA~k~~~-~~'~~d-~gover~~dbythe-i~;s-~'fA~k~~'~a'~'~ndth-e United 
States of America. This ~pplication is incorporated in and made a part of the Group Policy and Benefit Certificate. I
li'he;Eiliy-;:-en~;the a-b~~e-;:~ferenc;d cover~ge and agree the group ins~rance. su-bjectlOth;i;~s--~~d-;;;~diii~~s-;;fthe 
Policies renewed, will take effect as of the renewal date, provided this application is approved and the premium is 
received by the home office of Arkansas Blue Cross and Blue Shield. I also understand that my signature below 
represents my agreement and acceptance of the premium rate schedule. Ir------------------------·- ------------.--..-----..--..- .... ----.-.....-.. 
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.I 
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·\I'l,aullas EMPLOYER APPLlC.~TION 
Blue!:n",II\,,,,Sloidll 

Blues Enroll 

rRen~wal APPLICATION by: -City of Jonesboro Municipal Airport 
--_.._-~ .. _-_.,-----_.__.__.. -------­
I (hereinafter called "Policyholder") 
r<:::-.--o-.. -­ -o-­ ---.--.­ --.-----.-~-----.-.----------~.-.-.-----.----..-­ -----.--.---­ - .. ---.----
Ifor a Group Policy covering the employees of the Policyholder and the eligible dependents of such employees. The 

I 
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
r.-=:--.-----.--..---------... ----.---------.--.------.-----------.----.­
[Legal Name of Business: CITY OF JONESBORO 

ID/B/A: City of Jonesboro Municipal Airport 

IStreet Address: 4116 Linbergh Drive 

ICity, State, Zip: Jonesboro, AR , 72401 /County: Craighead 

!Mailing Address: (if differentfrolTl Street) P.O. Box 17116 

ICity, State, Zip: Jonesboro, AR , 72403 

rT~;phone #~ 870.:g33-4640 ------.-­

[Fax #: -
I·F~d.T;-;:D#: 71-0028290 ....---------------------------­ --··-.-._.-_.. ·0·.···. ---._-.-... 

I
rE~;c. Contact-:--------.--.----.... jE-Mail: .----.--.-~.-------

i------­
/Group Administrator: Gloria Roark IE-Mail: 
IPrim-;ysICC-c;de~-9199---·o·SIC~D~;_ipli~-;,~-GEm~lGove~~-;;:;-t~C------..-.-.-----~ ..---.---------.--­

!Business Type: Govemment Entity 

rAgen\: !Agent's Lie #: 
iAg~;.rt;S C~-;;pa;:;--y~---A9~~t~T;x Id:---------------.-----------0---..--..--.-­

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. 

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 

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 

I. 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 
la 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 
!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 ... 
1 PRE-F-ERREO-PR6VIDER-ORGANlzATION(PPo)-=pp6xxx~1-- -----­ ------------­
IREQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2010 
I Effective Date is first of the month following the Waiting Period. 

Date of Open Enrollment December - 201 0 
If a month is not specified, the Group's Open Enrol/ment will be the month prior 10 the Group's renewal dale_ 

jClass IClass Description 
11---!Fu/l-Time ---­

iWaiting Period 
11 Month ----

IContribution 

[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. 

I 
----·-----~--~--_· 

Maximum Dependent Age 23 

[Mandated Mental Health Parity: Yes 

Please Indicate whether a HRA, or mechanisms utilized to reduce the employee's portion of heanh 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: 1$500 IDeductible Carryover: No 

jFamily Deductible: 1-3---­ !Basis: Fulfillment 
ICoinsuranc'e: -------------[80%/60% ---'--------­

lin-Network Calendar Year Coinsurance Max: [$2000 -----­

!Family Calendar Year Coinsurance Max: . [3 IBasis: Fulfillment 
~ ------­ ..--------­
l0ut~f-Network Calendar Year Coinsurance Max: INone 
IILifetime Maximum: rl$-1-.0-0-0-,O-0-0--------·--­

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

[/3aSed on actuarial review, this drug benefit option is creditable to the standard Medicare Pari 0 prescription coverage. 

IInpatient Copay - None 

IMaternity .. Elected I 
--r:::-­ .---.-----------.-..-------

ISupplemental Accidental Endorsement - Declined I 
[ERCOpayment - $100 ~----- I 

I!PPO Optional Benefits: 

rWellness - Elected -----

IOffice Visit Copayment .. $30 
r------------· ---­
!Air Ambulance .. Declined 

jBlue Card 

IArkansas Mandated Offer Benefit Riders: 

I You-M-u-s-t-E-Iect or Reject Each Rider: 
,-----------,--­ ----------­
iRMa.mmtography .. ISubstance Abuse - Reject 
! eJec i 
[Psychiatric --~J' _R' t 
ICondition .. Reject I eJec 

---------­
jHearing Aid - Reject 

i'Rejection of the TMJ Benefit Rider means covered benefits provided 10 Covered Persons will not include temporomandibular 
[Joint disorders (TMJ) or craniamandibular disorders 

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

ITWO Tier Composite -------!Total Premium ~I 
I-E-m-pl-o-ye-e-----------------------!$316.43 . 

1,.;.I_F_am_i_ly f${_$_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 
........ _-_.----_.... .. .... _.-.. -_.-. __._._------- .. - ... - ..._.._-_._.- -.__ .__.- .
_._.~------~_._--- ~._----~._ 

iCOB~---- ­

iGroup health plans for employers with 20 or more employees on more than 50% of the business days in the previous
 
·calendar year are subject to Cobra. Employers are required to provide qualified beneficiaries an election period during
 
which the beneficiary can elect to continue coverage under the guidelines. We offer the services of a vendor, "Ceridian",
 I 
'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.
 

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

(YeS.~.}(NO.-J 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
 

l
and 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 

lin State lout of State ITotal 

~~~~;:~~t~~~~:~t~::~~~;):(inclUding those satisfying-th-e-i-r-w-a-it-in-g-p-e-n-'O-d-W-'-'th-i-n-3-i r------ i --­ . 
, . I I I 
rF~I=-T-im-e-E-mploy-e-e-s-w-a-iv-in-g(j;=;c1uding-th-o-se-s-aiisfYi~gtheir waiting period within 3 Ii"~ -.-----1--------1--- II 
Imonths after the effective date): I

1 

ICOBRA Continuees (Enrolling): i 1-----1- I 
lLife ONLY Contracts: ' I I I
;-.r=_~_ta_I_E_n_ro_lI_in_g_a_n_d_w_a_iV_i_ng_: .--.-.---~--_.-_--_-·_-- -_-_--_-·-_·-_---~_-___'_~_-_--_·~~-_'_r-_-_-_-_-_--__--c== I 
Ipart Time/SeasonalfTemporary Employees: I i 

!Total # of Employees: ---'------------111 
r;;;---------.----.----------.---~--_.------- ".--­ --"I 
MinimUm Number of Insured Employees. To meet large group enrollment guidelines a group must have at least fifty­

jone 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 l
lemployees must be insured. If an employer pays less than 100% of the premium, employees covered through other 
jcomprehensive 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. 

[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 
!covered by the Policy becomes less than the percentage of Employee participation specified above. 
r-:------ - ----------------------.-.------------­
iSpecial Group Considerations Form# 23-2186, Description No Deductible Carryover 

[Special Group Considerations Form# 23-2232, Description Co~ti~~ation of RX fo~-R~tire-e~ 
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SIGNATURES .. 

fTh~Appli~~ti~ni~-~ad;~nd-d~li~~~;di~ th~ St~t~~i Ark~n~~~ andi~g;-~~~-;'-~(iby-ih;I;~~~f A~k-a nsa;a~-dth~-Unii~d 
I States of America. This Application is incorporated in and made a part of the Group Policy and Benefit Certificate. 

!-h~~bY-;~-e;th-;-ab~ve ~ef;~en~;d-CcJ-ve-r-ag-e-an-d-agr-ee-th-ewo~p-;;';~-~anc·;'-su-bjectt-o-th-e-termsa;;-dco-n-d-i-Iio-n~~f It;; 
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. 
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EMPLOYER APPLICATION
 
Blues Enroll
 

IRe~e~APPLlCAnONby: City of Jonesboro Urban Renewal & Housin 

I (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 

rL~9~1~;;~ ~f-B~~i-~~~-c-iTYOFJONES-BO-RO----

[D78JA: City of Jonesboro Urban Renewal & Housin 
IStreet Address: 330 Union-S-tr.-e-et---------------'--------'-----'-------I 

------------------------r:::-----.----------... - ---­
rCity, State, Zip: Jonesboro, AR , 72401 iCounty: Craighead 

!Mailing Address: (if different from Street) 330 Union Street 

ICity, State, Zip: Jonesboro, AR , 72401 

rT~~-#:8m~935-9800 

IFax #: ­
P=~d. TaxJ.D-li;71~oo24763---------------- --- ....------------------ ------------------ ---.--­
IE;;~~~;;t--- --------fs~-----------·--------------·----

IGroup Administrator: Gloria Roark iE-Mail: 
Ipri;;a-rYSICC~d;-9199----·--SIC[Je~~~iptio~:-G~~e~aIG~~~~~nt,NEC--- -..~. '-"--" .-------------- .._-.-. 
[BU~Typ;;-G(;em~-ent-E~-·----·---

IAgent: '!A-g-e-n-t'·s-L-ic-#-:-----------------­

IAge~t'~·co~·p~~y:----Ag~~t~~-Ta~l(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 
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 
inVOIVed in presenting such a claim. Further, ABCBS may cancel or rescind the entire Group Policy if the Policyholder or any 
representative of the Policyholder knew or should have known of the improper claims, or if the Policyholder's action or inaction 
contributed to presentation of improper claims. \ 

PROXY 

The Policyholder hereby appoints the Board of Directors ("Board") of Arkansas Blue Cross and Blue Shield ("ABCBS"), as its 
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 vole 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.rn. 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
jPOliCyholder may revoke this proxy in writing by advising ABCBS, at1ention Legal Division, of such atleasl five (5) days prior to 
!any meeting. The Policyholder may also revoke ils proxy by at1ending and voting in person at any Member's meeting. J 
-_._--._--- _ __._-_._---­.. _._ ....._----_ ... _-_.--.~--~---~._.~-----------_._------~-_.,-----_.
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BENEFIT SELECTION ..
 

iPREFERRED PROVIDER ORGANIZATION (PPO) .. PPO XXX - 1 -- --.---. ­

IREQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 111/2010 
iEffective Date is first of the month following the Waiting Period. 

Date of Open Enrollment Oecember .. 2010
 
If a month is not specified. the Group's Open Enrollment will be Ihe month prior 10 the Group's renewal date.
 

[~~ ~~~i~C"Pti-""~ ~~_e~~~'-::-_" :-;:f~=:=:t=I:=i;=:=~=i:=~=o!<=o ==o=e=p=e=nd=e=n=t=6=6=O=YO=-=-=-:~=-=_= 
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 10 con/n'bute the percentage of Employees' premium specified above. 
IMa;im-~m-D~p;-~dentAg;n---'-----'-'-'-"'-"--------".---.--.-...--,,-.-.--,,-----.--.-­

!Mandated Mental Health Parity: Yes 

,Please Indicate whether a HRA, or mechanisms utilized to reduce the employee's portion of health plan costs, is either in place or planned to be 
purchased No 
Rates offered for this plan are contingent on assertions submitted by the insurance applicant (or its agent) that there is no HRA or other 
funding mechanism in place, nor intent to purchase such an arrangement. Upon evidence to the contrary, the group health plan is subject to 
Itermination. 

._---­=============-;:::=======-;::======IDeductible Carryover: No 

IBasis: Fulfillment 

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

IBased on actuarial reView, this drug benefit option is creditable to the standard Medicare Pan 0 prescription coverage.
 

I~' 

jPPO Optional Benefits: 
r--------~------r.= 

!Wellness .. Elected [Inpatient Copay .. None
 

jOffice Visit Copayment .. $30 IMaternity .. E-'-e-ct-e-d------------·
 
r----··------·-~--·--------------,----------~---.------- ..-----------.---.-.--..--.---. ­
lAir Ambulance .. Declined jSupplemental Accidental Endorsement - Declined
 

[B~C~~d fER Copayment .. $100
 

[Arkansas Mandated Offer Benefit Riders:
r---· You Must Elect or Reject EachRid;~-:~-----------------


IMammography .. [~stance Abuse - Reject 
,Reject j 

'~~--~jiPsychiatric F 
d't' R - t TMJ· .. RejectICon eJec, I Ion.. 

--------~---IHearing Aid - Reject 

!'Rejection of the TMJ Benefit Rider means covered benefits provided to Covered Persons will not include temporomandibular 
[Joint disorders (TMJ) or cranlomandibular disorders ,---_.- ._--------.--...--.~ I 
i Term Life and AD&D through USAble Life is not Provided 

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

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

-
I rTwo Tier Co~posite ITotal Premium 

Employee 
I
1$316.43 
I1- Family 1$679.B2 

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 
iGroup health plans for employers with 20 or more employees on more than 50% of the business days in the previous 
[calendar year are subject to Cobra. Employers are required to provide qualified beneficiaries an election period during 
which the beneficiary can elect to continue coverage under the guidelines. We offer the services of a vendor, "Ceridian", 
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-l Under the governmental guidelines the group health plan is subject to Cobra, meeting the
 
criteria for 20 or more employees.
 

j
(Yes· )(No-llf 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. 
--'-~"-------------------'-------~-'-'---'-------_.__._------"- -_._---_._-----_ .. __._-_.-------------_.__._--------------­

jFull-Time Employees enrolling (including 'those satisfying their waiting period within 3 
Imonths after the effective date): 

[Full-Time Employees waiving (including those satisfying their waiting period within3-I~'---I-~--I-
Imonths after the effective date): i I I 
(COBRA Continuees(Enrolling): i-I i---
ILife ONLY Contracts: I 1 1--
ITotal Enrolling and Waiving: .--..-------------...--.-...- ..-----r---'-1-···-·..··_-,-_·­
!Part TimefSeasonalfTemporary Employees: 1
 

ITotal # of Employees: I
 
r- - - .- . .... -. - - .- -- -'-" --"-'--- ­
Minimum Number of Insured Employees. To meet large group enrollment guidelines a group must have at least flfty­
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. 
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 

I,covered by the Policy becomes less than the percentage of Employee participation specified above. 

!Special Group Considerati~ns Form# 23-2186, Description No Deductible CarrYover -.--..- ...-----.. ~ 
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SIGNATURES .. 

1Thi~-Appl i~aii;~i~~;d~a~dd~I;~e~edi~-theState;iA-~k~~ ~a~a~d -;~g;;;e~~;d by-th;-Ia~s-~f-A~ka-~;~~a~dlhe-U~;ted 
Istates of America. This Application is incorporated in and made a part of the Group Policy and Benefit Certificate. 1------------------------------------- --._----------------------------- ---------._------------,----------------­I hereby renew the above referenced coverage and agree the group insurance, subject to the terms and conditions of the 
policies renewed, will take effect as of the renewal date, provided this application is approved and the premium is 
received by the home office of Arkansas Blue Cross and Blue Shield. I also understand that my signature below 
represents my agreement and acceptance of the premium rate schedule. 1 
-----~-~------------------_._._-_._---,----------~-~.--_._-----------

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. 
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