— d EMPLOYER APPLICATION

Arkansas Blues Enroll
BlueCross BlueShJeld

Licewwen of the Bus Ci nd Bise Shisid,

’Renewal APPLICATION by cITy OF JONESBORO ) - ;
| (hereinafter called "Pohcyholder")

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 i
and eligible dependents, to contrlbute to the cost of the PIan and to activel promote the Pian to the Polic holders employee

(GROUP INFORMATION

[Legal Name of Business: CITY OF JONESBORO

[DiBIA: € CITY OF JONESBORO

|Street Address: 515 W Washigton ‘ ;
EClty State, Zip: Jonesboro, AR, 72401 N ) [County Craighead i
[Mailing Address: (if different from Street) P O BOX 1645 " | -
HClty, Statg, Zvlwp. Jpnesboro , AR, 72403 |
[Telephone #: 870-933-4640 |

|Fax #: - B

[Fed_ Tax 1.0 # 716013749 W_v
|Exec Contact: Harold Pemin B 7 ‘]E-Mailz
(Group Administrator: GLORIA ROARK ,IE-Mail:

g‘anary SIC Code: 9199 SIC Description: General Government, NEC B v !

;[Business Type: Govemment Entity , N
|Agent: |Agent's Lic #:

[Agent's Company:  Agent's Tax Id: | e
IPOLICYHOLDER AS PLAN ADMINISTRATOR e

The Policyholder, as Plan Administrator, assumes responsibility for the accuracy of information presented to Arkansas Blue
‘ICross 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 Appiication or any of the materials
|submitted with it, including, but not limited to, individua! 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
i|presented in filing of any claims hereunder ("improper claims"), ABCBS may cancel or rescind the coverage of any individual
{linvolved in presenting such a claim. Further, ABCBS may cancel or rescind the entire Group Policy if the Policyholder or any

3, representative of the Policyholder knew or should have known of the improper claims, or if the Policyholder's action or inaction

‘(contributed to presentation of improper claims.

{PROXY ) '

IThe Policyholder hereby appoints the Board of Directors ("Board”) of Arkansas Blue Cross and Blue Shield ("TABCBS"), as its
‘Iproxy to act on its behalf at all meetings of members of ABCBS. This appointment shall include such persons as the Board
‘may designate by resolution to act on its behalf. This proxy gives the Board, or its designee, full power to vote for the
[Policyhoider 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. Ifthe
|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 i
‘|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 priorto
.fany meeting. The Policyhoider may also revoke its proxy by attending and voting in person at any Member's meeting. !
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héNEFIT S,ELE,CTIOWN” R R R R R R R

j PREFERRED PROVIDER ORGANIZATION (PPO) - PPO XXX - 1

REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2011
.[Waiting Period Note: Effective Date is first of the month following the Waiting Period.

.|Date of Open Enroliment December
Hld a month IS not speclﬂed the Group s Open Enrollment wlII be the monlh pnor to the Group 'S renewal date.

]CIass |Class Descrlptlon v IWamng Period i[Contnbutlon
|t [FaiTme  [tMonth  [Employee86% Dependent 66 %
]2 i|Retirees v - IO Monwt‘h‘s - §|Emplpyee0% Dependent 0 %

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 contn'bute the percentage of Employees' premium speaified above.

|Max'"'“"' Dependent Age 26 e . |
[Mandated Mental Health Parlty 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 i
Rates offered for this plan are contingent on assertions submitted by the insurance applicant (or its agent) that there is no HRA or other %
funding mechanism in place, nor intent to purchase such an arrangement. Upon evidence to the contrary, the group health plan is subject to ]
jtermination. !

? |Deduct|ble . — — f ‘ v / |$500 B ~ v »V I[Deduc:tlble Carryever: No —
|Fam|Iy Deductible: » I3 ~ |Basis: Fulfilment — ‘!
[Coinsurance: _ _ |B0%f60% |

: iln-Network Calendar Year Comsurance Max ?‘$2000 v "

]Famlly Calendar Year Coinsurance Max: ;[3 ) fﬁ[Basis: Fulfiliment

gf]Out-ef-Nerwork Calendar Year qunsurance Max: [None o ) v 7 ,

:‘Lifetime Maximum: ‘ ]Unhmlted _ ‘ i
ﬁ'radmonal Wellness
§|Prescr|pt|on Drug Rider PIan $10I$30/$50 Ma|l Order Drug 2x Copay (90 days)

;'Based on actuarial review, this drug beneﬂt optlon is credltable to the standard Medicare Part D prescnptlon coverage

[PPO Optional Benefits: o 1
| [Inpatient Copay - None o ) :
|[Office Visit Copayment -$30 " Matemity - Elected

i|Supplemental Acmdental
|Endorsement - Declined
[ER Copayment - $100

| Biue Card

r rkansas Mandated Offer Benef t Rlders ,.

‘ o You Must Elect or Reject Each Rlder |
flMammography - Reject [Substance Abuse - Reject ,
~ [™™J* - Reject | -

[Psychiatric Condition - Reject

%‘Hearing Aid - Reject
'|*Rejection of the TMJ Benefit Rider means covered benefits provided to Covered Persons will not include temporomandibular
| Joint disorders (TMJ) or craniomandibular disorders.

.]Term Life and AD&D through USAble Life is not Provided
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T  mams-PPOXX]

[Two Tior Composite [TotarPromium
[ Bmployee o [s31e43
[ Famiy » v '|$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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JATTESTATIONS

If no, who will administer Cobra for you?

"A group health plan or group health insurance coverage ceases to be a grandfathered health plan if the employer or
:lemployee organization decreases its contribution rate towards the costs of any tier of coverage for any class of
:[|similarly situated individuals by more than 5 percentage points below the contribution rate on March 23, 2010."

[|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, "Cendlan :

‘| [to assist you in administering Cobra (no additional cost).

Both full time and part time employees are counted to determine if a plan is subject to Cobra. Each part-time

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

Z (Yes_'{(No_) Under the governmental guidelines the group health plan is subject to Cobra, meeting the

criteria for 20 or more employees.

? (Yes\/)(No__) If yes, do you wish to use the services of Ceridian?

‘| |Grandfather Status - Our records indicate that your health plan continues to be grandfathered under the Patient
|| Protection and Affordable Care Act (PPACA) due to the benefit plan you have selected for renewal. However, there may i
' |be other reasons why you could lose grandfathered status, including reducing the amount of contribution made to the ||
plan on behalf of employees as defined by the Interim Final Rule, an excerpt from which follows below:

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

; ﬁes, | agree with the status as shown.

___No, I disagree with the status as shown because
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EMPLOYEE INFORMATION
IMINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS.

;| |{Under the Medicare Secondary Payer Rules, it is the Employer’s responsibility to annually infofm Arkénsas
||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). 4
| | Full-Time = means an active employee with a minimum of 30 hrs/week & 48 weeks/year

[nState  [Outof State [Total

Full-Time Employees enroliing (including those satisfying their waiting period within 3 5
months after the effective date): ﬁ :

- - s00
Fuli-Time Employees waiving (including those satisfying their waiting period within 3 ; L
months after the effective date): ; ?& - % ’

i

j [COBRA Continuees (Enrolling): o ) o |
||Life ONLY Contracts: e [

ﬁ[ﬁtal Enrolling and Waiving: v fr F | v |
f|Par1 Time/Seasonal/Temporary Employees : ! o S|
|[Total # of Employees: - B 1595]
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|
‘la small group upon renewal.
Minimum Participation Requirements. If an employer pays 100% of the employee-only premium, 100% of all full-time
‘|employees must be insured. If an employer pays less than 100% of the premium, employees covered through other
;|comprehensive major medical-type coverage may be waived from the eligibility count. 75% of all eligible employees
i|without waivers must be insured, and no less than 50% of the full-time employees must enroll.

i
H
i

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

' Special Group Considerations Form# 23-2170, Description Continuation for Municipal Emps 55+
|Special Group Considerations Form# 23-2186, Description No Deductible Carryover ,

;]gpecial Group Considerations Form# 23-2432, Description Contin for City Cnsl Mbrs & Elect Officials
’Special Gfoup Considerations Form# 23-2546, Description alternate eligibilty hours(40/week)
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| This Application is made and delivered in the State of Arkansas and is govemed by the laws of Arkansas and the Unitedf
‘|States of America. This Application is incorporated in and made a part of the Group Poiicy and Benefit Certificate.

|l 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 knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly :
presents false information in connection with an application for insurance is guilty of a crime and may be
_subject to fines and confinement in prison.

1. Policyholder —

Signed at %ﬁf:}m /4]6 , this % day of D(C?mh’/bo@

(City, State)

e S T

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

( 2.3908

Agent Signature Insurance License #/ Agency Fed. Tax ID #
Devo €. Fredusen] |
Agent Printed Name Date

10-102GRPAPP R01/10



O
. 4 EMPLOYER APPLICATION

Arkansas Blues Enroll
BlueCross BlueShield

An Independent Licensso of the Biua Cross and Bius Shield Assoastion

[Renewal APPLICATION by: CITY OF JONESBORO |
| __(hereinafter called "Policyholder”) -

for a Group Pollcy covermg the employees of the Policyholder and the eligible dependents of such employees The
Pohcyholder intends hereby to establish and maintain an employee benefit plan (the "Plan") for the Policyholder's employees
;|and eligible dependents, to contrlbute to the cost of the Plan and to actlvely promote the Plan to the Pollcyholders employees }

GROUP INFORMATION

ILegal Name of Business: CITY OF JONESBORO
|D/BIA: CITY OF JONESBORO - 7
Street Address: 515 W Washigton o B ‘ N

1
i
i
\

|City, State, Zip: Jonesboro , AR , 72401 o LCounty Cralghead
Mailing Address: (if different from Street) P O BOX 1845

Clty State, Zip: Jonesboro AR, 72403

JTeIephone# 870-933-4640

[Fax# - ] ]
|Fed. Tax I.C D# 71 -6013749 -

[Exec Contact: Harold Perrln ) ﬁE Mail:

"Group Administrator: GLORIA ROARK |E-Mail:

|Primary S SIC Code 9198 SIC Descnptlon General Govemment NEC

|Business Type: Govemment Entlty 7 o
[Agent: . lAgentslic#

1Agent‘s Company Agent's Tax Id

POLICYHOLDER AS AS PLAN , ADMINISTRATOR

- The Policyholder, as Plan Administrator, assumes responsibility for the accuracy of information presented to Arkansas Biue
/|Cross and Blue Shield ("ABCBS"), including all information on the employment status and eligibility of individuals to be covered:
under the Plan, as well as medical information provided with respect to each such individual. The Policyholder agrees that if
'Imisrepresentations are made in any of the information provided for rating or in this Group Application or any of the materials
submitted with it, including, but not limited to, individual applications and medica! 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
irepresentative of the Policyholder knew or should have known of the improper claims, or if the Policyholder's action or inaction |
‘ contrlbuted to presentatlon of |mproper 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, Littie 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 priorto
‘|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 ieast five (5) days prior to
'lany meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting.

10-102GRPAPP R01/10



\BENEFIT SELECTION
|RX ONLY - MEDIPAK SUPPLEMENT RX -

REQUESTED EFFECTIVE DATE, PENDING APPROVAL |s 1/1 /2011
|Waiting Period Note: Effective Date is first of the month following the Waiting Period.

i
;|Date of Open Enrollment December
||/f @ month is not specified, the Groups Open Enroliment will be the month prlar to the Group's renewal date.

|[Class |Class Descnption - ‘Iﬂltlng Period ﬁ:ontributuon »
‘ [4 (';,r'::dssljr?(p eictd offics w20 Yrs : 0 Months Employee 25 % Dependent 0 %

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

[Manmum Dependent Age: 26 L e S
‘{Mandated Mental Health Parity: Yes -

;[P scription Drug Rider Plan: $10/$30/$50, Mail Order Drug 2x Copay (90 days)

:[Based on . actuanal review, this dmg beneﬁt option is credltable to the standard Medlcare E‘an D prescnptlon coverage
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; r RATES - MEDIPAK SUPPLEMENT RX ] 7 J

||One Tier Composite B _____|TotaiPremium
| Employee _ [s78o8

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

linvolved in this transaction, please direct your inquiry to the agent or broker. =~

10-102GRPAPP RO1/10




L ATTESTATIONS

'||COBRA

Group health plans for employers with 20 or more employees on more than 50% of the business days in the previous
calendar year are subject to Cobra. Employers are required to provide qualified beneficiaries an election period during
which the beneficiary can elect to continue coverage under the guidelines. We offer the services of a vendor, "Ceridian”,:
||to assist you in administering Cobra (no additional cost).

‘| |Both full time and part time employees are counted to determine if a plan is subject to Cobra. Each part-time
||employee counts as a fraction of an employee, with the fraction equal to the number of hours worked divided by the

/| [number of hours used to determine full time status.

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

(YesﬁNo_) If yes, do you wish to use the services of Ceridian?

| If no, who will administer Cobra for you?

'| |Grandfather Status - Our records indicate that your health plan continues to be grandfathered under the Patient
|Protection and Affordable Care Act (PPACA) due to the benefit plan you have selected for renewal. However, there may,
'|be other reasons why you could lose grandfathered status, including reducing the amount of contribution made to the '
|plan on behalf of employees as defined by the Interim Final Rule, an excerpt from which follows below:

' “A group health plan or group health insurance coverage ceases to be a grandfathered health plan if the employer or
|lemployee organization decreases its contribution rate towards the costs of any tier of coverage for any class of
i|similarly situated individuals by more than 5 percentage points below the contribution rate on March 23, 2010."

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

; |_Y¥ Yes, | agree with the status as shown.

|| No, | disagree with the status as shown because

10-102GRPAPP RO1/10




’EMPLOYEE INFORMATION
IMINIMUM 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

; Medlgaﬂreiand Medicaid Services (CMS).

'L Full-Time = means an active employee wnth a mlnlmum of 30 hrs/week & 48 weeks/year

ﬁsﬁté <‘]Out of State h:|‘Tovtnl

2|  la

‘ Full-Time Employees enrolling (including those satisfying their waiting period within 3

| |months after the effective date):

f i Full-Time Employees waiving (|nclud|ng those satlsfymg their waiting penod w:thln 3

|Imonths afer the effective date): .

|[COBRA Continuees Enroling): ( B

t

—d

.
|

| |Life ONLY Contracts: .
| lﬂal Enrolling and Waiving: N

| rPan Time/Seasonal/Temporary Employees e “

? [Total # of Employees: | g\

, Mimmum Number of Insured Employees To meet Iarge group enroIIment gundellnes a group must have at Ieast fifty- |
/|one full-time enrolied employees. Groups whose enroliment subsequently drops below fifty-one enrolled must be rated as
/la small group upon renewal.
‘Minimum Participation Requirements. If an employer pays 100% of the empioyee-only premium, 100% of all fuIl-tlme
|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
Jwithout waivers must be insured, and no less than 50% of the full-time employees must enroll.

This Policy may be terminated by the Company if the number of insured Employees falls below the minimum
number of insured Employees specified above or if the percentage of eligible Employees of the Policyholder

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

v\Special Group Considerations Form# 23-2170, Description Continuation for ‘Municipal Emps 55+

\Speclal Group Considerations Forn# 23-2186,  Description No Deductible Carryover

[Spemal Group Considerations Form# 23-2432, ‘Description Contin for City Cnsl Mbrs & Elect Off cnals
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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 Appli»ca»tiqrr\ _is»i*r_wcgrpqrated in and made a part pf the Group Policy and Benefit Certificate.

Ti 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 Biue 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. 7 ;

[1. Policyholder

Signed at , this g day of D”Cié/’hbm ZOJ,_O

(City, State)

/2. Agent :
|| hereby certify that all of the information contained in this employer application is correct to the best of my knowledge, -
'land | know nothing unfavorable about this firm or any individua! 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 Biue Cross and Blue Shield will have no liability until this application has

|been approvgd and the premium is received.

‘Lﬁz/' 23908

: ent Signature Insurance License # / Agency Fed. Tax ID #
| Denp €. fredvson
! Agent Printed Name Date

10-102GRPAPP RO1/10




EMPLOYER APPLICATION

Arkansas Blues Enroll
BlueCross BlueShleld

Licensee ot the Biua C!

[Renewal APPLICATION by Clty of Jonesboro Mummpal Airport o , ’
r[ (hereinafter called "Pollcyholder") f

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 eliglble dependents to contnbute to the cost of the Plan and to actlvely promote the Plan to the Pohcyholder ] employees |

{ GROUP INFORMATION |

|Legal Name of Business: CITY OF JONESBORO | ;
§|DIB/A: City of Jooes_bo_ro Municipal Airport ‘ » ' _ ’ - - — — ;
|Street Address: 4116 Linbergh Drive | ' ]
[Clty State, Z|p Jonesboro, AR, 72403 - [County Craighead V ‘ i

;fClty. State. le. Jonesboro , AR . 72403
Telephone #: 870-933-4640

, Fax #: - ' = . '
[Fed. Tax 1.D #: 71-0028290 »
|Exec Contact: , ]E-_Mail:
|Group Admlmstrator Glona Roark ]E-Mail: '

‘|anary SIC Code: 9199 SIC Description: General Government, NEC

;|Business Type: Government Entity _
;|Agent: |Agent‘s Lic #:

:‘Agent‘s Company: Agent's Tax Id:

{POLICYHOLDER AS PLAN ADMINISTRATOR

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

A PROXY ) ' B '

/| The Policyholder hereby appoints the Board of Directors ("Board”) of Arkansas Blue Cross and Blue Shield ("ABCBS"), asits |
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
;|Palicyholder 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 lega} 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, shail remain in effect during the Policyholder's membership in ABCBS. The i
.|Policyhoider may revoke this proxy in writing by advising ABCBS, attention Legal Division, of such at least five (5) days prior to

i any meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting.
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[BENEFIT SELECTION

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

/REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2011
|Waiting Period Note: Effective Date is first of the month following the Waiting Period.

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

‘|Class {Class Description :]Waiting Period [Contribution
‘1 |FuIITime S '|1 Month o [EmployeeGG% DependentGG%

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

;[Maximum Dependent Age 26 o v :
?[Mandated Mental Health Parity: Yes

i

!|Please Indicate whether a HRA, or mechanisms utlllzed to reduce the employees pomon of heatth plan costs is elther in place or p|anned 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 3
| funding mechanism in place, nor intent to purchase such an arrangement. Upon evidence to the contrary, the group heatth plan is subject to
{termination.

| Deductivle [0 [Peductible Carryover: o
‘ ‘Famlly Deductible ) o |3 o ;‘Basis; Fulfilment - s
|Coinsurance: (eo%/so%

‘[In-Network Calendar Year Coinsurance Max: ![$2000 ,

|Family Calendar Year Coinsurance Max: [3 |Basis: Fulfilment

;jIOut-of-Network Calendar Year Coinsurance Max: ;lNone

||Lifetime Maximum: , ~ |Unlimited

|[Traditional Wellness

lPrescrlptlon Drug Rider Plan: $10/$30/850,  Mail Order Drug - 2x Copay (90 days)

[Based on actuarial review, this drug benefit option is creditable to the standard Medicare Part D prescnptlon coverage
\PPO Optlonal Benefits:

i Ilnpatnent Copay -None o ' 7

|Office Visit Copayment - $30 {Matemity - Elected

. |Supplemental Accidental
Blue Card |Endorsement - Declined

IER Copayment - $100

;lArkansas Mandated Offer Benefit Riders: ;
] § You Must Elect or Reject Each Rider: |
;|Mammography —‘Reject v 7 ISubstance Abuse Reject /
'|Psychiatric Condition - Reject A]TMJ* - Reject

§|Heanng Aid - Reject

.|*Rejection of the TMJ Benefit Rlder means covered benefits provided to Covered Persons will not |nclude temporomandibular !
Joint disorders (TMJ) or craniomandibular disorders.

J\Term Life and AD&D through USAble Life is not Provided
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| | _ — " RATES - PPO XXX - 1

‘ ; 4|’vrotal Premlum
[8316.43
[s679.82

‘Two Tigr Composite

| Employee

| Family

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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|/coBRA

||calendar year are subject to Cobra. Employers are required to provide qualified beneficiaries an election period during

| |which the beneficiary can elect to continue coverage under the guidelines. We offer the services of a vendor, "Cendian", |,

| |to assist you in administering Cobra (no additional cost).
Both full time and part time employees are counted to determine if a plan is subject to Cobra. Each part-time

‘| lemployee counts as a fraction of an employee, with the fraction equal to the number of hours worked divided by the

'[\number of hours used to determine full time status.

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

; (YesV_)(No__) If yes, do you wish to use the services of Ceridian?
| |If no, who will administer Cobra for you?
| Grandfather Status - Our records indicate that your health plan continues to be grandfathered under the Patient

‘Ibe other reasons why you could lose grandfathered status, including reducing the amount of contribution made to the
‘lplan on behalf of employees as defined by the Interim Final Rule, an excerpt from which follows below:

[|"A group health plan or group health insurance coverage ceases to be a grandfathered health plan if the employer or
| lemployee organization decreases its contribution rate towards the costs of any tier of coverage for any class of
i[|similarly situated individuals by more than 5 percentage points below the contribution rate on March 23, 2010."

Pl\c7se confirm if you agree with the grandfathered status as indicated above.

Group health plans for employers with 20 or more employees on more than 50% of the business days in the previous

Protection and Affordable Care Act (PPACA) due to the benefit plan you have selected for renewal. However, there m

Yes, | agree with the status as shown.

_ No, | disagree with the status as shown because
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EMPLOYEE INFORMATION

'MINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS.

Under the Medicare Secondary Payer Rules, it is the Employer’s responsibility to annually lﬁform Arl(ahsas
| |Blue Cross of proper employee counts for the purpose of determining payment priority between Medicare
‘' land Arkansas Blue Cross. Arkansas Blue Cross is required to furnish these counts to the Centers for
||Medicare and Medicaid Services (CMS).

: l Full-Time = means an active employee with 2 minimum of 30 hrs/week & 48 weeks/year

[Instate  [OutofState  [Total

| [Full-Time Employees enrolling (including those satisfying their waiting period within 3
| /months after the effective date): | !
X |Full-Time Employees waiving (lncludlng those satlsfymg their waiting period wnthln 3 . o x

| |/months after the effective date):
[COBRA Continuees (Enrolling): ‘ _ - v [ v | |
eoNVoomwmas [ |
|Total Enrolling and Wawmg ‘ v | |
IPart Time/Seasonal/Temporary Employees 3|

l

ﬁ';tal # of Employees

Mmlmum Number of Insured Employees To meet large group enrollment gwdelmes a group must have at Ieast fi fty
|one full-time enrolled employees. Groups whose enroliment subsequentiy 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 fuil-time
‘lemployees 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.

s%QGD O [~

| This Policy may be terminated by the Company if the number of insured Employees falls below the minimum z
|number of insured Employees specified above or if the percentage of eligible Employees of the Policyhoider :
‘'covered by the Policy becomes less than the percentage of Employee participation specified above. ;

;|Sbecial Group Considerations Form# 23-2546, Description altemate elgiblily_hqyre(40/week)
lSpecial Group Considerations Form# 23-2186, Description No Deductible Carryover o
;|Special Group Considerations Form# 23-2232, Description Continuation of RX for Retirees !
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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
palicies 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 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. Policyholder

Signed atW AK , this 8th dayofbecﬁzwm ZO_IQ

(Clty, State)

S PO

12, Agent

11 her%by 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
‘lthe 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.

4)[2»/ 225908

/Qgent Signature Insurance License # / Agency Fed. Tax ID #
Dewid €. SelOse’
Agent Printed Name Date

10-102GRPAPP R01/10




EMPLOYER APPLICATION

Arkansas Blues Enroll
BlueCross BlueShield

AnIndependert Licerese of the B Cross snd Biuse Shisid Association

_'|Renewa| APPLICATION by: City o_f_Jonesbpro Craighead Library
| (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 pian (the "Plan”) for the Policyhelder's employees
|and ellglble dependents, to contrlbute to the cost of the Plan and to actlvely promote the Plan to the Pohcyholders employees 1

'GROUP INFORMATION
§‘L_ega| Name of Business: CITY OF JONESBORO !
[D/BIA: City of Jonesboro Craighead Library " T
[Street Address: 315 W. Oak "}‘ " 1
[City. State, Zip: Jonesboro, AR 72401 [County: Craighead _
[Mailing Address: (f different from Streef) 315 W. Oak — ;
[City, State, Zip: Jonesboro , AR , 72401 ' '
[Telephone # 870-033-4640

;[Fax - v . L . i
|Fed. Tax 1.D #: 71-0023849 | . ;
[Exec. Contact: 7 [E-Mail:

|Group Admmlstrator Nancy Dobblns [E-Mail:

|Primary SIC Code: 8231 SIC Description: Libraries

?lﬁusinees Type: Government Entity

|Agent: |Agent's Lic #:

{Agents Company: Agents Tax Id:

'POLICYHOLDER AS PLAN ADMINISTRATDR

'|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 coveredf
‘lunder the Plan, as well as medical information provided with respect to each such individua!. 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
‘linvolved 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. i

jPROXY ' '

.| The Policyholder hereby appoints the Board of Directors ("Board") of Arkansas Blue Cross and Blue Shield ("ABCBS"), as its
‘|proxy to act on its behalf at all meetings of members of ABCBS. This appointment shall include such persons as the Board
imay designate by resolution to act on its behalf. This proxy gives the Board, or its designee, full power to vote for the
'|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 iocated 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
‘lany meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting.
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BENEFIT SELECTON

PREFERRED PROVIDER ORGANIZATION (PPO) - PPO XXX - 1

|REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2011

Waiting Period Note: Effective Date is first of the month foliowing the Waiting Period.
.|Date of Open Enroliment December

i Ifa month is not specmed the Group s Open Enrollment will be the month pr/or to the Group's renewal date.

|Class rClass Descnptlon v lWaltmg Perlod |Contr|but|on
|1 ]Full Time [1 Month _ o [Employee 66 % Dependent 66 %

|Note: The Employer must pay a minimum of 50% of the Employee premium. This Pallcy may be terminated by the company I‘f the Policyhoider
|fails to contribute the percentage of Employees' premium specified above.

]Wlammum Dependent Age 26 ,
lMandated Mental Heaith Parity: Yes )
' Please Indicate whether a HRA, or mechanisms ulillzed to reduce the employee s pomon of health plan costs, is elther 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
“ltermination.

|[Deductiole: 50 [Deductible Carryover: No _
| [Family Deductlble - 3 |Basis: Fuffilment ;
3[Comsurance ~ [60%/60%
lln-Network Calendar Year Coinsurance Max: ‘$2000 4 - )
;|Fam||y Calendar Year Comsurance Max: ;|3 lBasis: Fulfillment ; ’
;Eut-of-Network Calendar Year Coinsurance Max: leone ‘ |
;:[Lifelime Maximum: . o }lvUnIimi‘ted

lTraditionaI Wellness

[Prescrlptlon Drug Rider Plan $10/$30/$50 Mail Order Drug - 2x Copay (90 days) o
[Based on actuarial review, th/s drug beneﬁt option is credltable to the standard Medlcare Part D pnsscnpt/on coverage.
: l—PO Optional Benef ts -

llnpatlent Copay - None o v »

|Off ice Visit Copayment $30 ‘ _lMatemity - Elected

|Supplemental Accidental
) Endorsement - Dectined

lER Copayment - $100

, |Blue Card

Fkansas Mandated Offer Benef‘ t Riders:

’ _ o o You Must Elect or Reject Each Rider:
»|Mammography - Reject _ lSubstance Abuse Reject
lPsychiatric Condition - Reject ﬁ'MJ* - Reject

[Heanng Aid - Reject

/| *Rejection of the TMJ Benefit Rlder means covered benefits provided to Covered Persons WI|| not mclude temporomandlbular
Joint disorders (TMJ) or craniomandibular dlsorders

_lTerm Life and AD&D through USAble Life is not Provided
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| - 7 RATES - PPO XXX - 1

fTwo Tier Composite_ . ;‘To!al Premium

( Employee - |$316.4'3 -

[ Famiy [s679.82

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, piease 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",’ j

1 lto 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

| Inumber of hours used to determine full time status.

(Yes__) (No__) Under the governmental guidelines the group health plan is subject to Cobra, mesting the
[ |criteria for 20 or more employees.

i (Yes__)(No__) If yes, do you wish to use the services of Ceridian?

’ If no, who will administer Cobra for you?

| |Grandfather Status - Our records indicate that your health plan continues to be grandfathered under the Patient
|Protection and Affordable Care Act (PPACA) due to the benefit plan you have selected for renewal. However, there may'|
; |be other reasons why you could lose grandfathered status, including reducing the amount of contribution made to the
i{ Iplan on behalf of employees as defined by the Interim Final Rule, an excerpt from which follows below:

{"A group health plan or group health insurance coverage ceases to be a grandfathered health plan if the employer or
||lemployee organization decreases its contribution rate towards the costs of any tier of coverage for any class of
i| |similarly situated individuals by more than 5 percentage points below the contribution rate on March 23, 2010."

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

___Yes, | agree with the status as shown.

___No, | disagree with the status as shown because
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[EMPLOYEE INFORMATION

IMINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS.

| {Under the Medicare Secondary Payer Rules, it is the Employer’s responsibility to annually infof'm 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

[instate  [OutofState  [Total

| [Full-Time Employees enrolling (including those satisfying their waiting period within 3
months after the effective date): ;@ ‘ : 0’14

| IFull-Time Employees waiving (including those satisfying their waiting penod within3
| [months after the effective date): 1 {

—~—

§\COBRAContinuees (Enrolling): _ ,, ‘ [ o |
|[Life ONLY Contracts: _ - T T T e
;[TotaIEnrolllng and Walvmg [ ‘ [ I®) !
; [Part Time/Seasonal/Temporary Employees : ’ ] O
j[Total#ofEmployees o o _ - L;?‘?

Minimum Number of Insured Employeas To meet large group enrollment gu1dehnes a group must have at least fifty-
‘lone full-time enrolied employees. Groups whose enroliment subsequently drops below fifty-one enrolied 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 tlme

lemployees 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 fuli-time employees must enroll.

I This Policy may be terminated by the Company if the number of insured Employees falls below the minimum ;

i

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. ‘

'ISpeciaI Group Considerations Form# 23-2546, Description altemate elgiblity hours(40/week)
;’Sipecial Group Co_nsiderations Formi# 23-2186, Description no deductible carryover g
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ISIGNATURES

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 Biue 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 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- Policyholder

Signed a%)hm)@ 7{)6/ , this j day ofb’(wnbm 20 [0

(City Sta e)

‘(2. Agent

il her%by 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
lthe 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 approvegiand the premium is received.

CL‘/’/ 272908

t Signature insurance License # / Agency Fed. Tax ID # 1
PDAvD €, & /2 MW
Agent Printed Name Date
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EMPLOYER APPLICATION

Arkansas Blues Enroll
BlueCross BlueShield

An independert Liconses of the Riue Croes and Bius Shisid Association

rRenewaI APPLICATION by: City of Jonesboro Urban Renewal & Housin
;l (hereinafter called "Policyholder”)

[|for a Group Policy covering the employees of the Policyholder and the eligible dependents of such employees. The
Pollcyholder intends hereby to establish and maintain an employee benefit plan (the "Plan”) for the Policyholder's employees
and eligible dependents, to contrtbute to the cost of the Plan and to actlvety promote the Plan to the Pohcyholder’s employees.

‘ GROUP INFORMATION

[Legal Name of Business: CITY OF JONESBORO
[DIBIA: City of Jonesboro Urban Renewal & Housin — !
rStreet Address: 330 Union Street — v 7 k —
[Clty State, Zip: Jonesboro , AR, 72401 . (County Craighead
| Mailing Address {if dtfferent from Street) 330 Umon Street -
?[C_lty, State, Zip: Jonesboro , AR , 72401 — - B .
[Telephone # 706359800 “

|Fax # -

[Fed. Tax 1D #:71 20024703 _ ,
[Exec. Contact: o [E-Mail:
rGroup Admmnstrator Janlce Grissum v[E-Mail: | . 7 f

ﬁ’nmary SIC Code: 9199 SIC Description: General Govemment, NEC »
Z[Business Type: Govemment Entity 7

i|7t\gent‘ 7 '{Agent's Lic #:
P\gent's Company ) Agent's Tax ld'

- The Policyholder, as Plan Administrator, assumes responsibility for the accuracy of information presented to Arkansas Blue
|Cross and Blue Shield ("ABCBS"), including all information on the employment status and eligibility of individuals to be covered:
‘lunder the Plan, as well as medical information provided with respect to each such individual. The Policyholder agrees that if
‘misrepresentations are made in any of the information provided for rating or in this Group Application or any of the materials ;
submitted with it, including, but not limited to, individual applications and medical information, then ABCBS may cancel or ’
|rescind this Group Policy. The Policyholder further agrees that if misrepresentations or false or misleading information is 1
J|presented in filing of any claims hereunder ("improper claims"}, ABCBS may cancel or rescind the coverage of any individual
‘linvolved 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, o if the Policyholder's action or inaction !
‘icontributed to presentation of improper claims. i

| The Policyholder hereby appoints the Board of Directors ("Board") of Arkansas Blue Cross and Blue Shield ("ABCBS"), as its i
|proxy to act on its behalf at all meetings of members of ABCBS. This appointment shall include such persons as the Board ;
'|may designate by resolution to act on its behalf. This proxy gives the Board, or its designee, full power to vote for the

;[ Policyholder on all matters that may be voted upon at any meeting. The annual meeting of Members is held each year at the
‘lhome office of ABCBS located at 601 S. Gaines Street, Little Rock, Arkansas, on the third Monday of March, at 1:00 p.m. If the
: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 maited not less than ten {10) or more than sixty (60) days prior to !
‘Isuch meeting. This proxy, uniess revoked, shall remain in effect during the Policyholders 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 aiso revoke its proxy by attending and voting »in__person at any Member's meeting.
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BENEFIT SELECTION

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

REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2011

Waiting Period Note: Effective Date is first of the month following the Waiting Period.
.|Date of Open Enroliment December
‘ Ifa month is nol speclfled the Group S Open Enrollment wlll be the month prior to the Group's renewal clale.

[Class (Class Descnptlon » lWaltmg Period ‘Contrlbutlon
: 11 [Full Time o [1 Month v ’ |Employee 86 % Dependent 66 %

Note The Employer must pay a minimum of 50% of the Employee premium. ThlS Policy may be termmated by the company if the F‘ollcyholderb
fails to contribute the percentage of Employees’ premium specified above.

iﬁllaxnmum Dependent Age 26
[Mandated Mental Health Parity: Yes

; Please Indicate whether a HRA, or mechanisms utlllzed to reduce the employee's portion of health plan costs, is either in place or planned to be
i|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
1 . .
.{termination.

| peductibie: W [Detuctivle Carryover: No
T (Famlly Deductlble » - |3 lBasus. Fulfilment V |
{|Coinsurance: | |B0%/60% |
:[In-Network Calendar Year Coinsurance Max: 1$2000 ) ‘ 7

;;[Family Calendaf Year Coinsurance Max: )|3 [Basis: Fulfillment

(Out-of-Network Calendar Year Coinsurance Max: ﬁ\lone

|[Cifetime Maximum: | [Unlimited

[Traditional Wellness

lPrescrlptlon Drug Rlder PIan $10l$30/$50 Mail Order Drug - 2x Copay (90 days)

_]Eased on actuarial review, this drug beneﬁt ophon is credltable to the standard Medicare Part D prescnptlon coverage.
|[PPO Optional Benefits: _

: [Inpatlent Copay - None

[ Office Visit Copayment - $30 f]Matemity - Elected

|Supplemental Accidental
. Blue Card ‘|Endorsement - Declined

y IER Copayment - $100 ‘
FArkansas Mandated Offer Benefit Riders: ‘

i ~ You Must Elect or Reject Each Rider:
}[Mambmography' - Reject ]Substance Abuse - Reject
rsychiatric Condition - Reject |TMJ' - Reject

[Heanng Aid - Reject

*Rejection of the TMJ Benefit Rlder means covered beneﬁts provided to Covered Persons will not include temporomandlbular
‘|Joint disorders (TMJ) or craniomandibular disorders.

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

| Total Premium
[316.43
|s679.82

]Two Tievr Composite
:| Employee

:[ Family

i

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 | i
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 heaith 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. Emplayers 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”,;
1)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.

(Yesﬁ(No_) if yes, do you wish to use the services of Ceridian?

If no, who will administer Cobra for you?

: |Grandfather Status - Our records indicate that your health plan continues to be grandfathered under the Patient ,
:{|Protection and Affordable Care Act (PPACA) due to the benefit plan you have selected for renewal. However, there mayﬁ‘r
|| \be other reasons why you could lose grandfathered status, inciuding reducing the amount of contribution made to the ‘
‘t1ptan on behalf of employees as defined by the Interim Final Rule, an excerpt from which follows below:

i||"A group health plan or group health insurance coverage ceases to be a grandfathered health plan if the employer or
;| lemployee organization decreases its contribution rate towards the costs of any tier of coverage for any class of
| |similarly situated individuals by more than 5 percentage points below the contribution rate on March 23, 2010."

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

1| Y Yes, | agree with the status as shown.

___No, | disagree with the status as shown because
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R O RED P10 8 A ON REQUIR

| lUnder 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

[instate [OwmofState  {Total

Full-Time Employees enrolling (including those satisfying their waiting period within 3

i{|months after the effective date): _6<Z : 3? il
{Full-Time Employees waiving (including those satlsfymg their waiting period within 3 ; - : é i}
i|{months after the effective date): (f ‘ ‘ i
{[cOBRA Continuees (Enroliing): - - | | 0|
||Life ONLY Contracts: I o
| [Total Enrolling and Waiving: | | ] O &
]Part Time/Seasonal/T emporary Employees , CT

[Total # of Employees:

Mlmmum Number of Insured Employees. To meet Iarge group enrollment gundehnes a group must have at least fifty-
;lone full-time enrolied employees. Groups whose enrollment subsequently drops below fifty-one enrolled must be rated as;

i
{
i

|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
lcomprehensive major medical-type coverage may be waived from the eligibility count. 75% of all eligible employees
|without waivers must be insured, and no less than 50% of the full-time employees must enroll.

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

rSpeciaI Group Considerations Forrn# 23-2546, Description alternate elgiblityrhours(40/week) » i
|special Group Considerations Form# 23-2186, Description No Deductible Carryover
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1. Policyholder p

| This Application is made and delivered in the State of Arkansas and is governed by the laws of Arkansas and the United
|States of America. This Application is incorporated in and made a part of the Group Policy and Benefit Certificate.

| I 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.

‘: Any person who knowingly presents a false or fraudulent claim for payment ofa Ioss 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.

Signed a%@?bm /A’K this % day of‘{)m% 20__LO

(City, State)

‘2. Agent

‘(I hereby certify that all of the information contained in this employer application is correct to the best of my knowledge,

'land | 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 expiained 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.

(/Jpv—/ 234900

d@mignature Insurance License # / Agency fFed. Tax ID #
C. a4 sw/
Agent Printed Name Date
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