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EMPLOYER APPLICATION 
Arkansas Blues Enroll 
BlueCross BlueShield 

IRenewal APPLICATION by: CITY OF JONESBORO 

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 
~ 

ll~egal Nal!lf3<!f.B~~ine~~:c;ITYOF JO~E~:B0RC) 
:ID/B/A: CITY OF ~()NESBORO 

.. J 

ljStreet Address: 515 W Washigton 

IIMauing Address:(ifdifferent from Street) PO BOX 1845 
jilCity, State, Zip: Jonesboro, AR , 72403 

.1 

IFax #: ­

[IExec. Contact HaroldPerrin IE-Mail: 

!IGroup Administrator: GLORIA ROARK j'E--M--'-a'-'-11:--'---'-----'---'---'---'---'----'---'---'---'---'---'-----'-=-1 

IIPrimary SIC Code: 9199 SIC Description: General Govemment, NEC 

:IBusiness Type: Government Entity 

:IAgent: IAgent's Lic #: 

i!Agent's Comp~ny: Agent's Tax Id: I
I 

. ' 

POLICYHOLDER AS PLAN ADMINISTRATOR 

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

, The Policyholder hereby appoints the Board of Directors ("Board") of Arkansas Blue Cross and Blue Shield ("ABCBS"), as its 
: proxy to act on its behalf at all meetings of members of ABCBS. This appointment shall include such persons as the Board 
: may designate by resolution to act on its behalf. This proxy gives the Board, or its designee, full power to vote for the 
Policyholder on all matters that may be voted upon at any meeting. The annual meeting of Members is held each year at the 
home office of ABCBS located at 601 S. Gaines Street, Little Rock, Arkansas, on the third Monday of March, at 1:00 p.m. If the 
third Monday of March is a legal holiday, then the meeting will be at the same time and place on the next day after, which is not 

. a legal holiday. A special meeting may be called upon notice mailed not less than ten (10) or more than sixty (60) days prior to 
such meeting. This proxy, unless revoked, shall remain in effect during the Policyholder's membership in ABCBS. The 
Policyholder may revoke this proxy in writing by advising ABCBS, attention Legal Division, of such at least five (5) days prior to 

. any meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting. 
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BENEFIT SELECTION - - , - --~ -, -- - -- " '--' -- - -~- - , 

'[PREFERRED PROVIDER ORGANIZATION (PPO) - PPOXXX-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 mDnth is nDt spacifiad. the Group's Open Enrollment will be the mDnth priDr tD the GrDup's renewal date. 

[Class jClass Description :IWaiting Period ,I Contribution 
[1 [-F-UI-IT-j-m-e-------'---'---':'j1Month ;I-=E-m-p-lo-y-e-e-6-6-...,....%-.--D-e-p-e-n-d-e-n-t-6-6-0;'-0----'--·11 

1-2--'---'---'-jRetirees ili-"o--'-M--'-o--'-n--'-t-hs--'-.--'---'---'---'--'-i'IEmPIOyee 0 % Dependent 0 % 

! Note: The EmplDyer must pay a minimum Df 50% Df the EmplDyee premium. This PDlicy may be terminated by the cDmpany if the PDlicyhDlder 
i fails tD cDntribute the percentage Df EmplDyees' premium specified abDve. 

,IMaximumDependent Age 26 . 

:IMandated Mental Health Parity: Yes 

IPlease 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 
i 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 
i funding mechanism in place, nor intent to purchase such an arrangement. Upon evidence to the contrary, the group health plan is sUbject to 
termination. 

IDeductible: "'1$5~0 i[l)ed~ctible C~rryover: No 
'[-Fa-m--'-.'--'-i1-y--'-D-e--'-d--'-u-c--'-ti--'-b-le-:--'---'------'---'----'---~: 1'3--'---'---'----'---;1IBasis: Fulfillment : i 

,:Ir-·~-~-'-in-:-:--'-r-:--'-~k-c-~-·a-Ie-··~-d-··~-~-Y-e-·~-r-c-o-i-n-~-~-r~-n-c-e----'-M-~-'-:-----;:I[-:-:--'-~o'-o/~'-:-'-O-o/c--'-O--'---'---'---'---'---'-----'---'---------'---'-""""'I 

i:IFamily Calendar Year Coinsurance Max: :13 :IBasis: Fulfillment 

! ijOut-of-Network Calendar Year Coinsurance Max: '[None 

ILifetime Maximum: i[Unlimited 

1'1; : Traditional Wellness . . j: 
,_ ..'. ,,- _ _ .. ~ , ..•... e' < " .•.• _. y' ',',_. __ .'. ,_ • 0 _ "' •. ' •• ',,'.' '-,' 

:IPrescription 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 Parl D prescription coverage.
 

Iinpatient Copay - None 

;[Office Visit Copayment - $30 IMatemity - Elected 

i Supplemental Accidental 
[Slue Card , Endorsement - Declined 

IER Copayment - $100 

,IArkansas MandatedOffer Benefit ~idl!~: . 
:1 You Must Elect or Reject Each Rider: 
'I Mammography - Reject !'S-u-bs-t--'-a-n-ce--'-A-b-u-se---=R-e-je-ct------------;I 

'[Psychiatric Condition ~Reject jTMJ*- ~eject 

:1 Hearing Aid - Reject 

, 'Rejection of the TMJ Benefrt 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 isnot Provided 
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ITWO Tier Composite :ITotal Premium 

II Employee 
.~ .-

:1$316.43. 

:1 Family !1$679.82 I 

i 

[I RATES - PPO XXX - 1 ,I 
I 

.. 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 

Icompensation is included in the premium paid by the covered person. For more information on the compensation Iinvolved in this transaction, please direct your inquiry to the agent or broker. i 

1O-102GRPAPP ROlllO 



ATTESTATIONS------------- ---- ------------------ --- -- ----- --- ----­

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

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

, (Yes.6"fNo-l Under the governmental guidelines the group health plan is subject to Cobra, meeting the 
criteria for 20 or more employees. 

i ; (Yes~NO-llf yes, do you wish to use the services of Ceridian? 

If no, who will administer Cobra for you? 
i; 

_ 
i' 
! 

"A group health plan or group health insurance coverage ceases to be a grandfathered health plan if the employer or 
employee 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. 

• ~es, I agree with the status as shown. 
I, . 

: ~ _ No, I disagree with the status a~shown because 

1O-102GRPAPP ROlllO 



~ - - - - - - - - --- ~ - -- - - - - -- - - - - - - - -- -- - - - - - -- -­

: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
 

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

,I Full-Time =means an active employee with a minimum of 30 hrs/week & 48 weeks/year
 
r:--:.,......,.--­lin Stale lOut of Stat. ITotal 

r:F=-u":""II--=T-im-e-E-m-p-lo-y-e-e-s-e-n-r-o/-lin-g----,-(i-nc-1-ud....,.i=-n-g-th-o-s-e-s-a-tl-·s""'fy""'in-g-t-h-e-ir-w-a-it-in-g-p-e-n-'o-d-w-i-th-i-n-3----,'r--r--.~ 

months after the effective date): II StO 'I .IGo0:' 

. ~~~~~:ft~~~~~~:~::~:~e~~nCIUding those satisfying their waiting period within 3 i.1 *.'~.r--. I .1 

i ICOBRA Continuees (Enrolling): ! .:1 '3, 
,I Life ()NLYCo,ntracts: . JII J ! : 

ii Total Enrolling and Waiving: II I ,I 
,'I Part Time/SeasonalfTemporary Employees: ;1-'---:4:-;---:57'; 

"ITotal# of Employees: .. :16QS, 
, 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. I 
; Minimum 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
 
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.
 

[Speci~1 Group Considerations Form# 23-2170, Description Continuation for Municipal Emps 55+ 

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

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

ISpecial Group Considerations Form# 23-2546, Description alt~mateeligibilty hours(40/week) 
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- - - - - - - - - - - - - - - - ~--- --- - - --- -- - -­
'SIGNATURES 

, This Application is made and delivered in the State of Arkansas and is govemed 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 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 ~9:JtiY'S ~, this '25"
_~,Stale) 

!2. Agent 
I hereby certify that all of the information contained in this employer application is correct to the best of my knowledge, 
and I know nothing unfavorable about this firm or any individual proposed for coverage (except as noted on the employee 

: applications). I have complied with the underwriting rules and regulations and have explained in detail the coverage to 
the member firm and its employees including the preexisting condition limitations and the qualifications of the effective 
date provisions. I understand that Arkansas Blue Cross and Blue Shield will have no liability until this application has 
been approved and the premium is received. 

4J~ ------L....-~.....E:..-.I~Cl'---OB _ 
, Agent Signature Insurance License # I Agency Fed. Tax 10 # 

Agent Printed Name Date 

1O-102GRPAPP ROllIO 



EMPLOYER APPLICATION 
Arkansas Blues Enroll 
BlueCross BlueShield 

:·IRenew~1 APPLICATioN by: CITY OF JONESBORO 

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 

fIO/B/A: CITY OF JONESBORO 

:/Telephone #: 870-933-4640 

IFed. Tax 1.0 #: 71-{l013749 

I Business Type: Govemment Entity 

rl~.g.ent:- . _u. .. ·:IA g.ent's Lie #: 

IAg~nt's COrnP~"-Y: 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, 
iunder 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 

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

· third Monday of March is a legal holiday, then the meeting will be at the same time and place on the next day after, which is not 
· a legal holiday. A special meeting may be called upon notice mailed not less than ten (10) or more than sixty (60) days prior to 
· such meeting. This proxy, unless reVoked, shall remain in effect during the Policyholder's membership in ABCBS. The 
Policyholder may revoke this proxy in writing by advising ABCBS, attention Legal DiVision, of such at least five (5) days prior to 
any meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting. 

1O-102GRPAPP ROlIlO 



-------
:SENEFIT SELECTION 

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

;1~19:~ ;1~lll~~D~sc~~~~n .. _ "r"-'!',-"a",-"l,-"tl,-"n9,-"..=P,-"e=~i,-"o=d,-,.·~~_rlc_o_n-'"t,-rl_b,-ut=io=_n=.'-- '--__'--_'--.11 

I C ~n~~~~P elctd ottics w20 Yr:._il~. ~onths IEmPloyee 25 % Dependent 0 % 

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

IBase~on ~ctu~~alreview, th;s_dfIJ_fl..~l3nefit 0?ti9n!~ credita~/et'! t~e st~!,~ard ~edicaref~rt[) pr~s.crifJtioncoverage. 

1O-102GRPAPP ROlllO 



II RATES - MEDIPAK SUPPLEMENT RX-- II 
~- ~~ ~-- - ~ -- --- ---- _.-- ~~ - - ~ ­

.0 __. [On_e!i~! <:;~~'!1p~sJ~~ ~ __ ~ -~ _.- _.'._. - --- -- . -.. _-~ - -----_ .... -- - ---
J!oti!1 Pre l11iLlrn 

--- ­

[ Employee 
~ 

[$78.08
.A '" 0_ .. __ • ____ 

~ ~ --- --,. 

-~~ 
__.' ._.u., .. - .­~. ~ - -- . 

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
 
invoilled i~t~is,ya~sa~.t~~~, pl~ase~~rectyour inguiry to th~ ~gentor broker.
 -.-., 

1O-102GRPAPP ROIIlO 
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-
AITESTATIONS 

~~~~~~~~~h=e=a=lt=h=p=la=n=s=f=o=re=m=p=,o=y=e=rs=w==;th=z=o=o=r=m=o=re=e=m=p=lo=y=e=e=s=o=n=m=or=e=t=h=a=n=5=O=%=0=f=t=he=b=u=si=n=e=ss=d=ay=s=j=n=t=he=p=re=v=jo=u=s===1, II 

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 jn 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.!1" (No-l Under the governmental guidelines the group health plan is sUbject to Cobra, meeting the 
criteria for 20 or more employees. 

(YeS~No-llfyes, do you wish to use the services of Ceridian? 

If no, who will administer Cobra for you? _ 

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

..!.ves, I agree with the status as shown.

1_ No, I disa.9reewith th~_status ass.ho""n _be~ause
.-- - --- - - ­

IO-I02GRPAPP ROl/lO 
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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 inform Arkansas I 
Blue Cross of proper employee counts for the purpose of determining payment priority between Medicare I 

•and Arkansas Blue Cross. Arkansas Blue Cross is required to furnish these counts to the Centers for 
Medicare and Medicaid Services (CMS). Ii 

: LFlJI~-Ti~.~:.Ill.~~~s_~~ ~C~iV:~~~~o~~:~!th_ aminimum of 30 .hrs/week .~ 4B~ee~s/year 
lin State 'IOut of State :ITotal 

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

, Full-Time Employees waiving (including those satisfying their waiting period within 3 r--',r-;-'months after the effective date): 1. __ . ! l O. 
i .1 COBRA_~~!!ti~~.~.e.s.:(~nr9.1).i~9); :\ 'I .. t 0 

[Life ONLYContracts: ,I il
 
'lTot~1 E!1~91.I.i~~.~~d~ai~in.g: ........... :1 :1
 ,~I

I , 
...... _.. __ .--- .."- -. ...•• -".. J __ _ ! 

~ 

I 

:1 ~ 
I 

:lP~rt Timel~e~sona!'Iempor~~. Emp~o'y~es : - .. 

ITotal # of Empl?yees: 
._. 

: 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 frfty-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 I 
. 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 

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

I
number of insured Employees specified above or if the percentage of eligible Employees of the Policyholder I 

I
I

c:().ve~ed by t~~ p'()I!c:y.bec0!11.~~ ..I.~.!t~ thanthe_pe.rc:e".tag~of Elll,,-~o¥!eparticipationspecifiedabove~ 

ISpecial Group ConsidElrations F0rm# 23-2170, Description Continuation for MuniCipal Emps 55+ 

1O-102GRPAPP ROIIlO 
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:SIGNATURES 

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 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~~bD')a{ ;1R, this _'l-=--_ day of Dc.grnffi, 20~O 
(City, Slale) 

-

; 
: 

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

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

: been approvr and the premium is received. 

· ~t!.., 2.1 'i'o 6 
y r" "~,entSignature Insurance License # I Agency Fed. Tax ID # 

1?tAt.t> ~. fIE~ &.J!>wI .\, 
Agent Printed Name Date. 

1O-102GRPAPP ROlllO 



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

I 

EMPLOYER APPLICATION 
Arkansas Blues Enroll 
BlueCross BlueShield 

IRenewal APPLICATION by:City of Jonesboro Municipal Airport
 

(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. i 
~ - - - - - ~ - -- - -- ~- - --- - - -- -- - - - - - --- -- - - ­
GROUP INFORMATION 

:ILegal Name of l3usiness:Clry C)~ JONESBORO. 

,I D/B/A: City ot Jonesboro Municipal Airport . 

'/StreetAddress: 4116 Linbergh Drive 

,ICity, State.Z.ip: Jonesb~r() •.AR_,!2403u ...m . ICounty: Craighead 

!ICity, State, Zip: Jonesb~ro , AR, 72403 

iITelephone #: 870-933-4640 

Fax #:il ­

ilFed. Tax I.D#: 71-0028290 

IExec. Contact: IE-Mail:
 
'IGroupAdministrator: Gloria Roark Ir::E--'-M-a-::-il:-'---"---'---"-'---"-'---"-'---"-'---"-----------'---"----,1
 

,IPrimary SIC Code: 9199 SIC Description: General Govemment, NEC
 

IBusiness Type: Govemment Entity
 

;IAgent: IAgent's Lic #:
 

[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 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 vote for the 
; Policyholder on all matters that may be voted upon at any meeting. The annual meeting of Members is held each year at the 
home office of ABCBS located at 601 S. Gaines Street, Little Rock, Arkansas, on the third Monday of March, at 1:00 p.m. If the 
third Monday of March is a legal holiday, then the meeting will be at the same time and place on the next day after, which is not 
a legal holiday. A special meeting may be called upon notice mailed not less than ten (10) or more than siXty (60) days prior to 
such meeting. This proxy, unless revoked, shall remain in effect during the Policyholder's membership in ABCBS. The 

, Policyholder may revoke this proxy in writing by advising ABCBS, attention Legal Division, of such at least five (5) days prior to 
· any meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting. 

1O-102GRPAPP ROlllO 



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

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

-~------ ------~----------- --~~-

,BENEFIT SELECTION 

1PREFERRED PROVIOER 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 Enrollment will be the month prior to the Group's renewal date. 

IClass IClass DescriptionlWaiting Period 1Contribution 
1-1--- F'-u-II-:-T-im-,e-.,,-.-------!-1-:-M""'o-n-th-"------.I'E-m-p-lo-y-e-e-6-6-0-VO--D-e-p-e-nd-e-n-t-6-6-°/c-o---­rei

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

,IMaximum Dependent Age 26 

'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 
tennination. 

,t 
'IDeductible: :[$500 ,I Deductible c:arryover: No ! 

j' 

Ii-'F"'"a"'"m:;;"i1"'"y"'"o"'"e"'"d:;;"u-c"'"tl""b""'le"-:-'-'--'-'--"--"-""-"---'--'-'-'---'-'-'---'-'-'-"'-'-,'1i-':'3-'-'-""-"-""-"-""-"--'-'-~il Basis: Fulfillment
 

:Ii-c-'-o"';;'in'-'s-u'-'r-a'-'n'-'c'-'e'-':-'--'--'--'--'---'--'---'--'--'--'--'--'--'-'180%/60%
 

'iin-Network Calendar Year Coinsurance Max: ,1r::$-=-20=-0=-=0=-----'--------------'----------'PI 

l-f-a'-'m"';;'i1'-'y-'-c'-'a'-'I'-'e"'-n'-'d'-'a"'-r'-'y-'-e-a'-'r"';"c-o-in'-'s-u"-r-a""n'-'c-e-M-'-ax'----:-'--'-----'----;; 13 IBasis: Fulfillment 

il0ut-of-Network Calendar Year Coinsurance Max: :j-N-o-n-e-'-----'------'------------------JI 

:1 LifetimeMaxi",um:[Unlimited 

.ITraditional Wellness 

IPrescriptionDrug RiderPlan: $10/$30/$50, Mail Order Drug - 2x Copay (90 days) 

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

IPPO()ptionaI Benefits: 

,llnpatient Copay - None 

IOffice Visit Copayment - $30 [Maternity - Elected 

Supplemental Accidental 
'IBlue Card , Endorsement - Declined 

[ER Copayment - $100 

,lArkansas Mandated Offer Benefit Riders:
 

,I You Must Elect or Reject Each Rider: "
 
,I Mammography - Reject I"'"S"""u"'"bs-t-a-nc""e-,-A"""b-us"""e-'---R"""e-je"""ct-'--------'--'----~
 

IPsychiatric Condition -RejectlTMJ* - Reject 

:IHearingAid- Reject 

, ·Rejection of the TMJ Benefit Rider means covered benefits provided to Covered Persons will not include temporomandibular 
Joint disorders (TMJ) or craniomandibular disorders. 

:ITerm Life and AD&O through USAble Life is not Provided 

1O-102GRPAPP ROlllO 
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II RATES - PPOXXX-1 I 
\ 

ITwo Tier Composite ITotal Premium 

I 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 i 
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. 

IO-102GRPAPP ROI/lO 



- - - - ---- -- - ---- -- ----------- - ---------- --------- ------- --- ------- ----~---- --~ 

ATTESTATIONS 

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

, number of hours used to determine full time status. 

(YeS~(No--.J 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? _ 

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 mayl 
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
 
employee 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."
 

. Ple~e confirm if you agree with the grandfathered status as indicated above. 

_V_vY<es, I agree with the status as shown. 

_ No, I disagree with the status as shown because 

1O-102GRPAPP ROl/lO 



- -- - - - --- - - - - -- -- - ---- - - - - -- - - ---- ---- - - - -- ---~ 

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

I Full-Time =means an active employee with a minimum of 30 hrs/week & 48 weeks/year 
r:--::-:-c--- r::-----,-:-::--,--­
IlnS1a1e lOut ofStala I

r

I 

Tolal 

r-F-u-II--T-im-e-E-m-p-Io-y-e-e-s-e-n-r-ol-Ii-ng----,-(i-nc-j-ud-j-n-g-th-o-s-e-s-a-t-is-fy-in-g-t-h-e-ir-w-a-it-in-g-p-e-n-·0-d-w-i-th-in-3-,~·r--'~ 

months after the effective date): II II ./ J : i 

, Full-Time Employees waiving (including those satisfying their waiting period within 3 i:',,~O',r--,,,~6".,.,' ,I,. 

months after the effective date):1 U I I V 
[COBRA Continuees(Enrolling): 111 ]1 0, ' 
'ILif:9NL'( C()ntracts:... ,. il.·1 l" fQ
ilTotal Enrolling and Waiving: :1 .1 ilt)
IPartTime/Seasonal1Temporary Employees : 'I---"o"'=--li I 

.ITotal # of ~mploy:es:1 I 
Minimum Number of Insured Employees. To meet large group enrollment guidelines a group must have at least fifty- I 
one full-time enrolled employees. Groups whose enrollment subsequently drops below fifty-one enrolled must be rated as! 
a small group upon renewal. i 
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
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.
 

ISpecial Group Considerations Form#23-2546, Description alternate elgiblityho.ur~(40/week)
 

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

ISpecial Group Considerations Form# 23~2232, Description Continuation of RX for Retirees
 

1O-102GRPAPP ROlllO 



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

I 

,SIGNATURES 
~ 

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 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 ~I ~ • this <8t.h 
daYOf/)eCLrrIV"f 20~
 

(City. Slate)
 

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

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

23,-=.D-=.€> _~Signatu", - Insurance License # I Agency Fed. Tax ID # 

__D""b C.. fit:f,~ 
DateAgent Printed Name 

1O-102GRPAPP ROlllO 



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

EMPLOYER APPLICATION 
Arkansas Blues Enroll 
BlueCross BlueShield 

IRenewal APPLICATION by: City of Jonesboro Craighead Library 

:1 .. .... (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 ,- - - - --- --- - ---..- - -- -- --- -- -, -, ----, - -- - ,- -- ---­

ilLegal Nameof Business: C?I!Y0FJONESBORO 

iID/B/A: City of Jonesboro CraigheadLi~rary 

[IStreet Address: 315 W. Oak 

,ICity, S,ta!e, Zip: Jonesboro , AR , 72401 u. . .ICounty:Craighead 

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

ilCity, State, Zip: Jonesboro, AR , 72401 . 

ilTelephone #: 870-933-4&40 

,IFax #: ­

llFed. Tax I.D #: 71-0023849 

,[Exec. Contact!E-Mail: 

IGroup Administrator: Nancy Dobbins I=E-:-M":-a::-il:--'---'------'-----'-----'---'--'-~j 

IPrimary SIC Code: 8231 SIC Description: Libraries 

'!SusinessType: Govemment Entity 

IAgent: )Agent's Lic #: 

:IAgent's Company: Agent's Tax Id: 
~----- -~-

POLICYHOLDER AS PLAN ADMINISTRATOR 

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

. misrepresentations are made in any of the information provided for rating or in this Group Application or any of the materials 
submitted with it, including, but not limited to, individual applications and medical information, then ABCBS may cancel or 

, rescind this Group Policy. The Policyholder further agrees that if misrepresentations or false or misleading information is 
presented in filing of any claims hereunder ("improper claims"), ABCBS may cancel or rescind the coverage of any individual 
involved in presenting such a claim. Further, ABCBS may cancel or rescind the entire Group Policy if the Policyholder or any 

. representative of the Policyholder knew or should have known of the improper claims, or if the Policyholder's action or inaction 
contributed to presentation of improper claims. 

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 vote for the 
Policyholder on all matters that may be voted upon at any meeting. The annual meeting of Members is held each year at the 
home office of ABCBS located at 601 S. Gaines Street, Little Rock, Arkansas, on the third Monday of March, at 1:00 p.m. If the 
third Monday of March is a legal holiday, then the meeting will be at the same time and place on the next day after, which is not 
a legal holiday. A special meeting may be called upon notice mailed not less than ten (10) or more than sixty (60) days prior to 

: such meeting. This proxy, unless revoked, shall remain in effect during the Policyholder'S membership in ABCBS. The 
Policyholder may revoke this proxy in writing by advising ABCBS, attention Legal Division, of such at least five (5) days prior to 
any meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting. 

1O-102GRPAPP ROl/lO 



BENEFH SELECTioN ~ -- ~ - - ~- - -- --- ~ ---- - ~- --- - - - --- --- ~ - -- --- - - -~- - - --- -­

IPREFERRED 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 Enrollment will be the month prior to the Group's renewal date. 

, IClass jClass DescriptionlWaiting Period IContribution
 
i 11 Ii-F-U-II -T-im-e------'-'-'--11 Month
 IEmployee 66 % Dependent 66 % 

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

!Maximum Dependent Age 26
 

'[MandatedMental 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.
 

· jDeductible: .1$50D,m IDeductible Carryover: No 
,---",~;c:;,;;.;;=,-,,-,-,-"--'-, 

:!Family Deductible: 13 IBasis: FUlfillment. 
r--'-'-'-'-'-'-'-'-'-'-'-'--'---"''-'-'-'-'-'-'-'-'-'-'-'-'-'-'-'---''''---''''---'''-'-'-'--­

, ICoinsurance:!SO%/60% 

[[In-Netw0rk Calendar Yearc:oin~urance MaJ(:1$2000 

IFamily Calendar Year Coinsurance Max: ,13 IBasis: Fulfillment 
r-O-ut--O----=-f-N-e-tw-o-rk-C-a-Ie-n-d-a-r-Y-e-a-r-C-o-i-n-s-u-ra-n-c-e-M:-:-ax-.-:--.; INone 

-----'------------------"1:ILifetime Maximum:IUnlimited 

:ITraditional Wellness 

.'Prescription Dru{iRiderPhm: $10/$30/$50'm Mail Order Drug - 2x Copay (90 days)
 

,IBased on actuarial review, this drug benefrt option is creditable to the standard Medicare Part D prescription coverage.
 

IPPO Optional Ben,e~ts: .. 
!Inpatient Copay ~None 

,lOffice Visit Copayment - $30 !Matemity - Elected 

Supplemental Accidental 
:ISlue Card 

i 

Endorsement - Declined 

IER Copayment - $100 
I~================================il
[Arkansas Mandated Offer Benefit Riders: 

I . ... You Must Elect or Reject Each Rider:
 
[Mammography - Reject '-S'-u'-bs-t'-a-n-ce-.-A-b'-u'-se---R'-e'-je-ct----'-'-'------~I
 

IPsychiatric Condition -Reject!TMJ· - Reject 

IHearing Aid - Reject 

, "Rejection of the TMJ Benefit Rider means covered benefits proVided to Covered Persons will not include temporomandibular 
Joint disorders rrMJ) or craniomandibular disorders. 

.!Term Life and AD&D through USAble Life is not Provided 

1O-102GRPAPP ROIIlO 



i RATES - PPO XXX-1 

I' 
ITwo Tier Composite. ,ITotalPremlum 

[ Employee 1$316.43 

] Family 1$679.82 

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

1O-102GRPAPP ROIIIO 



--- - ---- - - - - -- - - -- -------- - -~ - -- ---­~ ----~-~~------~- ~~---------~---

,ATTESTATIONS 

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

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

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

If no, who will administer Cobra for you? _ 

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, 

· 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
 
employee 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."
 

·_Yes, I agree with the status as shown. 

. No, I disagree with the status as shown because 
1- . . 

1O-102GRPAPP ROl/lO 
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EMPLOYEE IN-FORMATION- --------------- - ---- --- - ~- -- -- ---- -- ---- ----- -------- -- ­

lMINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS. 

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

Full·Tlme = means an active employee with a minimum of 30 hrs/week & 48 weeks/year 
r-11n-S-ta-te-lout of State ITotal 

I rF-u-II--T-im-e-E-m-p-lo-y-e-e-s-e-n-ro-I-lin-g-(i-nc-l-ud-i-ng-th-o-s-e-s-a-ti-sfy-in-g-t-h-e-ir-w-a-it-in-g-p-e-r-io-d-W-i-th-in-3-:1 _~ r-j ')~ •• 
months after the effective date): • :A' (I ' 0{-, , 

Full-Time Employees waiving (including those satisfying their waiting period within 3 .r---r-~ , 
months after the effective date): II I :1 (I , I ': 

• f-IC-O-S-RA--c-on-t-in-ue-e-S-(E-n-rO-lIi-ng-)-:-----------------;11 'I :U2J­
, IUfeONLYContracts: H _11,1 ,10 " 
·ITotal Enrolling and Waiving: 11 I '1 O· ' 

,Ipart Time/SeasonallTemporary Employees: , .\ 0: 
: /Total # of Employees: I .~q!: 

_Minimum Number of Insured Employees. To meet large group enrollment guidelines a group must have at least fifty- 1 

; one full-time enrolled employees. Groups whose enrollment subsequently drops below fifty-one enrolled must be rated asl 
, a small group upon renewal. i 

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 I 
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 

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 ,I 
covered by the Policy becomes less than the percentage of Employee participation specified above. i 
ISpecial Group Considerations Form#23-2546, Description altemate elgiblity hours(40/week) I 

!Special Group Considerations Form# 23-2186, Description no deductible carryover: 

1O-102GRPAPP ROlllO 



'SIGNATURES--- ---- - --- -- - --- - - -- ---- -- -~- ------- - -- -- ----- --- ---- --­

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 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 

,this ---"'~'--_ day of j}eC1n1b0 2010 
Signed '9~'iV

, (City, Sta e) 

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

, and I know nothing unfavorable about this firm or any individual proposed for coverage (except as noted on the employee: 
, applications). I have complied with the underwriting rules and regulations and have explained in detail the coverage to i 
the member firm and its employees including the preexisting condition limitations and the qualifications of the effective 

, date provisions. I understand that Arkansas Blue Cross and Blue Shield will have no liability until this application has 
, been approve nd the premium is received. 

Insurance License # I Agency Fed, Tax 10 # 

DateAgent Printed Name 

lO-102GRPAPP ROlllO 
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EMPLOYER APPLICATION 
Arkansas Blues Enroll 
BlueCross BlueShield 

IRenewal APPLICATION by: 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 

i and eligible dependents, to contribute to theeost of the Plan, and to actively promote the Planto the Policyholder's employees. 
,G-ROUP INFORMATION .---. .. - .. -. - -- - .-..---- .. - - --.. - - - - .-- --.- -- - ---­

i[Legal Name ofl3usine~~:~ITYOF .JO~ESB()R() . 

,I D/B/A: City of Jonesboro Urban Renewal & Housin 

,I Street Address: 330 Union Street . ... . 

jlCity, State, Zip:Jcmesb.o!~~;:"R ,J240~ '...... .... ... ,ICounty: Craighead 

'I Ma/ling Address: (if different from Street) 330 Union Street 

llcity, State, Zip: Jonesboro, AR , 72401 . 

:!Telephone #:870-935~980{) '.. 

:!Fax #: ­

,IFed. TaxLD #: 71-0024703 

:IExec. Contact IE-Mail:
 

.\ Group Administrator: Janice Grissum I=E--=-M--=-ai::-':---'------'----'----'----'------'----'--------'---""----..;I
 

!Primary SIC Code: 9199 SIC Description: General Government, NEC 

'!Business Type: GovernmentEntity 

IAgentlAgent'sLie #: 

;JAgent's Company: Agent's Tax Id: 
- - ~- - - - - -- - - - -- --~~ - -~- -- --- ---------~ -~- -- ------ ---­

POLICYHOLDER AS PLAN ADMINISTRATOR 

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

: misrepresentations are made in any of the information provided for rating or in this Group Application or any of the materials 
, submitted with it, including, but not limited to, individual applications and medical information, then ABCBS may cancel or 
! rescind this Group Policy. The Policyholder further agrees that if misrepresentations or false or misleading information is 
, presented in filing of any claims hereunder ("improper claims"), ABCBS may cancel or rescind the coverage of any individual 
, involved in presenting such a claim. Further, ABCBS may cancel or rescind the entire Group Policy if the Policyholder or any 
representative of the Policyholder knew or should have known of the improper claims, or if the Policyholder's action or inaction 

: contributed to presentation of improper claims. 

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 vote for the 
Policyholder on all matters that may be voted upon at any meeting. The annual meeting of Members is held each year at the 
home office of ABCBS located at 601 S, Gaines Street, Little Rock, Arkansas, on the third Monday of March, at 1:00 p.m. If the 

: third Monday of March is a legal holiday, then the meeting will be at the same time and place on the next day after, which is not 
, a legal holiday. A special meeting may be called upon notice mailed not less than ten (10) or more than sixty (60) days prior to 
such meeting. This proxy, unless revoked, shall remain in effect during the Policyholder's membership in ABCBS. The 

· Policyholder may revoke this proxy in writing by advising ABCBS, attention Legal DiVIsion, of such at least five (5) days prior to 
any meeting, The Policyholder may also rel/oke its proxy by attending and voting inperson at any Member's meeting. 
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:BENEFIT SELECTION-- - -- -- - -------- -- - -- --- - --- -- - - ----- -- --- -- - - - --- -- - ­

,jPREFERRED 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 Enrollment will be the month prior to the Group's renewal date. 

IClass	 IClass Description jWaiting Period IContribution
 
Ir-F-U-U-T-im-e----'-------'----'-----'-:!r-1-M-o-n-t-'-h------1Employee 66 %
1	 Dependent 66 %1

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

:IMaximum Dependent Age 26 

!MandatedMental 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 
I tenmination. 

!Dliductible: :1$500 ... JDeductible Ca!ryover: N~ 
,[r-F-'-a'-m'-i"'"IY-O"'"e-'-d"'"u"'"c"'"t'-ib"'"I"'"e-:---'--'-'--'-'--'-""-==""""'===---:.--""-i1r-'3===-"'---'=""",IBasis: Fulfillment 

'Ir-c-'-o-in-s-u-'-r-a-n-c-e-:='--==-'--='--=='--='--=-'180%/60% 
r----------------------'I 

Iln-Network Cal!ndar Year c:oi~surance Max:!$2000 

IFamily Calendar Year Coinsurance Max: ,13 IBasis: Fulfillment 
I-O-ut--o-f-N-e-tw-o-rk-C-a-'e-n-d-a-r-Y-e-a-r-C-o-i-ns-u-r-a-n-c-e-M-ax"'":-c/None 
ILifetime Maximum: :[-u-n-lim-ite-d-------------------II 

ilTraditional Weltness 

jPrescription Drug Rider Plan:. $1 0/$30/$50, Mail Order Drug - 2x Copay (90 days) 

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

. IpPOOptional Benefits: 

IlnpatientCopay. None 

,IOffice Visit Copayment - $30 jMatemity - Elected 

./Slue Card 
, Supplemental Accidental 
Endorsement • Declined 

IER Copayment - $100 

jArkansas Mandated Offer Benefit Riders: 

il You Must Elect or Reject Each Rider:
 
IMammography· Reject I-S-U-bs-t-'-a-n-ce-A":'"b-'-us-e-.-=R"-eJ":'"'e-ct----'----=--'--'---"--'-.!
 

jpsychiatric Condition - Reject ]TMJ* • Reject 

:IHearing 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. 

ITerm Life and AD&D through USAble Life is not Provided 
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II RATES - PPOXXX-1 

jTwo Tier Composite :Irotal Premium 

I Employee 1$316.43 

I Family 1$679.82 

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

I 
~ 

\ 

I 

I 

IIU-IU~.uKrf\.l~r ROlIlO 



ATIESTATIONS-- - ------- -.- ----- --------- ----- -- - -~.-- ----- ---- - - -- ­

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

(Yes..!6'(No-> Under the governmental guidelines the group health plan is subject to Cobra, meeting the
 
. criteria for 20 or more employees.
 

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

If no, who will administer Cobra for you? _ 

"A group health plan or group health insurance coverage ceases to be a grandfathered health plan if the employer or
 
employee 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. 

.. !ves. I agree with the status as shown. .­
_ No, I 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 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). 

,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. i 
Minimum 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 i 
,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 I 
, 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. ! 
jSpecial Group ConsiderationsForm# 23-2546. Description alternate elgiblity hours(40/week) I 
ISpecial Group Considerations Form# 23-2166, Description No Deductible Carryover ! 
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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. 

; I hereby renew the above referenced coverage and agree the group insurance, subject to the tenns 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 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 aCff>U:)(~ffYDi Illz-. this 1S day of tdtcern~ 20JD 
(City. State) 

; 2. Agent 
: f hereby certify that all of the infonnation contained in this employer application is correct to the best of my knowledge, 
and I know nothing unfavorable about this finn or any individual proposed for coverage (except as noted on the employee; 

, applications). I have complied with the underwriting rules and regulations and have explained in detail the coverage to ; 
. the member firm and its employees including the preexisting condition limitations and the qualifications of the effective 
. date provisions. I understand that Arkansas Blue Cross and Blue Shield will have no liability until this application has 
been approve and the premium is received. 

ignature 

Agent Printed Name 

Insurance License # I Agency Fed. Tax ID # 

Date 
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