23T
EMPLOYER APPLICATION

Arkansas
BlueCross BlueShield Blues Enroll

An indepondar Licensee of the Blue Cross and Biue Siweld Assocution
[Renewal APPLICATION by: City of Jonesboro 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 "Pian") for the Policyhoider's employees
and eligible dependents, to contribute to the cost of the Plan, and to actively promote the Plan to the Policyholder's employees.
E@DP NFORMaTION T s L ___ _

ILegal Name of Business: CITY OF JONESBORO

[D/B/A: City of Jonesboro Craighead Library

|Street Address: 315 W. Oak

|City, State, Zip: Jonesboro , AR , 72401 |County: Craighead
lMailing Address: (if different from Street) 315 W. Oak

|City, State, Zip: Jonesboro . AR , 72401

[Telephone #: 6700334640

fFax #: -

[Fed. Tax I.D #: 71-0023849 ‘

[Exec. Contact: | | :[E-Mailz
\Group Administrator: Nancy Dobbins «[E-Mail:
|Primary SIC Code: 8231 SIC Description: Libraries

,Business Type: Government Entity

[Agent: 7 _ :[Agent's Lic #:
|Agent's Company. __ Agent's Tax Id:

IPOLICYHOLDER AS PLAN ADMINISTRATOR

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

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

ﬁ’REFERRED PROVIDER ORGANIZATION (PPO) - PPO XXX - 1

REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2014
Waiting Period Note: Effective Date is first of the month following the Waiting Period.

Date of Open Enroliment December
If a month lS nol speclf' ed lhe Group S Open Enrollmenr erI be the month prior to lhe Groups renewal dale.

[CIass ‘Class Descrlptlon |Wa|tmg Perlod [Contrlbutton -
[1 |full time - |1 Month |Emp,oyee 71% Dependent 71%

Note; The Employer must pay a minimum of 50% of the Employee prem/um ThIS Pol/cy may be termmated by the company if the Policyhoider
fails to contribute the percentage of Employees' premium specified above.

\Maxnmum Dependent Age 26
[Mandated Mental Health Parlty Yes

|Please Indicate whether a HRA, or mechamsms utilized to reduce the employees 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 aangement. Upon evidence to the contrary, the group health plan is subject to
termination.

[Dedustibie T Jss0 [Dedustible Carryover: No
[Family Deductible: B [Basis: Fulfilment
IConnsurance ’ o [80%/60%

|In-Network Calendar Year Comsurance Max [$2000 S

|Fam|Iy Calendar Year qulnsurance Ma;t. JB §]Basis: Fulfillment

|0ut-of-Network Calenqar Year Coinsurance Max: f|NQne

lLifetime Maximum: [Unlimited

[Traditional Wellness

[Prescription Drug Rider Pvl/an:‘$1dl$30/$‘5bv: ‘:éftvandard Formulary )

[Maii ‘Ordver Dmg - 2x C‘op-ay (90 days) o

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

|PPO Optional Benefits:

( inpatient Copay - None

[Office Visit Copayment - $30 ‘Maternity - Elected

‘|Supplemental Accidental
Endprsement - Declined

‘ ER Copayment - $100

Blue Card

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

’Mammography - Reject v;[S—ubstance Abuse - Reject
[Psychiatric Condition - Reject j‘TMJ* - Reject

[Heanng Aid - Reject

EJDII’“ disorders (TMJ) or cramomandlbular disorders.
ﬁ'erm Life and AD&D through USAble Life is not Provided

21.213HSCBQAS2324



— s

ﬁ‘ 6@ Premium
“[$376.74
[8809.39

[Two Tier Composite

| Employee

[ Family

If there is an agent or broker invoived 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.

Grandfather Status - Our records indicate that your health plan is grandfathered.

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

L/Yes, | agree with the status as shown.

___No, | disagree with the status as shown because
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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 fo 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",
1o 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_) As an employer, are you currently obligated by law to comply with COBRA?

(Yes V) (No__) Do you want to use the services of Ceridian?

(Yes_ ) (Noﬁ If yes, are you currently contracting directly with Ceridian?

|
1 COBRA Handbook 2009, 94.03[E][2]; 26 CFR §54.4980B-2 Q/A 5(e). J
2 42 CFR §411.170. ’

Medical Loss Ratio - The determination of Large and Small Groups is based upon the average number of employees
| lemployed by the employer on business days during the proceeding calendar year. The Public Health Services Act
11§2791(e) provides

(1) The term "large employer” means, in connection with a group health plan with respect to a calendar year and a pian
year, an employer who employed an average of at least 101 employees on business days during the preceding
calendar year and who employs at least 2 employees on the first day of the pian year.

(2) The term "small employer” means, in connection with a group health plan with respect to a calendar year and a

||plan year, an employer who employed an average of at least 1 but not more than 100 employees on business days
during the preceding calendar year and who employs at least 1 employee on the first day of the plan year.

||The policyholder is a large employer small employer {check one).

L. Policyholder to Distribute and Account for Premium Rebates

in the event federal or state law requires the Company to rebate a portion of an annual premium payment, Company
will pay the Policyholder the total rebate applicable to the Policy, and Palicyholder shall use the amount of the rebate
that is proportionate to the total amount of premium paid by all Employees under the policy for the benefit of
Employees in one of the following ways, at the option of the Policyholder:

1. For all Employees covered under any option offered under the policyholder's group health plan at the time the rebate
is received by the policyholder, to reduce the Employees' portion of premium for the subsequent policy year;

2. For Employees covered, at the time the rebate is received by the policyholder, under the group health plan option for
which the Company is providing a rebate, to reduce the Employees' portion of premium for the subsequent policy year;
3. A cash refund to Employees enrolled in the group health plan option, at the time the rebate is received by the
policyholder, for which the Company is providing a rebate; and

4. The reduction in future premium or the cash refund provided under paragraphs 1, 2 or 3 of this section may, at the
option of the policyholder, be: divided evenly among such Employees; divided based on each Employee's actual
contributions to premium; or apportioned in a manner that reasonably reflects each Employee’s contributions to
premium.

5. The portion of a rebate based upon former Employees' contributions to premium must be aggregated and used for
the benefit of current Employees in the group health plan in any manner permitted by this section.

Policyholder will indemnify the Company in the event the Company suffers any fines, penalties or expenses, including
reasonable attomey's fees, due to the Policyholder's failure to carry out its obligations under this Section L of the

Group Policy.
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B MINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS

{|  Ful-Time = means an active employee with a minimum of 30 hrsiweek & 48 weeks/year

YEMPLOYEE INFORMATION

Under the Medicare Secondary Payer Rules itis the Employer s responslblllty to annually inform Arkansas i
[{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).

[instate  j[outof swate  |[Total ‘
| Full-Time Employees enrolling (including those satisfying their waiting period within 3
{|months after the effective date): e
[|{Fuli-Time Employees waiving {Including those satisfying their waiting period within 3 f
|months after the effective date): /
[COBRA Contmuees (Enrolllng) ﬂ & | } |
[Life ONLY Contracts: ] _ Iz T
[|{ Total Enrolling and Waiving: 2
il‘ otal Enrofing anc g S 135 e
;| Part Time/Seasonal/Temporary Employees : 2
[[Total # of Employees: (=

E{Mln imum Number of Insured Employess. To meet |arge group enmllment gundehnes a group must have at least fifty- |
one ful-time enrolled employees. Groups whose enroliment subsequently drops below fifty-one enrolled must be rated as;

‘{2 small group upon renewal,
‘||Minimum Participation Requirements. Employees covered through other comprehensive major medical-type
;| |coverage may be waived from the eligibility count. 75% of al! eligible employees without waivers must be insured, and no

less than 25% of the full-time employees must enroll.

| This Policy may be terminated by the Company if the number of insured Employees fails below the minimum :
number of insured Employees specified above or if the percentage of eligible Employees of the Poiicyhoider |
{covered by the Policy becomes less than the percentage of Employee participation specified above.
ISpecnaI Group Considerations Formy# 23-2170, Description Continuation for Municipal Emps 55+
[Specnal Group Consxderahons Form# 23-21 86 Descnphon No Deductuble ‘Carryover

Special Group Considerations Form# 23-2432, Description Contm for City Cnsl Mbrs & Elect Ofﬁmais

|Special Group Considerations Form# 23-2242, Description $100 ER co-pay i
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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‘tion is in‘cv:vorp_orated in and madeva part of the Group qu_igy and Benefit Certificate.

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

Any person who 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 Q , this /7 Za day of JAQQ:/ 20/3

(City, Staté)

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

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

been approved and the premium is received.

Agent Signature Insurance License #/ Agency Fed. Tax ID #

Agent Printed Name Date
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Arkansas
BlueCross BlueShield

An independent Licensee of the Biue Cross and Bius Shield Associstion

Date: 10/28/2013

Group Name: City of Jonesboro Craighead Library
315 W. Oak
Jonesboro, AR 72401

Group Number: 023849
Dear Group Administrator:

Please be advised that the current benefit you offer (PPO XXX - 1), meets the minimum
essential coverage requirements as defined in § 5000A of the Internal Revenue Code
(employer-sponsored plan), and provides minimum value within the meaning of § 36B(c)(2)(C)
(ii).

Effective 1/1/2014, employers are required by law to inform their employees of coverage
options under the new health care law. You will find the compliant notification document at this
link:

http://www.dol.gov/ebsa/pdf/FL SAwithplans.pdf. Please distribute copies of this notice to all
your employees.

If you have any questions or concerns, please contact your agent or an Arkansas Blue Cross
representative. We are happy to help you through the implementation of this new requirement.

21.213HSCBQQAS23(24



The Patient Protection and Affordable Care Act (PPACA) mandates a Summary of Benefits and Coverage (SBC)
document be created for every health insurance plan. An SBC that applies to this plan(s) can be found online at v
www.arkansasbluecross.com/esbc. After we receive and process your signed contract, you may access the SBC(s) for
this plan by going to our SBC locator tool and entering the following unique identifier(s) into the SBC locator:

10171313202210
Groups with more than one plan type may have more than one link. You may download and electronic copy (PDF) of

the appropriate SBC(s) to fulfill distribution requirements as mandated by the Patient Protection and Affordable Care Act
(PPACA). A printed version is available by calling your group service representative.
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ATk \§7 EMPLOYER APPLICATION

Arkansas
BlueCross BlueShield Blues Enroll

An independent Licensee of the Blue Crass and Bius Shietd Assocuation

j'RenewaI APPLICATION by: CITY OF JONESBORO

’ (hereinafter called "Policyholder”)

for a Group Policy covering the employees of the Policyholder and the eligible dependents of such employees. The
Policyholder intends hereby to establish and maintain an employee benefit plan (the "Plan”) for the Policyholder's employees
:|and eligible dependents, to g:qptribugg to the cost ofth Plan, and o g\_c_:_ti_ygl_y promote the Plan to the Policyholder's employees.
IGROUP INFORMATION . e
[Legal Name of Business: CITY OF JONESBORO
,D/B/A: CITY OF JONESBORO

XStreet Address: 515 W Washigton

(Ciy, State, Zip: Jonesboro , AR , 72401____|Counly: Craighead

K[City, Stat«_e, Zip: Jornesbg[g,vAR_, 72403
{Telephone #: 870-933-4640

!Fax # -

[Fed. Tax 1.D #: 71-6013749

IExec. Contact: Harold Perrin tlE-MaiI: hperrin@jonesboro.org
|Group Administrator: GLORIA ROARK "~ [E-Mail: groark@jonesboro.org

[anary SIC VCode:79199 SIC Description; “Gfeneral Govemment,_NEC_
[ Business Type: Government Entity
|Agent: 7 _§{Agent's Lic #:

|Agent's Company: ~ AgentsTaxld:
'POLICYHOLDER 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 empioyment 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 shouid 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 hofiday. 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.

10-102GRPAPP R12/13
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BENEFIT SELECTION

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

REQUESTED EFFECTIVE DATE, PENDING APPROVAL (S: 1/1/2014

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

If a month is not specified, the Group's Open Enrollmenr wIII be the month prior to the Group s renewa/ date.

[Class ]Class Descrlptcon . |Wa|t|ng Perlod i |Contr|but|on
]1 qul‘l time ;|1 Month ,Employee 71 % Dependent 71 %
2 E’gﬁrees _ ~ |oDays |Employee 0% Dependent D %

Note: The Employer must pay a minimum of 50% of the Employee premium. This Policy may be renn/nated by the company If the Policyholder
fails to contribute the percentage of Employees’ premium specified above. This minimum contribution requirement does not apply to k-1
receipients,

[Maximum Dependent Age 26
iMandated Mental Health Parlty Yes

Please Indicate whether a HRA, or mechanisms utilized to reduce the employee's porllon of heaith 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
. termmahon

[[Deductisie: f\$5oo "~ |Deductible Carryover: No _

|Family Deductible: ) 3 ~ [Basis: Fuffiiment
|Coinsurance: |80%/60% ‘

IIn-Network Calendar Year Coinsurance Max: ‘$2000

|Family Calendar Year Coinsurance Max: 13 7 ;[Basjs: Fulfiliment

[Out-of-Network Calendar Year Comsurance Max %[_N_one

|L|fet|me MaX|mum %lUnlimited
rradltlona| Weliness

[Prescnptlon Drug Rlder Plan: $1 0/$30/$50/1 00% Value Formulary
fMall 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
rBatlent Copay - None
lefﬁce Visit Copayment - $30 ‘ o ,\Matemity - Elected

Supplemental Accidental
|Endorsement - Declined

\ | ‘ER Copayment - $100

i

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

Blue Card

Wémmography - Reject :]Substance Abuse - Reject
|Psychiatric Condition - Reject ﬁ MJ* - Reject

|Hearing Aid - Reject

*Rejection of the TMJ Benefit Rider means covered benefits provided to Covered Persons will not include temporomandibular
Joint disorders (T MJ) or uanlomandlbular dlsorders

[Term Life and AD&D through USAble Life is not Provided

10-102GRPAPP R12/13



[ RATES - PPO XXX - 1

HTwo Tier Composite ‘ ' T ‘ . ITotal Premiurﬁ ‘
[ Employee 7 o ‘ _ l$37674
I Family ‘ v ) §|‘$8”09.39

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. ’ |

Grandfather Status - Our records indicate that your health plan is grandfathered.
Please confirm if you agree with the grandfathered status as indicated above.
l Yes, | agree with the status as shown.

___No, | disagree with the status as shown because

21.213HSCBQAS23(P4




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__) As an employer, are you currently obligated by law to comply with COBRA?
(Yes_/)(No_) Do you want to use the services of Ceridian?

{|(Yes__) (No_") If yes, are you currently contracting directly with Ceridian?

1 COBRA Handbook 2009, 14.03[E][2]; 26 CFR §54.4980B-2 Q/A 5(e).

242 CFR §411.170.

Medical Loss Ratio - The determination of Large and Small Groups is based upon the average number of employees
employed by the employer on business days during the proceeding calendar year. The Public Health Services Act

§2791(e) provides

(1) The term "large employer” means, in connection with a group health plan with respect to a calendar year and a plan’
year, an employer who employed an average of at least 101 employees on business days during the preceding
calendar year and who employs at least 2 employees on the first day of the plan year.
(2) The term "smali employer” means, in connection with a group health plan with respect to a calendar year and a
plan year, an employer who employed an average of at least 1 but not more than 100 employees on business days
| {during the preceding calendar year and who employs at least 1 employee on the first day of the plan year.

| The policyholder is a \/ large employer small employer (check one).

L. Policyholder to Distribute and Account for Premium Rebates

In the event federal or state law requires the Company to rebate a portion of an annual premium payment, Company
will pay the Policyholder the total rebate applicable to the Policy, and Policyholder shall use the amount of the rebate
that is proportionate to the total amount of premium paid by all Employees under the policy for the benefit of
Employees in one of the following ways, at the option of the Policyholder:

1. For all Employees covered under any option offered under the policyholder's group health plan at the time the rebate
is received by the policyholder, fo reduce the Employees’ portion of premium for the subsequent policy year;

2. For Employees covered, at the time the rebate is received by the policyholder, under the group health plan option for
which the Company is providing a rebate, to reduce the Employees' portion of premium for the subsequent policy year;
113. A cash refund to Employees enrolled in the group health plan option, at the time the rebate is received by the
policyholder, for which the Company is providing a rebate; and

4. The reduction in future premium or the cash refund provided under paragraphs 1, 2 or 3 of this section may, at the
option of the policyholder, be: divided evenly among such Employees; divided based on each Employee's actual
icontributions to premium; or apportioned in a manner that reasonably reflects each Employee's contributions to
premium.

5. The portion of a rebate based upon former Employees’ contributions to premium must be aggregated and used for
the benefit of current Employees in the group health plan in any manner permitted by this section. ‘
Policyholder will indemnify the Company in the event the Company suffers any fines, penalties or expenses, including |||
reasonable attorney's fees, due to the Policyholder's failure to carry out its obligations under this Section L of the

21.213HSB QAS23(24



[EMPLOYEE INFORMATION _

IMINIMUM NUMBER OF INSURED EMPLOYE

[Under the Medlcare Secondary Payer Rules, it is the Employer’s responsibility to annually |nform Arkansas
Blue Cross of proper employee counts for the purpose of determining payment priority between Medicare
jand Arkansas Blue Cross. Arkansas Blue Cross is required to furnish these counts to the Centers for

1Medlcare and Medicaid Services (CMS)
) { Full-Time = means an active employee with a minimum of 30 hrsiweek & 48 weeks/year

|in State Outof State  :[Total

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

Full-Time Employees waiving (mcludmg those satnsfylng their waltmg perlod wnthm 3
months after the effective date):

|COBRA Continuees (Enrolfing): | [ I
]Llfe ONLY Contracts - - , ’ ] 1
ﬁotal Enrolhng and Walvmg - . L . . 3[ { :l
]
A

: lPTart Time/Seasonal/T emporary Employees
[Total # of Employees:

Minimum Number of |nsured Employees To meet Iarge group enrollment guldellnes a group must have at Ieast fifty-
one full-time enrolled employees. Groups whose enroliment subsequently drops below fifty-one enrolled must be rated as

a small group upon renewal.
Minimum Participation Requirements. 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 25% 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 percentageof)l?mployee Aoartieipation spe\t{:\iﬁed above.

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

|Special Group Considerations Form# 23-2432, Description Contin for City Cnsl Mbrs & Elect Officials |
rSpecial Group Consiiderations Formi# 23-2242, Description $_1OO ER co-pay B
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‘S'GNATUR_EE —— B ——— = e S e T
This Application is made and delivered in the State of Arkansas and is governed by the laws of Arkansas and the United
States of America. This Application is incorporated in and made a part of the Group Policy and Benefit Certificate.

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

|{ Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or kn.owingly
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 , this Zzﬂday of ;@c— 2043

(City, State

2. Agent

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

Agent Signature Insurance License # / Agency Fed. Tax ID #

Agent Printed Name Date

21.213HSCBQUS23(24




Arkansas
BlueCross BlueShield

An Indepancion Licengee of the Blise Cross and Biua Shield Associstion

Date: 10/28/2013

Group Name: CITY OF JONESBORO
515 W Washigton
Jonesboro, AR 72401

Group Number: 011649
Dear Group Administrator:

Please be advised that the current benefit you offer (PPO XXX - 1), meets the minimum
essential coverage requirements as defined in § 5000A of the Internal Revenue Code
(employer-sponsored plan), and provides minimum value within the meaning of § 36B(c)(2)(C)
(ii).

Effective 1/1/2014, employers are required by law to inform their employees of coverage
options under the new health care law. You will find the compliant notification document at this
link:

http://www.dol.gov/ebsa/pdf/FLSAwithplans.pdf. Please distribute copies of this notice to all
your employees.

If you have any questions or concerns, please contact your agent or an Arkansas Blue Cross
representative. We are happy to help you through the implementation of this new requirement.

21.213HSBQAS23024



f

The Patient Protection and Affordable Care Act (PPACA) mandates a Summary of Benefits and Coverage (SBC)
document be created for every health insurance plan. An SBC that applies to this plan(s) can be found online at
www.arkansasbluecross.com/esbc. After we receive and process your signed contract, you may access the SBC(s) for
this plan by going to our SBC locator tool and entering the following unique identifier(s) into the SBC locator: '

10171313093053

Groups with more than one plan type may have more than one link. You may download and electronic copy (PDF) of
the appropriate SBC(s) to fulfill distribution requirements as mandated by the Patient Protection and Affordable Care Act
(PPACA). A printed version is available by calling your group service representative.

21.213HSMB QS223R4




EMPLOYER APPLICATION

Arkansas
BlueCross BlueShield Blues Enroll

An independent Licensoe of the Blue Cross and Blue Shield Assocition

|Renewa| APPUCATIO_N by: CITY OF JONESBORO
[ (hereinafter called "Pollcyholder“)

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 contnbute to the cost of the Plan and to actlvely promote the Plan to the Pollcyholders employees

'GROUP INFORMATION
|Legal Name of Business: CITY OF JONESBORO

D/B/A: CITY OF JONESBORO

]Street Address: 515 W Washigton

iy, Siate, Zip: Jonesboro AR, 72401 [Goumty: Graighead
[Malllng Address: (if different from Street) P O BOX 1'845 -

Hy State, Zip: Jone_sboro ,AR , 72403 ‘

Telephone #: 870-633-4640 -

]Fax # -

Fed. Tax 1.D #: 71-6013749

Exec. Contact. Harold Perrin . ;ﬁ].E;Méil: hpen’ih@jonesboro.org‘
laroup Administrator: GLORIA ROARK ‘?iE-Ma'lI'. groark@jonesboro.org

Ianary SIC Code: 9199 SIC Description: General Govemment, NEC
|Busmess Type: Government Entity

{Agent: 4 §]Agent‘s Lic#:

|Agents 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 materiais
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.

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 inciude 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 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.

10-102GRPAPP R12/13



BENEFITSELECTION
[RXONLY - medi-pak supplement |
REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1/2014

Waiting Period Note: Effective Date is first of the month following the Waiting Period.

Date of Open Enroliment December
Il a month is not specified, the Group's Open Enroliment wilf be the month prior to the Group's renewal dale.

|E:Iass f[CIass Description ‘ Waiti‘ng Period [Contribution
|med supp elected officials w20 | .
4 Yrs ent sc-rx 0 Mornths Employee 25 % 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 contribute the percentage of Employees’ premium specified above.

[Maximum Dgpendel)t Age: 26

[Mandated Mental Health Parity:Yes
“PT'escription Drug Rider Plan: M$1OI$3’O’/$450 Standard Formulary, Mail Order Drug - 2x Copay (90 days)
|Based on actuarial review, this drug benefit option is creditable to the standard Medicare Part D prescription coverage.

10-102GRPAPP R12/13




1|1 COBRA Handbook 2009, §4.03[E][2]; 26 CFR §54.4980B-2 Q/A 5(e).

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__) As an employer, are you currently obligated by law to comply with COBRA?
A

(Yes_”) (No__) Do you want to use the services of Ceridian?

(Yes_ ) (No _)\/ If yes, are you currently contracting directly with Ceridian?

242 CFR §411.170.

Medical Loss Ratio - The determination of Large and Small Groups is based upon the average number of employees
employed by the employer on business days during the proceeding calendar year. The Public Health Services Act
§2791(e) provides

(1) The term “iarge employer” means, in connection with a group health plan with respect to a calendar year and a pian-
year, an employer who employed an average of at least 101 employees on business days during the preceding
calendar year and who employs at least 2 employees on the first day of the plan year.

(2) The term "small employer” means, in connection with a group health plan with respect to a calendar year and a

plan year, an employer who employed an average of at least 1 but not more than 100 employees on business days
during the preceding calendar year and who employs at least 1 employee on the first day of the plan year.

The policyholder is a ‘/ large employer small employer (check one).

L. Policyholder to Distribute and Account for Premium Rebates

In the event federal or state law requires the Company to rebate a portion of an annual premium payment, Company

will pay the Policyholder the total rebate applicable to the Policy, and Policyholder shall use the amount of the rebate
that is proportionate to the total amount of premium paid by all Employees under the policy for the benefit of
Employees in one of the following ways, at the option of the Policyholder:

1. For all Employees covered under any option offered under the policyholder's group health plan at the time the rebate
is received by the policyholder, to reduce the Employees’ portion of premium for the subsequent policy year;

2. For Employees covered, at the time the rebate is received by the policyholder, under the group health plan option for
which the Company is providing a rebate, to reduce the Employees' portion of premium for the subsequent policy year;
3. A cash refund to Employees enrolled in the group health plan option, at the time the rebate is received by the
policyholder, for which the Company is providing a rebate; and

4. The reduction in future premium or the cash refund provided under paragraphs 1, 2 or 3 of this section may, at the
option of the policyholder, be: divided evenly among such Employees; divided based on each Employee's actual
contributions to premium; or apportioned in a manner that reasonably reflects each Employee's contributions to
premium.

5. The portion of a rebate based upon former Employees' contributions to premium must be aggregated and used for
the benefit of current Employees in the group health plan in any manner permitted by this section.

Policyholder will indemnify the Company in the event the Company suffers any fines, penalties or expenses, including
reasonable attorney's fees, due to the Policyholder's failure to carry out its obligations under this Section L of the

Group Policy.

10-102GRPAPP R12/13




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

Under the Medicare Secondary Payer Rules, it is the Employer’s responsibility to anmrxvarllrvy‘ inforr';rlmA;kérvisaé
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

[nstate  [OutofState  [Toml

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

months after the effective date): 7

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

months after the effective date): ; :

f(-)OBRA Continuees (Enrolling): [ 1| ]

|Life ONLY Contracts: T | [
[Total Enrolling and Waiving: ‘ ‘ o I ’
[ Part Time/Seasonal/Temporary Employees : _ _ - V , '
]Total # of Employees: v ‘ B ' ]
Minimum Number of Insured Employees. To meet large group enroliment guidelines a groub muét have at least fifty-
one full-time enrolled employees. Groups whose enroliment subsequently drops below fifty-one enrolled must be rated as

a small group upon renewal.
Minimum Participation Requirements. 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 25% 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.

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

\Special Group Considerations Formi# 23-2432, Description Contin for City Cns! Mbrs & Elect Officials
fSpeciaI Group Considerations Formi# 23-2242, Description $100 ER co-pay

10-102GRPAPP R12/13



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

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

Any person who 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. Policyhoider

Signed at ﬂe , this Zf% day of fé&o L3

(Clty, State)

2. Agent

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

Agent Signature insurance License #/ Agency Fed. Tax ID #

Agent Printed Name Date

10-102GRPAPP R12/13
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Arkansas
BlueCross BlueShield

An indopendent Licensae of the Blue Cross and Blue Shinld Association

Date: 10/28/2013

Group Name: CITY OF JONESBORO
515 W Washigton
Jonesboro, AR 72401

Group Number: 011649
Dear Group Administrator:

Please be advised that the current benefit you offer (medi-pak supplement), meets the minimum essential
coverage requirements as defined in § S000A of the Internal Revenue Code (employer-sponsored plan),
and provides minimum value within the meaning of § 36B(c)(2)(C)(ii).

Effective 1/1/2014, employers are required by law to inform their employees of coverage options under the
new health care law. You will find the compliant notification document at this hink:
http://www.dol.gov/ebsa/pdf/FL.SAwithplans.pdf. Please distribute copies of this notice to all your
employees.

If you have any questions or concerns, please contact your agent or an Arkansas Blue Cross representative.
We are happy to help you through the implementation of this new requirement.

10-102GRPAPP R12/13



[ RATES - medi-pak supplement

glTot;_ﬂ Premium

‘|One Tief Composite
[$92.97

| Employee

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.

Grandfather Status - Our records indicate that your health plan is grandfathered.

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

10-102GRPAPP R12/13




Arkansas
BlueCross BlueShield Blues Enroll

Anindepencant Licensee of the Blue Croas and Blue Shield Assoaaton

[Renewal APPLlCATION by CITY OF JONESBORO URBAN RENEWAL & HOUSING
! (hereinafter called "Policyholder”)

EMPLOYER APPLICATION

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 contnbute to the cost of the Plan, and to actively promote the Plan to the Pollcyholders employees

| GROUP INFORMATION

[Legal Name of Business: CITY OF JONESBORO

,D/B/A CITY OF JONESBORO URBAN RENEWALE HOUSING
tStreet Address: 330 Union Street

[Clty, State, Zip: Jonesboro , AR , 72401 [County Cralghead
ﬁ\/lalllng Address: (if different from Street) 330 Umon Street

[Ctty, State, Zip: qqhesbqro AR, 72401

Telephone #: 870-935-9800

[ Fax #: -

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

\rExec. Contact: 7 :IE—MaiI'
[Group Administrator: Janice Grissum ) 1E Mail:

ﬁ’nmary SIC Code: 9199 SIC Descnptlon General Govemment NEC

[Business Type: Govemment Entity - )
|Agent: ~ |Agent's Lic #:
tAgent‘s Company:  Agents T 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 timited 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 misieading 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 presentatlon of improper clanms

{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 calied upon notice mailed not less than ten (10) or more than sixty (60) days prior to
such meeting. This proxy, unless revoked, shall remain in effect during the Policyholder's membership in ABCBS. The
Policyholder may revoke this proxy in writing by advising ABCBS, attention Legal Division, of such at least five (5) days prior to
any meeting. The Policyholder may also revoke its proxy by attending and voling in person at any Member's meeting.

10-102GRPAPP R12/13




BENEFIT SELECTION

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

REQUESTED EFFECTIVE DATE, PENDING APPROVAL IS: 1/1I2014

Waiting Period Note: Effective Date is first of the month following the Waiting Period.
Date of Open Enroliment December
If a month is not specifi ed the Group s Open Enrollment will be the monlh prior to lhe Group's renewal date.

[Class ]Class Descrlptlon lWaltmg Per:od [Contnbutlon .

[1 lfulltlme S |1 Month LEmployee % Dependent 71 %‘ -

Note The Employer musl pay a minimum of 50% of the Employee prem/um Thls Policy may be lermlnated by the company lf lhe Pollcyholder
fails to contribute the percenlage of Employees premlum specified above.

(Maxmum Dependent Age 26
|Mandated Mental Heaith Parnty Yes _

Please Indicate whether a HRA, or mechanisms utlllzed to reduce the employee S pomon 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.

‘Beducnme . S— W [$500 MsIDeductlble Carry;;;r: ,,No ——
| |Fam||y Deducnme o ‘. e ./ . 13 JBas.s Fum"mem :

) |In-Network Calendar Year Comsurance Max _ J$2000 S

) ramlly Calendar Year Coinsurance Max: ;[3 ‘ iS[Basis: Fuffiliment

’Out-of-Network Calendar Year Comsurance Max lNone

[Llfetlme Maximum: [ Unlimited

‘ [Tradltlonal Weliness

lPrescnptnon Drug R|der P‘ ' : B §landard EQ’T’..‘P'?IY

‘[Mail Order Drug - 2x Copay (90 days)

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

[PPO Optional Benefits:
llnpatient Copay - None
[Ofﬁce Visit Copayment - $30 E]Matemity - Elected

|Supplemental Accidental
.Blue Card 7 Endorsement -’__Declined o

lER Copayment - $100

[Arkansas Mandated Offer Benefit Riders:

l ~ You Must Elect or Reject Each Rider:
[Mammography - Reject _fSubstance Abuse - Reject
IPsychiatric Condition - Reject | TMJ* - Reject

lHeanng Aid - Reject

'T'Rejecbon of the ™J Benef it Rlder means covered beneﬁts prowded to Covered Persons wﬂl not |nc|ude temporomandlbular
|J0|nl disorders (TMJ) or craniomandibular disorders.

[Term Life and AD&D through ‘USAbIe Life is not~ Provided

10-102GRPAPP R12/13



| S — 4’ : RATESPPOXXX1 S

| |Two Tier Composite |Total Premium
l Employee .|$376.74
[ Family A |$809.39

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

Cross and Blue Shield, or one of its affiliates, for his or her services related to the placement of this coverage. Any such |

Grandfather Status - Our records indicate that your health plan is grandfathered.
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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|/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. "

. (Yesg(No_) As an employer, are you currently obligated by law to comply with COBRA?
(Yes Y) (No__) Do you want to use the services of Ceridian?
(Yes__) (No ¥} If yes, are you currently contracting directly with Ceridian?

1 COBRA Handbook 2009, §4.03[E][2]; 26 CFR §54.4980B-2 Q/A 5(e).
2 42 CFR §411.170.

Medical Loss Ratio - The determination of Large and Small Groups is based upon the average number of employees
employed by the employer on business days during the proceeding calendar year. The Public Health Services Act
§2791(e) provides

{1) The term "large employer" means, in connection with a group health plan with respect to a calendar year and a plan
year, an employer who employed an average of at least 101 employees on business days during the preceding
calendar year and who employs at least 2 employees on the first day of the plan year.

{2) The term "small employer” means, in connection with a group health plan with respect to a calendar year and a
plan year, an employer who employed an average of at least 1 but not more than 100 employees on business days
'||during the preceding calendar year and who employs at least 1 employee on the first day of the plan year.

The policyholder is a large employer '/small employer (check one).

L. Policyholder to Distribute and Account for Premium Rebates

In the event federal or state law requires the Company to rebate a portion of an annual premium payment, Company
will pay the Policyholder the total rebate applicable to the Policy, and Policyholder shall use the amount of the rebate
that is proportionate to the total amount of premium paid by all Employees under the policy for the benefit of

| |Employees in one of the following ways, at the option of the Policyholider:

1. For all Employees covered under any option offered under the policyholder's group health plan at the time the rebate
is received by the policyholder, to reduce the Employees' portion of premium for the subsequent policy year;

'|12. For Employees covered, at the time the rebate is received by the policyholder, under the group health plan option for |||
which the Company is providing a rebate, to reduce the Employees' portion of premium for the subsequent policy year;
3. A cash refund to Employees enrolied in the group health plan option, at the time the rebate is received by the
policyholder, for which the Company is providing a rebate; and

4. The reduction in future premium or the cash refund provided under paragraphs 1, 2 or 3 of this section may, at the
option of the policyholder, be: divided evenly among such Employees; divided based on each Employee's actual
contributions to premium; or apportioned in a manner that reasonably reflects each Employee's contributions to
premium.

5. The portion of a rebate based upon former Employees' contributions to premium must be aggregated and used for
the benefit of current Employees in the group health plan in any manner permitted by this section.

Policyholder will indemnify the Company in the event the Company suffers any fines, penalties or expenses, including
reasonable attorney's fees, due to the Policyholder's failure to carry out its obligations under this Section L of the

Group Policy.

21.213HSCB QAS2304
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AUEMPLOYEE INFORMATION
| MINMIUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS.

i Under the Medicare Secondary Payer Rulas, it is the Employer s responslbimy to annually inform Arkansas
[i{|Btue Cross of proper employee counts for the purpose of determining payment priority batween Medicare
lj}{and Arkansas Biue Cross. Arkansas Blue Cross Is required to furnish these counts to tha Centers for
i[l)Medicare and Medicaid Services (CMS).

i
" | Full-Time = means an active employes with a minimum of 30 hrsiweek & 48 weeks/year

{2: [nsute  j[Outotsus  |[Tow!
!

t

[Full-Time Employees enrolling (including those satisfying their waiting period within 3 } L
il{imonths after the effective date): 20 | 2. 4
il { Full-Time Employees waiving (including those satisfying their waiting period within 3 } ' |

months after tne effectlve date) ] |
' F;OBRA Continuees (Enrolfing): il

|[Life ONLY Contracts:
' ’qu@nmllim and Waiving:

I}[Part Time/Seasonal/Temporary Employees : A
i{f[Total # of Employess: '
imum Number of lnsm Iarge group enmlm
|one full-time enrolled employees. Groups whose enrollment subsequently drops below fifty-one enrolled must be rated as'

1[a smalt group upon renewal.
Minimum Participation Requirements. Employees covered through other comprehensive major medical-type \

|coverage may be waived from the eligibility count. 75% of all efigible smployees without waivers must be insured, and no |
less than 25% of the full-time employees must enroll. ‘ |

S r——

| This Palicy may be terminated by the Company if the number of insured Employees falis beiow the minimum it
Inumber of insured Employees specified above or if the percentage of aliglble Employees of the Policyholder |
i covered by the Policy bacomes less than the percentage of Employee participation specified above.
'[Special Group Considerations Form# 23-2170, Description Continuation for Municipal Emps 55+
: [Speclal Group Considerations Formif 23-2186, Description No Deductlble Canyover ]

: LSpwal Group Considerations Form# 23-2432, Description Contnn for City Cnsl Mbrs & Elect Ofﬁmals o

H

H
‘[Spectal Group Considerations Formd 23-2242, Description $100 ER co-pay ey
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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.

| 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 betow
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

Signedat}%’w W,this /72 day of ,ﬂa 045
(City, State) /

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

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

Agent Signature Insurance License # / Agency Fed. Tax ID #

Agent Printed Name Date
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Arkansas
BlueCross BlueShield

An Independert Licensae of the Blue Cross and Bive Shiekd Association.

Date: 10/28/2013

Group Name: CITY OF JONESBORO URBAN RENEWAL & HOUSING
330 Union Street
Jonesboro, AR 72401

Group Number: 024703
Dear Group Administrator:

Please be advised that the current benefit you offer (PPO XXX - 1), meets the minimum
essential coverage requirements as defined in § 5000A of the Internal Revenue Code
(employer-sponsored plan), and provides minimum value within the meaning of § 36B(c)(2)(C)
(ii).

Effective 1/1/2014, employers are required by law to inform their employees of coverage
options under the new health care law. You will find the compliant notification document at this
link:

http://www.dol.gov/ebsa/pdf/FL SAwithplans.pdf. Please distribute copies of this notice to all
your employees.

If you have any questions or concems, please contact your agent or an Arkansas Blue Cross
representative. We are happy to help you through the implementation of this new requirement.
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The Patient Protection and Affordable Care Act (PPACA) mandates a Summary of Benefits and Coverage (SBC)
document be created for every health insurance plan. An SBC that applies to this plan(s) can be found online at
www.arkansasbluecross.com/esbc. After we receive and process your signed contract, you may access the SBC(s) for
this plan by going to our SBC locator tool and entering the following unique identifier(s) into the SBC locator:

101713131563752

Groups with more than one pian type may have more than one link. You may download and electronic copy (PDF) of
the appropriate SBC(s) to fulfill distribution requirements as mandated by the Patient Protection and Affordable Care Act
(PPACA). A printed version is available by calling your group service representative.
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Arkansas
BlueCross BlueShield

An Indepandant Licensee of the Biue Cross and Blue Shield Assaciaton

[Renewal APPLICATION by: City of Jonesboro Municipal Airport
i (hereinafter called "Policyholder”)

EMPLOYER APPLICATION

for a Group Policy covering the employees of the Policyholder and the eligible dependents of such employees. The
‘Po!icyholder intends hereby to establish and maintain an employee benefit plan (the "Plan") for the Policyholder's employees
jand ellgtble dependents to contrlbute to the cost of the Plan, and to actlvely promote the Plan to the Pollcyholders employees

'GROUP INFORMATION |
[Legal Name of Business: CITY OF JONESBORO

|T)/B/A' City of Jonesboro Municipal Airport

'Street Address: 4116 Linbergh Drive

[Clty State, Zip: Jonesboro , AR, 72403 ) ” lCounty Cralghead
[Malllng Address: (if dlfferent from Street) P.O. Box 1293

[Ciy State, Zip: Jonesboro AR , 72403

Telephone #: 670-9334640

fFax # -

Fed. Tax LD #: 71-0028290

[Exec.Contact  |E-Mai:
,[Group Administrator: Gloria Roark ]E—Mall

]anary SIC Code 9199 } S|C Descrlptlon General Govemment NEC

[Busmess Type: Govemment Entlty
,Agent .[A—gent's Lio #:
}Agents Company:  Agent's Tax Id:

'POLICYHOLDER A AS S 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 presentatlon of i lmproper clalms

e ————
The Policyholder hereby appoints the Board of Directors ("Board”) of Arkansas Blue Cross and Blue Shield ("fABCBS"), 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 behaif. 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 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 ORGANIZAT! ION (PPO) - PPO XXX - 1

REQUESTED EFFECTIVE DATE, PENDING APPROVALIS: 1I1/2014

Waiting Period Note: Effective Date is first of the month following the Waiting Period.
|Date of Open Enrollment December

i amonth is not specrf'ed rhe Group 'S Open Enrollment wrll be me monlh pnor to lhe Group s renewal dale

(Class fwass Descnptlon

Waltmg Penod ]Contnbutlon
K |All Fuli Time Employees {1 Month 7 _ ‘Employee 71%  Dependent 71 %

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

|Maximum Dependent Age 26
[Mandated Mental Health Panty Yes

‘|Please Indicate whether a HRA, or mechanisms utlllzed fo reduce the employees portron of health plan costs is erther 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 amangement. Upon evidence to the contrary, the group health planis subject to
termination.

[Deductibie: ) ~ [$500  |Deductible Carryover: No
]Farnily Deductible: | I3 " [Basis: Fuffilment |
’ lln-Network Calendar Year Comsurance Max: [972000 _ - )
_,Famrly Calendar Year Coinsurance Max: l3 E,Basis: .Fulﬁllment

,0ut-of-Network Calendar Year Coinsurance Max: ‘]None

|Lifetime Maximum: |Unlimited

@admonal Wellness

(Maul Order Drug 2x Copay (90 days)

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

[PPO Optional Benefits:
[Inpatient Copay - None
IOfﬁce Visit Copayment - $30 :lMatemity - Elected

1 Supplemental Accidental
Endorsement - Declined

(ER Copayment - $100

Biue Card

rArkansas Mandated Offer Benefit Riders:

| You Must Elect or Reject Each Rider:
|Mammography “Reject lSubstance Abuse - Reject
JrPsychiatric Condition - Reject :lTMJ* - Reject

|Hearing Aid - Reject

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

ﬁerm Lite and AD&D t’hrodgh USAble Lite_ is not Prqyided )
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i | T RATES-PPOXX-1

[Two Tier Composite |Total Premium
Employee ‘l$376.74
58083

Life / AD&D
STD

[
| Family
|
|

If there is an agent or broker invoived 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.

Grandfather Status - Our records indicate that your health plan is grandfathered.
P?se confirm if you agree with the grandfathered status as indicated above.

‘__ Yes, | agree with the status as shown.

__No, I disagree with the status as shown because

21.213HSQBQAS2324




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__) As an employer, are you currently obligated by iaw to comply with COBRA?
' (Yes!) {No__) Do you want to use the services of Ceridian?

(Yes_) (Noé If yes, are you currently contracting directly with Ceridian?

1 COBRA Handbook 2009, 14.03[E][2]; 26 CFR §54.4980B-2 Q/A 5(e).

2 42 CFR §411.170.

Medical Loss Ratio - The determination of Large and Small Groups is based upon the average number of employees
employed by the employer on business days during the proceeding calendar year. The Public Health Services Act
§2791(e) provides

(1) The term "large employer" means, in connection with a group health plan with respect to a calendar year and a plan
year, an employer who employed an average of at least 101 employees on business days during the preceding

| lcalendar year and who employs at least 2 employees on the first day of the plan year.

{2) The term "small employer” means, in connection with a group health plan with respect to a calendar year and a
plan year, an employer who employed an average of at least 1 but not more than 100 employees on business days
duning the preceding caiendar year and who employs at least 1 employee on the first day of the plan year.

The policyholder is a large employer small employer (check one).

L. Policyholder to Distribute and Account for Premium Rebates

In the event federal or state law requires the Company to rebate a portion of an annual premium payment, Company
will pay the Policyholder the total rebate applicable to the Policy, and Policyholder shall use the amount of the rebate
that is proportionate to the total amount of premium paid by all Employees under the policy for the benefit of
Employees in one of the following ways, at the option of the Policyholder:

1. For all Employees covered under any option offered under the policyholder's group health plan at the time the rebate
is received by the policyholder, to reduce the Employees’ portion of premium for the subsequent policy year;

2. For Employees covered, at the time the rebate is received by the policyholder, under the group health plan option for
which the Company is providing a rebate, to reduce the Employees' portion of premium for the subsequent policy year;
3. A cash refund to Employees enrolied in the group health plan option, at the time the rebate is received by the
policyholder, for which the Company is providing a rebate; and

4. The reduction in future premium or the cash refund provided under paragraphs 1, 2 or 3 of this section may, at the
option of the policyholder, be: divided evenly among such Employees; divided based on each Employee's actual
contributions to premium; or apportioned in a manner that reasonably reflects each Employee's contributions to
premium.

5. The portion of a rebate based upon former Employees’ contributions to premium must be aggregated and used for
the benefit of current Employees in the group health plan in any manner permitied by this section.

Policyholder will indemnify the Company in the event the Company suffers any fines, penalties or expenses, including
reasonable attorney's fees, due to the Policyholder's failure to carry out its obligations under this Section L of the

Group Policy.

21.213HSCBQAIS23(R4




[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 Arkaﬁsas '
'(|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 Medicald Services (CMS). =~~~
[ Full-Time = means an active employee with a minimum of 30 hrs/week & 48 weeks/year

]n State i|0u( of vState L]Total

Full-Time Employees enrolling (including those satisfying their waiting period within 3 : ‘
months after the effective date): ‘ ’ 1
Full-Time Employees waiving (including those satisfying their waiting period within 3
months after the effective date):

[ Part Time/Seasonal/Temporary Employees :

||JCOBRA Continuees (Enrolling): i | |
Lfe ONLY Contracts: 4o i

» l?otal Enrolling and Waiving: 7 ' | 7 | {
|

|

[

Minimum Number of Insured Employees. To meet large group enroliment guidelines a group must have at least fifty-
-|lone full-time enrolied employees. Groups whose enroliment subsequently drops below fifty-one enrolled must be rated as

a small group upon renewal.
Minimum Participation Requirements. 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 25% of the full-time employees must enroll.

er—otal # of Employees:

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.

,rSpeciaI Group Considerations Form# 23-2186, Description no deductible carryover
[Special Group Considerations Form# 23-2242, Description $100 ER co-pay

21.213HSCBQQS23(P4




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 Qf the Grpup Pplﬁcy 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
‘ireceived by the home office of Arkansas Blue Cross and Blue Shield. I also understand that my signature below
represents my agreement and acceptance of the premlum rate schedule

| understand the Life and Accidental Death & Dismemberment coverage is provnded through a policy issued to the
Trustee of the USAble Life Group Insurance Trust, and | hereby renew participation in said trust, which is insured by
USAble Life. A copy of the trust policy is maintained in USAble Life's home office in Little Rock, Arkansas and is
subject to examlnatlon by pamC|pat|ng employers .

Any person who knowingly presents a false or fraudulent cIalm for payment of a 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.

1. Pollcyhold
Signed at@xa%-a % , this /‘? day of ,<Q<_, 20 /3
(City, State)
2. Agent

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

Agent Signature Insurance License #/ Agency Fed. Tax 1D #

Agent Printed Name Date
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Arkansas
BlueCross BlueShield

An independant Liconsee of the Blue Crosa and Biue Shietd Association

Date: 10/28/2013

Group Name: City of Jonesboro Municipal Airport
4116 Linbergh Drive
Jonesboro, AR 72403

Group Number: 028290
Dear Group Administrator:

Please be advised that the current benefit you offer (PPO XXX - 1), meets the minimum
essential coverage requirements as defined in § 5000A of the Internal Revenue Code
(employer-sponsored plan), and provides minimum value within the meaning of § 36B{(c)(2)(C)
(ii).

Effective 1/1/2014, employers are required by law to inform their employees of coverage
options under the new health care law. You will find the compliant notification document at this
link:

http://www.dol.gov/ebsa/pdf/FL SAwithplans.pdf. Please distribute copies of this notice to all
your employees.

If you have any questions or concerns, please contact your agent or an Arkansas Blue Cross
representative. We are happy to help you through the implemnentation of this new requirernent.

21.213HSCBQAS23(24



The Patient Protection and Affordable Care Act (PPACA) mandates a Summary of Benefits and Coverage (SBC)
document be created for every health insurance plan. An SBC that applies to this plan(s) can be found online at
www.arkansasbluecross.com/esbc. After we receive and process your signed contract, you may access the SBC(s) for
this plan by going to our SBC locator tool and entering the following unigue identifier(s) into the SBC locator:

10171314410578

Groups with more than one plan type may have more than one link. You may download and electronic copy (PDF) of
the appropriate SBC(s) to fulfill distribution requirements as mandated by the Patient Protection and Affordable Care Act
(PPACA). A printed version is available by calling your group service representative.
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