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EMPLOYER APPLICATION
 

Arkansas 
Blues Enroll BlueCross BlueShield 

IRenewal APPLICATIONby:'Ci1y ofJ~~~~boro 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 plan (the "Plan") for the Policyholder's employees 
and eligible dependents, to contribute to the cost of the Plan, and toac;tivelypromote the Plan tothe POlicyholder's employees. 
iGRC5up INFORMATION -. - --- - - - - - - - -- - - . - ---- --~ --- ---

ILegal Name of Business: CITY OF JONESBORO 

IStreet Address: 315 W. Oak 

[City, State, Zip: Jonesboro, AR , 72401 ICounty: Craighead 

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

iCity, State, Zip: Jonesboro, AR , 72401 

IFax#: -

IFed. Tax 1.0 #: 71-0023849 

IExec. Contact "IE-Mail: 

IGroup Administrator: Nancy Dobbins :1r::E:--M:-:-a::-il:----------------~-~--1 

[Primary SIC Code: 8231 SIC Description: Libraries 

IBusiness Type: Government Entity 

!AgentIAgent'sLic #: 

!Agent's Company: Agent's Tax Id: 
I . .. .- --~~~-----------------

'POLICYHOLDER AS PLAN ADMINISTRATOR 

IThe Policyholder, as Plan Administrator, assumes responsibility for the accuracy of information presented to Arkansas Blue 
cross and Blue Shield ("ABCBS"), including all information on the employment status and eligibility of individuals to be covered I 

Junder 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 
Isubmitted with it, inclUding, but not limited to, individual applications and medical information, then ABCBS may cancel or 
Irescind this Group Policy. The Policyholder further agrees that if misrepresentations or false or misleading information is 
Ipresented 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. 
~~---_.----~~-----------------------

IPROXY 

IThe 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 
Ihome 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 
lany meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting. 
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,BENEFIT SELECTION 

!PREFERRED 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 Enrollment December 
If a month is not specified, the Group's Open Enrollment wiff be the month prior to the Group's renewal date. 

IClass 'ICI~~~()~~~~i~ti~~ ,, Ilwaiti~~pe~iod IC~~tribution
 
11 Ifull time il-1-.M-'o'-,.~-th';;;'",--';;;";;;'---J~rnEI()yee!1 % Dependent 71 %
 

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

IMaximurn Dependent Age 26 

IMandated M~ntal He~lth Parity: )'es 

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. 

IDeductible: ,1$500 ilDeductibl~ C~~ryover: No 
'-F-a-m-i1-y-O-e-d-u-c-t-ib-le-:---'----------'---'--1-=-3--'---'---'---'---'-.;;;.',I Basis: Fulfillment 

I-=-C-o-in-s-u-r-a-n-ce-:---------------".i[~~~/~/6~o/0 

lin -Netw~~k'Calendar Year(;oin~'urance~~~:--" 11$2000<' 

[Family Calendar Year Coinsurance Max: !13 II Basis: Fulfillment 
I-O-u-t-o-f--~N-etw-o-r-k-C-a-l-e-n.;;;.d-'a-'r.;;;.Y-e.;;;.a.;;;.r'-C.;;;.o-i-ns-u~r';;;'a-n-c-e-=-M::-:-ax-: -"1 None 

IILifetime Maximum: . I-u"-n-lim-it-ed--------------------

IITraditional Wellness

1===========================================================
!Prescription Drug RidElr Plan: $10/$30/$50 Standard Formulary 

IMail Order Drug - 2x Copay (90 days) , 

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

IpPO Optional Benefits: 

/Inpatient Copay - None 

IOffice Visit Copayment - $30 IMaternity - Elected 

IBlue Card 
Supplemental Accidental 
Endorsement - Declined 

"IER C~payment - $100 ' 

IArkansas Mandated Offer Benefit Riders:
 

I You Must Elect or Reject Each Rider:
 
IMammography - Reject I-S-u-bs-t-a-n-ce-Ab-u-se-.-R-e-je-c-t---------- I
 

IPsychiatric Condition - Reject ,[TMJ* - Reject
 

IHearing Aid - Reject
 
I"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 
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1=1 ----'- .... :T'ES---,--.-=P_PO--,-XXX,-----,-1---'--__---'-----'-RA= 11 

I 

ITwo Tier Composite /Total Premium 

I Employee '1$376.74 

I Family :1$809.39 

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. 

. _.. ,... ,..... " .. _---,....." -,........... . ....
 

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

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

--.0es, I agree with the status as shown.
 

_ No, I 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 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. 1 

(Yes.,6 (No--l As an employer, are you currently obligated by law to comply with COBRA? 

(YeS~NO--lDo you want to use the services of Ceridian? 

(Yes--l (No-!1' If yes, are you currently contracting directly with Ceridian? 

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

1[242 CFR §411.170.
 
i
 

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

I Icalendar year and who employs at least 2 employees on the first day of the plan year. 

1 'I! (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 
jdUring 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 I small employer (check one). 

L. PolicVholder to Distribute and Account for Premium RebatesI 
I 
lin 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 
Ipolicyholder, 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 

1 
Icontributions to premium; or apportioned in a manner that reasonably reflects each Employee's contributions to
 
jpremium.
 
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. 213HSCJ3 WS23Q!4 



: 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 ;:1
Medicare and Medicaid Services (CMS). ' . 

. .. ~._._.,:: II 
1~~TIme = means an active employee with a minimum of 30 hrslweek & 48 weekslyear 

I'-'~'----'-"-'-~- -----------. lin-state j§utolStata fff;;:=~!: 
; Full-Time Employees enrolling (including those satisfying their waiting period within 3 r=.:-::Ir-Ir--: i 

months after the effective date): 3~L--.-JL._...__:: 

~~~~~i~L~~:: ...~~:a~ng~~~~3_EHRC.II'
 
:. :~~:.E~~~ts: . II 0 II IL i:' 
;ilT~tal Enrolling and Waiving: 13~.lL __ . ][. .'! il 

1;:~artTim~/SeasonalfTemporary Employees: II..d?u6..j 1i
!;![~tal # of Employees: 115 j !: 
j. -----------~-_.. -----------.--..---- ._-----------_._-----------_._'.

!! Minimum Number of Insured Employees. To rneellarge group enrollment guidelines a group must have alleast fifty- ;: 
: one full-time enrolled employees. Groups whose enrollment subsequently drops below fifty-one enrolled must be rated as; . 

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

i ;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. 

:1~p~c:ia!_G~.E.~~.erationsFonn# 23-2170, Description Continualion for Municipal E~~~ ..__.. . 

i ISpecial Group COnsi~~~til'.n.~~~~ ..~~-~1 ~~,_p~c:~~~~~_N0!J_~~ct!~I~g~_~~~~r . __ . 

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

l[~ Group Considerations~~~# 23-2242-'-.'?.escription ~O ER co-pay 
I . -"-0------ -

_ ._. .. J 
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,SIGNATURES -- ------- 

This Application is made and delivered in the State of Ark~n~a~·an~is-~:ve;ned b~·the laws of Arkansas and the United I 
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. 

• , , 4 __ • .. •.... _ __ _. ___ ~._ 

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~Oe ,thisI9~ dayof ~ 20.,L3
j/ (City, State) 

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

I 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. 

Agent Signature Insurance License # / Agency Fed. Tax 10 # 

Agent Printed Name Date 
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Arkansas
 
BlueCross BlueShield
 

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/ebsalpdf/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. 

21.213HSCBWS2~4 



I 
The Patient Protection and Affordable Care Act (PPACA) mandates a Summary of Benefits and Coverage (SSG) 
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 SSC 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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I 

EMPLOYER APPLICATION
 

Arkansas 
Blues EnrollBlueCross BlueShield 

All ~ Ucensee 01 lhe Blue voss and Blue Shiekl AssoaatIOn 

jRenewal 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 dee.endents, to co~tributEltot~e.co~t ofthElF'lan, and to C1~ti~elypf()motethe Plan to the Policyholder's employees. 
IG~R60p INFORMATION - ~ - ~ --- - - - - - - - --- --- -- -- -- - -- 

!Legal Name of Business: CITY OF JONESBORO 

ID/B/A: CITY OF JONESBORO 

IStreet Address: 515 W Washigton 

•[Mailingl\dd.res~: (if diff~rentfromSt~eet)P0 BOX 1845 

ICity, State, Zip: Jonesboro, AR , 72403 
ITelephone #: 870-9334M() ... mm ..... m·. 

[Fax #: 
I 

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

[Exec. Contact: Harold Perrin .IE-Mail: hperrin@jonesboro.org 

IGroup Administrator: GLORIA ROARK II"=E:-:~M:-:--:ai::-I:-g"-ro-a"-rk:-@:::-jO"-n-e"'-:sb-o-ro-.-o-rg--"-"------------1 

[Primary SIC Code: 9199 SIC Description: General Govemme~t, NEC 
! __ _ _ __ __ A 

jBusiness Type: Govemment Entity 

IAgent: J!Agent'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 

ICross 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
 
Icontributed 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 
jany meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting. 

1O-102GRPAPP R12/13 
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11 

---------~ 

IBENEFIT SELECTION 

/PREFERRED PROVIDER ORGANJZATIONJ~~O) - 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 Enrollment December
 
If a month is nol specified, the Group's Open Enrollment will be the month prior to the Group's renewal date. 

[Class	 IClass Description IW~iting P~riod Ic~ntril)Ution 
lr-fu-ll-t-im-e---------,11 Month ICEr-m-pr-lo-y-e-e-7-1-0-Vo--D-e-p-e-n-d-e-n-t-7-1-0;.-0----I 

1-2---'1retirees	 :1-O-D-a""'"y""'"s-'--'-------IEmPloyee 0 % Dependent 0 % 

Note: The Employer must pay a minimum of 50% of the Employee premium. This Policy may be tenninated 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 DependentAge 26 

lMandated 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. 

IDecluctibl~: 11$500 uIID;d~ctibl~C~r~o~er:' No 

/-=F-a-m-i1r-yr-D=-e-d-u-c-t-ib-l-e-:---------------.'13-.-----------;'IBi:lSiS: Fulfillment 

l""'c-o-in-s-u""'"r-a-n-c""'"e-:------------------'--'----:180°;.,/60°;0 

lin-Network Calendar Year Coinsurance Max:Ir-$-200---0------------------------- 

I-Fa-m-il-y-C-al-e-n-d-a-r-Y-e-a-r-C-o-'-m-s-u-r-a-n-c-e-M-ax-.-:----13!Basis: Fulfillment 

IOut-of-Network Calendar Year C~insura~~e~lI)(: II-N""'"o-ne--'--'--------"---'-'--'----'--'---'--'-----------

ILifetime Maximum: ilunlimited 

. !Traditional Wellness 

IPrescription Drug Rider Plan: $10/$30/$50/100% Value FormUlary 

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

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

1Inpatient Copay - None 

IMatemity - Elected
 
----------------------------------"-------- Supplemental Accidental
 

Endorsement - Declined
 , , 

jER Copayment - $100 

[Arkansas Mandated OfferBenefit Riders:. 

You Must Elect or Reject Each Rider:
.----------------------1 

[Mammography - Reject ,!Substance Abuse - Reject 
/psychiatric Condition - Reject "jr-T-M-J-·---R-e-je-c-t---------------r 

IHearing Aid - Reject 

'Rejection of the. TMJ Ben.efit R"ide,r m.e"a,n,s co,ve .. overe.d p.,ersons. will not in,C.lude, temP.oromandibular.. .. re,d ben,efrt.s,. proVided, t.o C
Joint disorders (TMJ) or craniomandibular disorders. , . . . , 

!Term Life and AD&D through USAble Life is not Provided 
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Ir- RAlES - PPO xxx -1 I 
ITwo Tier Composite ITotal Premium 

I Employee JI$3!6.74 

I Family .. 11$809.39 

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

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

lYes, I agree with the status as shown.
 

_ No, I disagree with the status as shown because
 

21.213HSCJ3CDS23<24 



I,AlTESTATIONS - - 

I
ICOBRA 
; 

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. 1 

~ 
(Yes~ (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~ (NO~lf yes, are you currently contracting directly with Ceridian? 

1 COBRA Handbook 2009, 114.03[E][2]; 26 CFR §54.4980B-2 Q/A 5(e).
 
1242 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 
icalendar year and who employs at least 2 employees on the first day of the plan year. 
I 
1(2) The term "small employer" means, in connection with a group health plan with respect to a calendar year and a
 
Iplan year, an employer who employed an average of at least 1 but not more than 100 employees on business days
 

. Iduring the preceding calendar year and who employs at least 1 employee on the first day of the plan year. 
I 

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

IL. Polic holder 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 
Iwill 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
 
I,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
 
'cont~butions to premium; or apportioned in a manner that reasonably reflects each Employee's contributions to
 
premium.
I

15. 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
 

IGroup Policy. 
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!EMPLOYEE INFORMATION --- -

:MINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS. 

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

I .F~II.Til1le~mean~- a~a~ti~e-employ~e-;,..,ith a minimum of 30 hrs/week & 48 weeksiyear 
r.-::::-:--- r=-:-:-::-:--:---. r.:--,..---II
Jt.nSlate . ,lout of Slate ITotal 

j"=F-:UI::-I-T=-im-e-E=m-p::-lo-y-ee-s-e-nr-o"7.II':""in-g-:(::-in-c7"IU-d::-in-g-t::-h-o-se-s-at-:""is-=fy-=j-ng--:th-e"":"ir-w-a""':j""":"tin-g-p-e-riO-d-w-it-hi-n-3-,';".,ir--..',... .•. r--,;,.r---
Imonths after the effective date): I .1 , • 
!Full-Time Employees waiving (including those satisfying their waiting period within 3 !r--.•.•r--r-
imonths after the effective date): II I 
r:IC-::O-::B-::RA-:-:C:-o-nt::-in-u-ee-s-(=E:-n-ro~lIi:-ng-:)-:-----------------'1 II 
ILife ONLY Contracts: . . ,I 11-
[T-o-ta-'''':'''E-nr-'-()I'-lin''':''g-'-a-n-'-d...:..w...:..Cl...:..iv...:..in'-.~-'-: --'-----'--'--'--'--'-----'------'---'-----'--'---'--------'-1lill 
IPart Time/SeasonalfTemporary Employees: :1------- 1 

Ir-T-ot-a-I#-o-f-E-m-p-Io-y-e-es-:--------------------------------------.-01 

I
Minimum Number of Insured Employees. To meet large group enrollment guidelines a group must have at least fifty,one full-time enrolled employees. Groups whose enrollment 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 percenta~eofE.'!'pl()}'eI!Jlarticipationspecifiedabove. 

!(Special Group Considerations Form# 23-2170, Description Continuation for Municipal Emps 55+ 

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

ISpecial Group Considerations Form# 23-2242, Description $100 ER co-pay 
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.sIGNATURES ~~------ ---------- 

r========~==============
This Application is made and delivered in the State of Ar1<ansas and is governed by the laws of Arkansas and the United I 
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 ."'.'YCl_g~ee'!'9~!Cl~~..a_~~!p!Cl.~.c.r: o! th,:pr~mi~,!!.rate.s.~~~dule. 

1

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly 
presents false information in connection with an application for insurance is gUilty of a crime and may be 

subject to fines and confinement in prison. 

1. Policyholder 

Signed at(J.-.. ~ -L_...a Qe 
~ 

20D. 

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 

I 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. 

Agent Signature Insurance License # / Agency Fed. Tax 10 # 

Agent Printed Name Date 

I 

II
 
i 

I 
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Arkansas
 
BlueCross BlueShield
 

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.
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I 

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 avaUable by calling your group service representative. . 
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--------

EMPLOYER APPLICATION
 

Arkansas 
Blues Enroll BlueCross BlueShield 

Nt Independent ue:ensee 01 the Blue Cross and Blue StllGkl As:soastion 

!Renewal 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- - - - -- -- -- - --- -- - - -- - -- - -- - - ---- - ----

ILegal Name of Business: CITY OF JONESBORO 
ID/B/A: CITY OF JONESBORO . 

IStreet Address: 515 W Washigton 

ICity, State, Zip: Jonesboro, AR , 72403 

(Telephone #: 870-933-4640 

iFax #: 

jFed. Tax I.D#: 71-6013749 

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

IBusiness Type: Government Entity 

iAgent: :IAgent'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 

Isubmitted with it. including, but not limited to, individual applications and medical information, then ABCBS may cancel or 
irescind this Group Policy. The Policyholder further agrees that if misrepresentations or false or misleading information is 
presented in filing of any claims hereunder ("improper claims"). ABCBS may cancel or rescind the coverage of any individual 
!involved in presenting such a claim. Further, ABCBS may cancel or rescind the entire Group Policy if the Policyholder or any 
representative of the Policyholder knew or should have known of the improper claims, or if the Policyholder's action or inaction 
contributed to presentation of improper claims. I 
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 
ia legal holiday. A special meeting may be called upon notice mailed not less than ten (10) or more than sixty (60) days prior to 
[such meeting. This proxy, unless revoked, shall remain in effect during the Policyholder's membership in ABCBS. The 
IpOlicYholder may revoke this proxy in writing by advising ABCBS, attention Legal Division, of such at least five (5) days prior to 
,any meeting. The Policyholder may also revoke its proxy by attending and voting in person at any Member's meeting. 
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rRX ONLY - 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 Enrollment December 

III a month is not specified. the Group's Open Enroliment wl/i be the month prior to the Group's renewal date. 

IClass 'jClass Description [!Waiting Period 

~; med supp elected officials w20 '1.. 0 M.0 nt.. hSI'" ;Yrs cnt sc-rx : . 

IContribution 

!EmPIOyee 25 % Dependent 0 % 

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

IMaximum De..pendent Age.. :. 26.. 
, - . -.~'.', ~ 

IMandatedll/lental Healt~~~ri!y: Yes 

[Prescription Drug Rider Plan: $10/$301$50 Standard Formulary, Mail Order Drug - 2x Copay (90 days) 

IBased on actuarial review. thisdruf!benefit()pti()~.'s cred.it.ablet()the stalldard.~~d.ica'!1fJ~rt Dpre.scripti.on coveraf!e. 
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ATIESTATIONS-------- - 

ICOBRA 

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 seNices 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. 1 

(Yes~ (No-l As an employer, are you currently obligated by law to comply with COBRA? 

(Yes v)(No-l Do you want to use the services of Ceridian? 

(Yes-l (NO~lf yes, are you currently contracting directly with Ceridian? 

1 COBRA Handbook 2009, 1l4.03[EJ(2]; 26 CFR §54A980B-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 SeNices 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 j 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. 

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

I Group Policy. II
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--
EMPLOYEE INFORMATION
 
IMINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS.
 
I ......._ .._.. _--, .. 

f 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 
--- - . -,. 

lin State lOut of State ITotal 

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

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

ICOBRA Continuees (Enrolling): [ ;1 'IILife ONLY' Contracts: .. ............ I 1 I 
ITotal Enrollingand Waiving: I 'I I 
IPart TimefSeasonalrremporary Employees: I 
ITotal # of Employees: I 

I:Minimum Number of Insured Employees. To meet large group enrollment guidelines a group must have at least fifty-
one full-time enrolled employees. Groups whose enrollment 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. I 

I 
'ThiS Polley may be termmated 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 les.s than th~J)ercentageof~,!"pl()}'~e pa.rticipation specified above. 

iSpecial Group Considerations Form# 23-2170, Description Continuation for Municipal Emps 55+ 

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

ISpecial Group Considerations Form# 23~2~32,De~Griptio~ Contin for City Cnsl Mbrs & Elect Officials 

ISpecial Group Considerations Form# 23-2242, Description $100 ER co-pay 
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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 
iStates 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. 

11. Policyholder 

S;gneda~ a£ ,thisl,y""U.-dayof ~ 20..8 
(City, State) 

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 employee 
applications). I have complied with the underwriting rules and regulations and have explained in detail the coverage to 
the member finn and its employees inclUding the preexisting condition limitations and the qualifications of the effective 

I
Idate provisions. I understand that Arkansas Blue Cross and Blue Shield will have no liability until this application has 
Ibeen approved and the premium is received. 

I 

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

Agent Printed Name Date 
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Arkansas
 
BlueCross BlueShield
 

Date: 10/28/2013 

Group Name: CITY OF JONESBORO 

515 W Washigton 

Jonesboro, AR 72401 

Group Number: 011649 

Dear Group Adrrrinistrator: 

Please be advised that the current benefit you offer (medi-pak supplement), meets the minimum essential 
coverage requirements as defmed in § 5000A ofthe 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/pdfIFLSAwithplans.pdf. Please distribute copies ofthis notice to all your 
employees. 

Ifyou 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. 
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lOne Tier Composite 'ITotal Premium 

I Employee ·1$92.97 

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 y~urin9.uiry t()t~eagent 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. 

I 

I

IRAlES - medi-pak supplement 
II 

I 

I 
I 

I_Yes, I agree with the status as shown.
 

1_ No, I disagree with the status as shown because _
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EMPLOYER APPLICATION 

Arkansas 
Blues Enroll BlueCross BlueShield 

(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, te> contri~utet() t~e. c()~tofthfl~la~,cmdt()acti~fllypr()lllote t~e Plan to the Policyholder's employees. 

!LegalName of Business: CITYOF JONESBORO 

!Street Address: 330 Union Street .
 

ICity, State, Zip: Jonesboro, AR, 7~401 ... ;!County: c:;raighead
 

IMailing Address: (if different from Street) 330 Union Street
 

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

[Fax #: -

IIFed. Tax 1.0 #: 71-0024703 

[Exec. ContactjE-Mail: 

IGroup Administrator: Janice GrissumlC::E=--M-a:-il:---------------------1 

(Primary SIC Code: 9199 SIC Oes~ription: c;en.eral Govemll1ent'I'JEC 

IBusiness Type: Government Entity 

IAgent: JIAgent's Lic #: 

!Agent's Company:. Agent's Tax Id: 
~,-< •• ~--.-.- -,_ .•.•.... -- ,_. < 

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

POLICYHOLDER AS PLAN ADMINISTRATOR 

iThe Policyholder, as Plan Administrator, assumes responsibility for the accuracy of information presented to Arkansas Blue . 
cross and Blue Shield ("ABCBS"), including all information on the employment status and eligibility of individuals to be covered 
junder 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 prov'lded 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 
Ipresented 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 
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 

IPREFE~~~.[) p~()V.'[).E~E.~~~N~!I()~(~~gL~ PPO ~ - 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 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 IIWailing Period IContribution 

I~fu-II-t-im-e---_-.,-..,.-.,.-.,.-.,-.,-..-.-..,-.. it!..~_~~.ttl, ,.. .... .. .,. @::-,I11-P--:-I()-y-.,.~-e-:7:-:.1-o::-Vo-_, -_,-.,-[)-:-p-en-d-,.,~-n-t-7-1-01c-o ----I 

Please Indicate whether a HRA, or mechanisms utilized to reduce the employee's portion of health plan costs, is either in place or planned to be " 
purchased. No
 

Rates offered for this plan are contingent on assertions submitted by the insurance applicant (or its agent) that there is no HRA or other
 
funding mechanism in place, nor intent to purchase such an arrangement. Upon evidence to the contrary, the group health plan is subject to
 
termination.I

!Family Calendar Year C()insuranc~ Max:, 113 j!BasiS: Fulfillment 
:-IO-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-.:.-\!None 

II Lifetime Maximum: Ii-u-'n-'Ii....;.m-'it-e-'d---'-----'----'----'----------

IMail Order Drug - 2x Copay (90 days) 

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

I 

IpPO Optional Benefits:
 

jlnpatient Copay • None
 

IOffice Visit Copayment· $30 .\Matemity • Elected
 

ISlue Card "..8 ....pp ...m...n ...' A ...i....en ...1....u ...I.e .....e... t.a.. ..C.C..d ...t.a•IEndorsement - Declined . 

IArkansas Mandated Offer Benefit Riders: 

[ You Must Elect or Reject Each Rider: 
c-'------'---'--------------[

IMammography -Reject!SubstanceAbuse· Reject 
ipSYChiatric Condition - Reject 'I:-T-M-J-·-.-R-ej-e-ct---...:.......-----------

IHearing Aid· Reject ,." ..
 
'I*Rejectbn of the TMJ Benefit Rider means co~red benefits provided to Covered Persons will not include temporomandibular
 
IJoint disorders (TMJ) or craniomandibular disorders.
 

!Term Life and AD&D throuSjh USAble Life is not Provided
 

1O-102GRPAPP R12/13 

l 



I' 
RATES- PPO xxx -1 I 

[ITWO Tier Composite 
i 

ITotal Premium 

I Employee 1$376.74 

I Family 1$809.39 
~ 

,-<

I
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 
compensatlon IS Included In the premium paid by the covered person. For more mformatlon on the compensation 
involved in this transaction, please direct your inquiry to the agent or broker.I • '._" .... ....,~, ••••• , •. _., --0-' ' •• _, •••• , .• _. __ • ___ ,._~._ ..•.••• __ ._...... ••••••_ "'_ •• • • 

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

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

.jYes, I agree with the status as shown. 

_ No, I disagree with the status as shown because _ 

! 
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,ATIESTATIONS - 

I I
COBRA 

Group health plans for employers with 20 or more employees on more than 50% of the business days in the previous I 
cal~ndar year are. subject to Cobra. E~ployers 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. 1 

(Yes~ (No-l As an employer, are you currently obligated by law to comply with COBRA? 

(YeS~(No-lDo you want to use the services of Ceridian? 

(Yes~ (NO.,t;' If yes, are you currently contracting directly with Ceridian? 

1 COBRA Handbook 2009, 1I4.03[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 I 
calendar year and who employs at least 2 employees on the first day of the plan year.l
I 
1(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 
Iduring the preceding calendar year and who employs at least 1 employee on the first day of the plan year. 

IThe policyholder is a __ large employer --.ismall employer (check one). 

IL. Policyholder to Distribute and Account for Premium Rebates 
I 

lin the event federal or state law requires the Company to rebate a portion of an annual premium payment, Company 
Wili 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: 
I
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
 
jcontributions to premium; or apportioned in a manner that reasonably reflects each Employee's contributions to 
! .
Ipremlum.' 
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. 
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-'j

EMPLOYEE INFORMATION . ~ ~ . 
MINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS. 'I 
Under the Medicare Secondary Payer Rules, it is the Employer'S responsibility to annually inform Ar1cansas "
 
Blue Cross of proper employee counts for the purpose of determining payment priority between Medicare
 
and Mansas Blue Cross. Arkansas Blue Cross 15 required to furnish these counts to the Centers for
 
Medicare and Medicaid Services (CMS).
 

:il . FuU·Time =means";n active employee with a '~inimum of 30 hrsJweek & 48 weeks/year
::----.-.--....-- ·-·---··--·----------G:!.~_ ..~.J(~~tol s'';te I§:l__~! 

" Full-Time Employees ~nrolling (including those satisfying their waiting period within 3JIIl I~,.' 
ll10nths after the .effectlve date): _... [7-...1 .- J .. .J..~Lj • 

: Full-Time Employees waiving {including those satisfying their wailing period within 3 I .1. l~.•. 
t monthsafter~e.~ffe~l.vedateL .. I~. ....11 .5' ' 
; ·ICOB.~c:?l1_tinuee~_(Enrolli!'g.l: 
, ,lLife ONLY Contracts~._ 

........ --lL_L..-'L..._.. 
lL:==JL 

II .1. .. 
[~' 

:IT.~~I Enrolling a~d .WCl:~,,:!~g.: . ., ... t.... .11.. .JL.. _.. 'i 
!:[~a~ :nrneISeaso~allTe~porary EmpJ,:>Yees : 

!•:ITotal # of Employees:
I;.· . -  . -.... . . '''''''' .. -.. 

J~ i: 
ILM :: 

. , 

I: Minimum Number of Insured Employees. To meet large group enrollment guidelines a group must have at least fifty- ;; 
,	 one full-time enrolled employees. Groups whose enrollment SUbsequently drops below fifty-one enrolled must be rated as' 

a small group upon renewal. 
i. Minimum Participation Requirements. Employees covered through other comprehensive major medical-type !: coverage may be waived from the etigibility count. 75% of all eligible employees without waivers must be insured, and no 
I: less than 25% of the full-time employees must enroll. I 

i	 : 
ThIs Policy may be tennlnated 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 : .. 
i' co::!re~.~y th,:Policy becomes less than the percentage of Employee participation specified above. .........! 

[Special Group C?..nsi~e!ation.:' Fo~ 23-21.7°, De..script~n Continua!ion f~~ Municipal Em~~.5?~_ . 

": ISpe~ial Group Consideration,s Form# 23.2186,Descliption!'l0 l?e~uctibleC.arryover.. 

: . Special Group Considerations Form# 23-2432, Description Contin for City Cnsl Mbrs & Elect Officials 
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,sIGNATURES 

20..d 

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knOWingly 
presents false information in connection with an application for insurance is guilty of a crime and may be 

subject to fines and confinement in prison. 

I 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. 

This Application is made and delivered in the State of Ark.ansas 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. 

.. ...... , .. -.-....... .. . 

1. Policyholder 

S;gned a~ at. lh;, l'iPt-day of A.. 
~7 

1 

2. Agent 
I hereby certify that all of the informatio~ contained in. thi.S .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. 

Agent Signature Insurance License # / Agency Fed. Tax 10 # 

Agent Printed Name Date 

21.213HSGBa:lS23CE4 
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Arkansas
 
BlueCross BlueShield
 

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/FLSAwithplans.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.
 

21.213HSGBcnS2~4 



I 

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: 

10171313153752 

jGroups with more than one plan type may have more than one link. You may download and electronic copy (PDF) of 
Ithe appropriate SBC(s) to fulfill distribution requirements as mandated by the Patient Protection and Affordable Care Act 
I(PPACA). A printed version is available by calling your group service representative. 
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EMPLOYER APPLICATION Arkansas 
BlueCross BlueShield 
An IndepilI'ldftrI LJcensee of tI'l& Blue Cross and Blue 5tJield A55l:lastIOn 

jRenewal APPLICATION by: City of Jonesboro Municipal Airport 

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 

land eligible dependents, to contributeto the costoft~e Pla~, and to actively prorn_otet~ePla~tothePolicyholder's employees. 
"GRoup-iNFORMATION - - -- - - - - - - --. - - ---- - - -- ------- - --~---

!Legal Name of Business: CITY OF JONESBORO
 

[D/B/A: City of Jonesbo;o Municipal Airport" ..
 

!Street Address: 4116 Linbergh Drive
 

ICity, State, Zip: Jonesbo;o ,AR ,72403 .ICounty: Craighead'
 

IMailing Address: (if different from Street) P.O. Box 1293 - .... d.
 

ICity, state, Zip: Jonesboro, AR ,72403 . 
ITelephon~#: 870-933-4640 " . 

IFax #:-

IFed. Tax I.D #: 71-0028290 

IExec. Co~tact: ... . ;!E-Mail: 

IGroup Administrator: Gloria Roark . )'=E:-:-M-::_.-'a·::-II:-.--....;;........;;....--'------'------------I
 

jPrimary SIC C;ode:9199 SIC Description: ~~ner~!Government, NEC 

IBusiness Type: Government Entity 

!Agent: .IAgent's Lic #: 

IAgent's c;ompany: .. Agent's Tax Id: 

POLICYHOLDER AS PLAN ADMINISTRATOR 

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

!rescind this Group Policy. The Policyholder further agrees that if misrepresentations or false or misleading information is 
·presented in filing of any claims hereunder ("improper claims"), ABCBS may cancel or rescind the coverage of any individual 
Iinvolved in presenting such a claim. Further, ABCBS may cancel or rescind the entire Group Policy if the Policyholder or any 
representative of the Policyholder knew or should have known of the improper claims, or if the Policyholder's action or inaction 
.contributed to presentation of improper claims. .I 
PROXY 

The Policyholder hereby appoints the Board of Directors ("Board") of Arkansas Blue Cross and Blue Shield ("ABCBS"), as its 
IProxy to act on its behalf at all meetings of members of ABCBS. This appointment shall include such persons as the Board 
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 

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

IPREFERRED PROVIDER ORGANIZATION (PPO) - PPO XXX -1 

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 Enrollment December 
If a month is not specined. the Group's Open Enrollment will be the month prior to the Group's renewal date. 

~ - - .. - .

Dependent 71 % 

nIC~~t~ib~ti~~ , 
~-'---'-------

IEmployee 71 % 

!Iwaiti~gperi~d 
'/1 Month 

IClass 'n,lcl~~s'D~~~~ipti~~ 

11 jAil Full Time Employees 
I 

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

IMaximUrnD~pendent Age 26 

IMand~tedM~~tai Health P~~ity: ~~~' ' 

, Please Indicate whether a HRA, or mechanisms utilized 10 reduce the employee's portion of health plan costs, is eilher 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. 

iIB~iS: Fulfillment 

IDeductible:I$500 'i1D~d~ctibleGarryover:No 
I~j::-a-'m-'il-'y-D-e-d'-u-c-'t-ib-Ie-:--'--'-----------------'-----"---..: '=i-'-'----'--'---"-c..;:IB~is: 'Futflilment ' 

I~C-O-in-s-u-r-a-n-c-e-:----,--.-,-,-".-,-,.-,--.-.-.-,,-....---',JI8Q!,ol6.~% ... 
II~-N~~~;k Cal~n:d~r·Ye~~C~iJ1~~ranc~~~x: 11$2000 

IFamily Calendar Year Coinsurance Max: 113 
I~O-ut--o-f.-N-e-tw-'-o-r-k-c-a-I-e-n-d-a-r -Y-e-a-r-C-O-i-n;"'s-u-ra-n";"c~.e-'-M-a-x-:-) None 

---------------------ILifetime Maximum: IUnlimited 

i /Traditional WeI/ness 

IPrescr!ption Drug,RJder ~Ian:" $1 01$30/~5011 00% ,lJalue Formulary. 

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

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

IInpatient Copay - None 

IMaternity - Elected 
---_.:-:._----------------

, Supplemental Accidental 
Endorsement - Declined 

IOffice Visit Copayment - $30 

IBluecard 

IER Copayment - $100 

!Arkansas Mandated Offer Benefit Riders: 

I You Must Elect or Rejec! Eac.h~Rj.~er: , 
;-;::...'--'''''''-'==----''----''------------1 

IMammography - Reject !Substance Abuse - Reject 

~-----------------------=--------------IPsychiatric Condition - Reject 'ITMJ* - Reject 

IHearing Aid - Reject 

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

[Term Life and AD&D throu.~h lJSA~bleU!e isnot Provided 
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RATES - PPO XXX-1 
II I 

ITwo Ti~r Composite ITotal Premium
 

Employee 1$376.74
I
 

I Family 1$809.39
 

Life I AD&D .!I$~ ..
I .. _.
ISTD 1$0I 

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

Ip,se confirm if you agree with the grandfathered status as indicated above. 

_Yes, I agree with the status as shown. 

_ No, I disagree with the status as shown because _ 
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,ATTESTATIONS -------- -- -

I 
!COBRA 

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

I 
cal~ndar year are. subject to Cobra. E~ployers are required to pro~id~ 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" 

Ito assist you in administering Cobra (no additional cost). ' , 
1Both full time and part time employees are counted to determine if a plan is subject to Cobra. Each part-time 
Iemployee counts as a fraction of an employee, with the fraction equal to the number of hours worked divided by the 

Inumber of hours used to determine full time status. 1 

l(Yes,{} (No-> As an employer, are you currently obligated by law to comply with COBRA? 

(vesv") (No-> Do you want to use the services of ceridian? 

(Ves-> (NO~ If yes, are you currently contracting directly with Ceridian? 

1 COBRA Handbook 2009, 1I4.03[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 
jemployed by the employer on business days during the proceeding calendar year. The Public Health Services Act 
/§2791 (e) provides 

1 (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 
jcalendar year and who employs at least 2 employees on the first day of the plan year. 

1(2) The term "small employer" means, in connection with a group health plan with respect to a calendar year and a 
Iplan year, an employer who employed an average of at least 1 but not more than 100 employees on business days 
lduring 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). 

I!L. Policyholder to Distribute and Account for Premium Rebates 
i 
I'n 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! 
IEmployees in one of the following ways, at the option of the Policyholder:
 
i1. For all Employees covered under any option offered under the policyholder's group health plan at the time the rebate
 
Iis 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 enrolled in the group health plan option, at the time the rebate is received by the I
policyholder, for which the Company is providing a rebate; and 
I.4. The reduction in future premium or the cash refund provided under paragraphs 1, 2 or 3 of this section may, at the 
ioption 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 
Group Policy. 

1 
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,EMPLOYEE INFORMATION
 
,MINIMUM NUMBER OF INSURED EMPLOYEES & MINIMUM PARTICIPATION REQUIREMENTS.
 

IUnder th;Medi~;~;-S;c~~d;~·P~;;r-R~I;;,it is the Employer'~-~;~~~~sibilityto annually inform A~k;~~;s 
IBlue Cross of proper employee counts for the purpose of determining payment priority between Medicare 
and Arkansas Blue Cross. Arkansas Blue Cross is required to furnish these counts to the Centers for 
Medicare and Medicaid Services (CMS). 

. . -, ..- -. ., -. - - - , .. "" - _,_ , - .---,-- . ,"._,.,'_.-- --- . ,-..-' --. - - .. . - - .. ,. ------ .. -_. . . 

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

lin State lout of State ITotal 

~iF-u-II--T-im-e-E-m-p-Io-y-e-e-s-e-n-ro-I-Iin-g-(-in-c-Iu-d-j-ng-th-o-s-e-s-a-ti-sfy-in-g-t-he-j-r-w-a-ib-'n-g-p-e-ri-O-d-w-it-h-in-3-:r-:---,'~_~,

imonths after the effective date): I f I I I 
iFull-Time Employees waiving (including those satisfying their waiting period within 3 .r--_~r- 
)months after the effective date): I I I 
I-C-O-BRA--C-on-ti-n-ue-e-s-(E-n-ro~II'"-in-g)'"-:------------------'/ ,I ,/ 

[Life ONLY Contracts: 
I-T-ot--a-IE'--n-'-ro"'"-"'"iii'--n'--g:"';-a-'-n""'ci"""W"'-a-i"'"vi'--n""'g""':'-'--'--'-=-"-====-'

J 
i-I=-'-'--='-=-'-'--=='-===:"':"1

11 

--'--II 
_ :1,---1

'I 

Minimum Number of Insured Employees. To meet large group enrollment gUidelines a group must have at least flfty

one full-time enrolled employees. Groups whose enrollment subsequently drops below fifty-one enrolled must be rated as
 
a small group upon renewal.
 
Minimum Participation Requirements. 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.
 

ISpecial Group Considerations F0rm# 23-21B6, DesGription~o ded~ctible carryover 

ISpecial Group Considerations Form# 23-2242, Description $100 ER co-pay 
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tSIGNATURES 

[This Application is made and delivered in the State of Arkansas and is governed by the laws of Arkansas and the United I 

!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 I 
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. 

I understand the Life and Accidental Death & Dismemberment coverage is provided through a policy issued to the 
Trustee of the USAble Life Group Insurance Trust, and I 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 examinationbyp~~icipati.n.9. e~p_loxer~: . 

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.POI;CYhOld~ 

Signed at a 
;at;State)/ 

,this /'i--tA- day of ..-----:~=.::...__==____ 20..l..3 

I 
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. 

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

Agent Printed Name Date 

I 

i 
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Arkansas
 
BlueCross BlueShield
 
AA ndependn licen&Be of IhD Blue en- and Blue ShMlld A&&xialion 

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 infonn 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.odf. 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.
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I 
I 
'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.comfesbc. 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: 

10171314410578 

! 
IGroups 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 

I(PPACA). A printed version is available by calling your group service representative. 
I 

I 
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