BOARD OF COUNTY COMMISSIONERS
ESCAMBIA COUNTY, FLORIDA

OFFICE OF PURCHASING
213 PALAFOX PLACE, 2™ Floor
P.O. BOX 1591
PENSACOLA, FL 32591-1591
TELEPHONE (850)595-4980

(SUNCOM) 695-4980
TELEFAX (850)595-4805
http://www.myescambia.com

CERTIFICATION OF CONTRACT
TITLE: Group Medical, Life & Disability Insurance
CONTRACT NO.: PD 08-09.042
AWARD DATE: July 23, 2009
EFFECTIVE DATE: October 1, 2009

AWARD: Awarding a Contract to Blue Cross and Blue Shield of Florida, Inc., for one year, from October 1, 2009, to
September 30, 2010, to provide health insurance coverage in the form of plans Blue Option 1352, Blue Option 1552,
Health Saving Accounts (HSA), and Blue Medicare and Group Medicare Supplement Plan “F” for retirees who are
Medicare-eligible; Awarding a Contract for $10,000 additional life insurance to The Standard Life Insurance
Company, for a total of $50,000 of Group Term Life and Accidental Death and Dismemberment Insurance, and offset
dental insurance premiums by $12.98 for employees electing not to take the County’s health insurance coverage,
effective October 1, 2009; the Health Indemnity Program will be eliminated as of October 1 2009; Approving the
employee and retiree health insurance premiums; Attachment 1 shows premiums reflecting a $20 discount for
employees who do not smoke; Attachment 2 shows the health insurance premiums for the County’s retirees; retirees
will be responsible for paying their full premium, whether they are Medicare-eligible or not.

STATUS: For a period of 12 months

CONTRACTOR(S): Blue Cross and Blue Shield of Florida, Inc

ANY QUESTIONS, SUGGESTIONS, OR CONTRACT SUPPLIER PROBLEMS WHICH MAY ARISE SHALL
BE BROUGHT TO THE ATTENTION OF Joe Pillitary, Purchasing Coordinator (850) 595-4878 (850)695-4878
E-MAIL joe_pillitary@co.escambia.fl.us

A. AUTHORITY - Upon affirmative action taken by the Board of County Commissioners on July 23, 2009, an
agreement has been executed between the Board of County Commissioners, Escambia County Florida and the
designated contractor(s).

B. EFFECT - This contract was entered into to provide economies in the purchase of (Service or Commodity)
as described within the solicitation. Therefore, in compliance with County Ordinance Chapter 46 Finance,
Article 11 Division 3, Section 46-81, all purchases of these commodities shall be made under the terms, prices, and
conditions of this contract and with the suppliers specified.

C. ORDERING INSTRUCTIONS - All purchase orders shall be issued in accordance with Codified County
Ordinance, Chapter 46 Finance, Article Il Purchases and Contracts; and, as supplemented by Ordinance
2001-9 and Ordinance 2001-60. Purchases shall be at the prices indicated, exclusive of all Federal, State and
local taxes. All contract purchase orders shall show the contract number, product number, quantity, description
of item, with unit prices extended and purchase order totaled. (This requirement may be waived when purchase
is made by a blanket purchase order.)




CONTRACTOR PERFORMANCE - Departments shall report any vendor failure to perform according to the
requirements of this contract on Report of Unsatisfactory Materials and/or Service, Form F0140 to this office.

VENDOR PERFORMANCE EVALUATION FORM - Contract Appraisal, form F0190 should be used to provide
your input and recommendations for improvements in the contract to the Office of Purchasing for receipt no later
than 90 days prior to the expiration date of this contract.




RacOrow BhooSleld. | EMPLOYER APPL1_ )JTION

* Hoalth Optiana, (True Group Application)
R

_H_ New Business E Renewal Business _H_OSE

I. Group Information Group # (BCBSF). [97035 (HMO): [97035P |

A

E.

Name of Group: _MMO%; COUNTY HOUSING FINANCE AUTHORITY

Nature of Business: _Os.e.»_ government, nec _ SIC Code: _ES

Mailing Address: _Nm WEST CEDAR STREET SUITE 530 PENSACOLA, FL. 32501

Email Address: _
List below Subsidiary or Affiliated Companies whose employees are 1o be eligible and Included with this
application.

Name Address

UL

Applicant hereby applies for issuance of a Group Policy (herein referred to as Policy) by Blue Cross and Blue
Shield of Florida, Inc. (BCBSF) and/or Health Optians, Inc. (HOH. Upon acceptance of this application by
BCBSF and/or HO, it will become part of the Policy issued to the applicant named above.

Prior Heatth Carrier:  insurance _Gzﬂ._wu HEALTHCARE CORP
HMO  |UNITED HEALTHCARE CORP - |

The Policy excludes expenses for any service or supply to diagnose or treat any Condition from or in connection
with an Insured's job or employment (&.9., any service or supply which is covered by Workers' Compensation
insurance) except for medically necessary services (not otherwise excluded) for an individual who is not covered
by Workers' Compensation and that lack of coverage did not result from any intentional action or omission by
that individual. The foregoing exciusion applies to an individual who elects exemption from Workers'
Compensation coverage and to an individual who foregoes Workers' Compensation coverage available to
employees in the Group.

Workers Compensation Carrier is: _mmrm INSURED d

II. Effective Date/Eligibility Information

A. Effective Date of this Policy shall be 05/01/1997
Effective Date of this Change to the Policy shall be 10/01/2006
This Policy may be terminated by the applicant or BCBSF/HO!I by giving at least 45 days prior written notice to
the other party except in the case of non-payment of Premium.

B. Only eligible employees who regularly work a minimum of H hours each week and their eligible dependents,
shall be eligibie for coverage upon the Effective Date of this Policy.

C. Specify classification of enroliees for whom coverage is being requested, if other than eligible employees as
described in B above.

Retirees, Cobra

D. New eligible employees may be covered effective on the 1st of MONTH _ after _ 30 _ days
of employment, so long as the eligible employee submits an application to BCBSF/HOI within 30 days of the date
the individual first meets the applicable eligibility requirements.

E. Atleast H % of the eligible employees must be enrolled under the Policy on the Effective Date and
throughout the term of the Policy and the Group must meet and continue to meet BCBSF/HOI's participation
requirements.

F. BCBSF/HOI shall have the right to audit the applicant’s payroll records at any time to confirm eligibility for
coverage, including participation percentage criteria required by BCBSF/HOI. Applicant agrees to furnish any
such request.

G. Employer Contribution: Employee: H % Dependents: E %

13123-895 SR (Rev 0B05) . 6/16/2006 11:56:19AM



@ S alroms BucShiek w EMPLOYER APPL:. TION

. n-ﬁa!rn. - (True Group Application)
o
111, Health Plan Summary Information (select the appropriate box{s]):

Mandated Benefit Offerings: (Optional) Applicant has been advised of the following benefit offerings mandated
by the Federal and/or State Law. Applicant's decision to accept or decline these benefits is indicated below.

Inciuded in
product Accept Decline

x O
X O
EI
X O

Mental & Nervous Disorder
Alcohol & Drug Dependency

Mammograms Waiver of Deductible & Colnsurance

Enteral Formulas

HENpEEN

[] single Pian [X] Biue Packages
Health Plan Name Rx Option (indicate copayments)
{BlueOptions FamPhy Plan 1351 - Std |  [BlueScript € Copay Plan 10/25/40 C - Std _
Calendar Year Deductible: Coinsurance:

In-Network / Participating _ wc

PerPerson 5500/ Combined with In-Network _

Qut-of-Network / Non-Participating _S

Per Family _m_.mci Combined with In-Network _

Rates.

Office Visit Copay:
- Family Phy.
Pre-Existing _—un?mamanm Applies _ _mmc _
All Other Providers [cyp +80% _

Employee [ 528251 | Employee/Spouse [ $672.58 |Employee/Child(ren) [ $605.43 | Family [ 387406 |Other|

Health Plan Name - Rx Option {indicate copayments)

[BlueOptions PhyCopay Plan 1550 - NStd |  [BlueSeript C Copay Plan 10/25/40 C - Std _
Calendar Year Deductible: Coinsurance:

In-Network / Participating D
PerPerson 300/ Combined with In-Network | [poe |

Qut-of-Network / Non-Participating _8..\.

Per Family 9900/ Combined with In-Network _

Office Visit Copay:
isti Family Phy.
Pre-Existing _m.-.m.muamn.:n Applies _ yrnw _wam _
Rates. All Other Providers _wme _

Employee [ $312.84 | Employee/Spouse [ 574495 |EmployeerChid(ren) [ 67055 | Family [ 396813 |Other]|

13123-995 SR {Rev 0805) ] 6/16/2006

11:56:19AM



#. Es&ii&pi?&zﬁ ) EMPLOYER APPL. . \TION

Heakh (True Group Application)

Em
Health Plan Name Rx Option {indicate copayments)
[BlueCare NFQ LG Grp Plan 15 - Std | |BlueCare Rx 10/25/40 C - Std |
Calendar Year Deductible: Coinsurance:

In-Network / Participating _ \_

Per Person _w _

Out-of-Natwork / Non-Participating _ _

Per Family _ _
Office Visit Copay:
isti Family Phy.
Pre-Existing _w-.m.mh.um:m Applies _ y Fhy _mmm \_
Rates. All Cther Providers _mwm \_

Employee E min_o<mamc0cmm Emau_oﬁm\oz_&aa E _u.m_,:_:, _ur_ma.cm _9:9._ 4

See the Group Master Palicy for a complete description of benefits.

IV. Health Saving Account (HSA) Banking Arrangement (optional with HSA Compatible health plans)

>.>a<oco:oomm=omommﬁ.mwsﬁonqmaaIm)cmsx_smm_._.msumam:ﬁ
(if left blank, the response is assumed to be No.) : _H_ Yes _M_ No

VY. Rate Information

A.  Premium/Prepayment fee are payable monthly on or before the due date which will be: _ ist

B. Regular Billing- Employee applications should be submitted thirty (30) days prior to proposed Effective Date,
Employee cancelfations must be submitted within 30 days of the Effective Date of the Termination.

C. The Rates established for this Policy will not be changed for the first twelve (12) months following the initial Effective
Date of Coverage unless there is a change in benefits or a 15% or more change in the composition of the group.
However, BCBSF/HOI may change the Rates that are to be effective after this initial twelve (12) month pericd of
coverage by providing notice to the employer of such changed Rates forty-five (45) days prior to their Effective Date.

D. Funding Arrangements: BCBSF: ?wnoﬁ..

HMO:  |Discount.

E. Rate Comments: |Rates for *Housing Autherity - Active Emps / Retirees <65 No Med*

13123-995 SR (Rev 0805) : 6/16/2006 11:56:19AM
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oo BiueGhicld ) EMPLOYER APPL._ \TION

Eoﬁ?ﬁl - (True Group Application)
T

Applicant Responsibilities

The applicant shall: 1) Notify each enrollee to the benefits selected by the applicant, their Effective Date, and
the termination date of coverage (in this regard, applicant acts as the agent of the enrollee, and in no event
shall the applicant be deemed an agent of BCBSF/HOI for this or any other purpose, nor shail BCBSF/HO! be
responsible for such notification to retirees). 2) Deliver to coverad enrollees identification cards and certificates
of coverage furnished by BCBSF/HCI. 3) Notify BCBSF/HOI promptly of any changes in the eligibility of
enrollees covered under this Agreement. 4) List any absentees at the time of initial enroliment on the
appropriate BCBSF/HOI form. Applications from absentees will be accepted at BCBSF/HOI Corporate
Headquarters no later than thirty (30) days from the group's Effective Date. 5) Collect enrollee contribution, i
required, and remit Premium payment/prepayment fees to BCBSF/HOI as specified in this application.

By choosing the HSA Banking Arrangement, if applicable, | authorize BCBSF to exchange certain limited
information, for employees enrolling in a high deductible health plan designed for use with an HSA,

with BCBSF's preferred bank, for the purposes of initial enrcllment in and administration of, HSAs.

I recognize that BCBSF does not provide banking services and that BCBSF is not responsibie for the provision
of HSA services. HSA services are provided by the bank of your choice subject to the terms and conditions of
such arrangements, including fees the bank may charge.

Applicant hereby establishes an Employee Welfare Benefit Plan for the purpose of providing for its employees
or their beneficiaries medical, surgical, hospital care, or benefits in the event of sickness.

Any parson who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim
or an application containing any false, incomplete, or misleading information is guilty of a felony of the third
degree.

VIL. Final Premiums, Benefits and Effective Dates are Subject to Approval by

BCBSF Corpeorate Headquarters
Issuance of the Policy by BCBSF/HOI will be deemed acceptance of this application.

Date \ , m_mnmE_d of Applicant ~Print/Type Name & Title
RWW&&W nNWTPRvﬂ\ nMNWﬁﬁ&F&\\QN\ George Touart, County
“1 ’ Administrator
ate w_co Cross and E:n mEo_m of Florida, Inc. and/or Health Options, Inc. Licensed Agent(Print)
) Il
15106 | Dl iy A

@ER of E, |1 ~C . Agent hwnnzwo Identification Number

Witnesses to AppliEcant Signature

Witness:

Witness: ﬁﬁuvbeHrL%W FL—ﬂ%H%\JMw
Qo J

13123-895 SR (Rev 0B(S5) 6/16/2006 11:56:19AM



BocomBltiied EMPLOYER APPLICATION
" 7" Heakh Options, (True Group Application)

N i O
T

D New Business H Renewal Business _H_OEQ _’ _
L. Group Information Group # (BCBSF): [97035 (HMO): i

A, Name of Group: _mmngg COUNTY BOARD OF COUNTY COMMISSIONERS

Nature of Business: _Oonan»_ government, nec _ SIC Code: _Ewm

Mailing Address: _H.O. BOX 1591 PENSACOLA, FL.  32597-1591

Email Address: __.o_:_limvm_.®8.8n»EEu.m. us

List below Subsidiary or Afffiated Companies whose employees are to be eligible ang included with this
application.

Name Address

B. Applicant hereby applies for issuance of a Group Policy (herein referred to as Palicy) by Biue Cross and Blue
Shield of Florida, Inc. (BCBSF) and/or Health Options, Inc. {HOI). Upon acceptance of this application by
BCBSF and/or HOI, it will become part of the Policy issued to the applicant named above.

C. Prior Health Carrier: _zm:_.mzm\m _ZOZH ] ) _
HMO  [UNITED HEALTHCARE CORP ]

D. The Policy excludes expenses for any service or supply to diagnose or treat any Condition from or in connection
with an Insured's job or employment {e.g., any service or supply which is covered by Workers' Compensation
insurance) except for medically necessary services (not otherwise excluded) for an individual who is not covered
by Waorkers' Compensation and that lack of coverage did not resuit from any intentional action or omission by
that individual. The foregoing exclusion applies to an individual who elects exemption from Workers'
Compensation coverage and to an individual who foregoes Workers' Compensation coverage available to
employees in the Group. :

E. Workers Compensation Carrier is: _mwhm INSURED

II. Effective Date/Eligibility Information

A. Effective Date of this Policy shall be 05/01/1997
Effective Date of this Change to the Policy shall be E

This Policy may be terminated by the applicant or BCBSF/HOI by giving at least 45 days prior written notice to
the other party except in the case of non-payment of Premium.

B. Only eligible employees who regularly work a minimum of E hours each week and their eligible dependents,
shall be eligible for coverage upon the Effective Date of this Policy.

C. Specify classification of enrollees for whom coverage is being requested, if other than eligible employees as
described in B above.

Benefit=3300 per day

D. New eligible employees may be covered effective on the 1st of MONTH _ after _ 30 _ days
of employment, so long as the eligible employee submits an application to BCBSF/HOI within 30 days of the date
the individual first meets the applicable eligibility requirements.

E. Atleast H % of the eligible employees must be enrolled under the Policy on the Effective Date and
throughout the term of the Policy and the Group must meet and continue to meet BCBSF/HOI's participation
requirements.

F. BCBSF/HOI shall have the right to audit the applicant’s payroli records at any time to confirm eligibility for
coverage, including participation percentage criteria required by BCBSF/HOI. Applicant agrees to furnish any
such request.

G. Employer Contribution: Employee: H % Dependents: E.x.

13123-985 SR {Rev 0805) 6/16/2006 12:03:28PM



)
of Floriia EMPLOYER APPLICATION
(True Group Application)

IT1. Health Plan Summary Information (select the appropriate box([si):

Mandated Benefit Offerings: (Optional) Applicant has been advised of the following benefit offerings mandated
by the Federal and/or State Law. Applicant's decision to accept or decline these benefits is indicated below.

Included in
product Accept  Decline

[] [[] [] Mental&Nerous Disorder
D D _H_ Alcohol & Drug Dependency

_H_ _H_ _H_ Mammograms Waiver of Deductible & Coinsurance

0 O

Enteral Formuias

_M_ Single Plan D Blue Packages

Health Plan Name Rx Option (indicate copayments)
1P - Std 1| _
Calendar Year Deductible: Coinsurance:
Per Person _ _ In“Network / Participating r _

: Out-of-Network f Non-Participating _| _
Per Family — \_

Office Visit Copay:
- - Family Phy.

Pre-Existing _m_.@.muamn:m Applies . _ Y Y — _
Rates. All Other Providers _I I_

Employee E Employee/Spouse _H_msu_o,\mm\oz_%ma _H_ Family _ \_Oﬁ:m_._

See the Group Master Policy for a complete description of benefits.

IV. Health Saving Account (HSA) Banking Arrangement (optional with HSA Compatible health plans)

>.>_.m<oc.o:.o.om_=mmomm_u.mm:ﬁmn_.maaIm>um3_ﬂ5@ma«m:mm3m=$
(if left blank, the response is assumed to be No.} _|||_ Yes H No

V. Rate Information

A. Premium/Prepayment fee are payable monthly on or before the due date which will be: — st

B. Regular Billing- Employee applications should be submitted thirty {30) days prior to proposed Effective Date.
Employee cancellations must be submitted within 30 days of the Effective Date of the Termination.

C. The Rates established for this Policy will not be changed for the first twelve (12) months following the initial Effective
Date of Coverage unless there is a change in benefits or @ 15% or more change in the compasition of the group.
Howaver, BCBSF/HO! may change the Rates that are to be effective after this initial twelve (12) month period of
coverage by providing notice to the employer of such changed Rates forty-five (45) days prior to their Effective Date.

D. Funding Arrangements:  BCBSF: _Eug:_:

HMO: _

E. Rate Comments: |Rates for *Hospital Indemnity Plan (HIP)*

13123-995 SR (Rev 0805) . 8/16/2008

12:03:28PM



of Foride EMPLOYER APPLICa 'TON
h Op (True Group Application)

e e

V1. Applicant Responsibilities

A.  The applicant shall: 1) Notify each enrollee to the benefits selected by the applicant, their Effective Date, and
the termination date of coverage (in this regard, applicant acts as the agent of the enrcllee, and in ne event
shall the applicant be deemed an agent of BCBSF/HOI for this or any other purpose, nor shall BCBSF/HOI be
responsible for such notification to retirees). 2) Deliver to covered enrollees identification cards and certificates
of coverage fumished by BCBSF/HOI. 3) Notify BCBSF/HOI promptly of any changes in the eligibility of
enrallees covered under this Agreement. 4) List any absentees at the time of initial enrollment on the
appropriate BCBSF/HOI form. Applications from absentees will be accepted at BCBSF/HO! Corporate
Headquarters no later than thirty {30) days from the group's Effective Date. 5) Collect enrollee contribution, if
required, and remit Premium payment/prepayment fees to BCBSF/HOI as specified in this application.

B. By choosing the HSA Banking Arrangement, if applicable, [ authorize BCBSF to exchange certain limited
information, for employees enralling in a high deductible health plan designed for use with an HSA,
with BCBSF's preferred bank, for the purposes of initial enroliment in and administration of, HSAs.
| recognize that BCBSF does not provide banking services and that BCBSF is not responsible for the provision
of HSA services. HSA services are provided by the bank of your choice subject to the terms and conditions of
such arrangements, including fees the bank may charge.

C. Applicant hereby establishes an Employee Welfare Benefit Plan for the purpose of providing for its employees
or their beneficiaries medical, surgical, hospital care, or _um:mam_ in the event of sickness.

D. ‘Any person who kniowingly and with intent to injure, defraud, or deceive any insurer files a statément of claim
or an application containing any false, incomplete, or misleading information Is guilty of a felony of the third
degree.

VII. Final Premiums, Benefits and Effective Dates are Subject to Approval by

BCBSF Corporate Headquarters .
Issuance of the Policy by BCBSF/MHOI will be deemed acceptance of this application.

Date 7 mﬁ:»ﬁa\\% Applicant - Print/Type Name & Title
George Touart, County
_ . Administrator

Date , Blue Cross and Blue Shield of Florida, Inc. and/or Health Options, Inc. Licensed Agent (Print)
5000 | Mgt

L] T A u\

Signature okmns 3 Agent Eom,.:mn Identification Number
A N>
t/ 4] 7 7

Witnesses to P@Uwh ant Signature

I .

‘m%hmw \\amPPkA\AV Witness:

Witness:

13123-995 SR (Rev 0805) 6/16/2006 12:03:28PM



o BluaeShicld. .., EMPLOYER APPL1_ ATION

v v mu-ro-ﬁne_ (True Group Application)
ﬁi'm'ﬂﬂ

D New Business _M_ Renewal Business Doﬁzmﬂ _‘ \_
1. OHQ-.—H- Information OﬂDCU%nmomm“vn ﬁ AIEOU 97035P

A, Name of Group: Tme%; COUNTY BOARD OF COUNTY COMMISSIONERS

Nature of Business: W»EB_ government, nec _ SIC Code: _Ewm _
Mailing Address: _W.O. BOX 1591 PENSACOLA, FL 32597-1591 L
Email Address: —hownlimwan@ho.aunuEEPn.E ) \_
List below Subsidiary or Affiliated Companies whose employees are fo be eligible and included with this

application.

Name Address

B. Applicant hereby applies for issuance of a Group Policy {herein referred to as Policy) by Blue Cross and Blue -
Shield of Florida, Inc. {(BCBSF) andfor Health Options; Inc. (HOI}. Upon acceptance of this application by
BCBSF andfor HOI, it will become part of the Policy issued to the applicant named above.’

C. Prior Health Carrier.  Insurance _Zozm . _

HMO  [UNITED HEALTHCARE CORP . |

D. The Policy excludes expenses for any service or supply to diagnose or treat any Condition from or in connection
with an Insured's job or empioyment (e.g., any service or supply which is covered by Workers' Compensation
insurance) except for medically necessary services (not otherwise excluded) for an individual who is not covered
by Workers' Compensation and that lack of coverage did not result from any intentional action or omission by
that individual. The foregoing exclusion applies to an individual who elects exempfion from Workers®
Compensation coverage and to an individual who foregoes Workers' Compensation coverage available to
employees in the Group.

E. Workers Compensation Carrier is: _mﬁrﬁ INSURED

I1. Effective Date/Eligibility Information

A. Effective Date of this Policy shall be 05/01/1997
Effective Date of this Change to the Palicy shall be 10/01/2006

This Policy may be terminated by the applicant or BCBSF/HO! by giving at least 45 days prior written notice to
the other party except in the case of non-payment of Premium.

B. Only eligible employees who regularly work a minimum of H hours each week and their eligible nm.um:am:ﬁm.
shall be eligible for coverage upan the Effective Date of this Policy.

C. Specify classification of enrollees for whom coverage is being requested, if other than eligible employees as
described in B above.

Retirees, Cobra

D. New eligible employees may be covered effective on the 1st of MONTH _ after _ 30 _ days
of employment, so long as the eligible employee submits an application to BCBSF/HOI within 30 days of the date
the individual first meets the applicable eligibility requirements.

E. Atleast E % of the eligible employees must be enrolled urnder the Policy on the Effective Date and
throughout the term of the Policy and the Group must meet and continue to meet BCBSF/HOI's participation
requirements.

F. BCBSF/HOI shail have the right to audit the applicant’s payroll records at any time to confirm eligibility for
coverage, including participation percentage criteria required by BCBSF/HOI. Applicant agrees to furnish any
such request.

G. Employer Contribution: Employee: H % Dependents: Eﬁ.

13123-995 SR (Rev 0805} . 6/16/2006 12:02:23PM




_, EMPLOYER APPLI__LTION
(True Group Application)

Mandated Benefit Offerings: {Optional) Applicant has been advised of the following benefit offerings mandated
by the Federal and/or State Law. Applicant's decision to accept or decline these benefits is indicated below.

Included in
product Accept  Decline

Mental & Nervous Disorder
Alcoho! & Drug Dependency

Mammeograms Waiver of Deductible & Coinsurance

Enteral Formulas

L]
ooog

_H_ Single Plan _M_ Blue Packages
Health Plan Name Rx Option (indicate copayments)
[BlueOptions FamPhy Plan 1351 - Std |  [BlueScript C Copay P1an 10/25/40 € - Std |
Calendar Year Deductible: - Coinsurance:

- In-Network / Participating
Per Person  |§500 / Combined with In-Network _ [s0

Qut-of-Network / Non-Participating _S

Per Family  |$1,500/ Combined with In-Network _
Office Visit Copay:
- - Family Phy.
Pre-Existing _w_.?munmnnn Applies _ —mna L
. All Other Providers [cyD +80% |

Employee [ $196.65_| Employee/Spouse [ $515.22 |Employee/Child(ren) [ $46379 | Famiy | $669.48 |Other|

Health Pian Name Rx Option (indicate copayments)
BlueOptions PhyCopay Plan 1550 - NStd _ _w_—.mmnlvw C Copay Plan 10/25/40 C - Std _
Calendar Year Deductible: Coinsurance:

In-Network / Participating 80°
Per Person  (§300 / Combined with In-Network _ [s0%

Out-of-Natwork / Non-Participating Wc.b

Per Family (5900 / Combined with In-Network _

Office Visit Copay:
isti Family Phy.
Pre-Existing Tn?mﬁmn_ﬁ Applies _ y rhy _u~ s L
Rates. All Other Providers _m‘- _

Employes [ $217.72_| Employee/Spouse [ $570.62 |Employes/Child(ren) [ $513.67 | Family | 574152 [Other|

13123-995 SR (Rev 0805) . 6/16/2006

12:02:23PM



Bucleoss Biehiell ) EMPLOYER APPLI.__{TION

" 7" Heakh Optians, (True Group Application)
_Pl..ﬂh_. bt . e
Health Plan Name Rx Option (indicafe copayments)}
IBlueCare NFQ LG Grp Plan 15 - Std |  [BlueCare Rx 10/25/40 C - Std |
Calendar Year Deductible: Coinsurance:
Per Person _ _ In-Network / Participating _ \_
Out-of-Network / Non-Participating _ _
Per Family _ 4
. Office Visit Copay:
- Family Phy.
Pre-Existing _w_.m.mﬁua:m Applies _ Y _m_w _
Rates. All Other Providers _mmm _
Employee E Employee/Spouse Eman_oﬁm\ozaﬁma E Family _ $883.87 _oﬁ:mqﬁ _

See the Group Master Policy for a complete description of benefits.

IV, Health Saving Account amg.wu.-ﬂuu Arrangement (optional with HSA Compatible heath plans)

A,

V.
A.

>_.o<ocosoom5@momm_..._m56@38&Im>cm=x_3@m4m:nm3m:$
(if left blank, the response is assumed to be No.) D Yes _M_ No

Rate Information

Premium/Prepayment fee are payable monthly on or before the due date which will be: _ \_

Regular Billing- Empioyee applications shoukd be submitted thirty (30) days prior io proposed Effective Date.
Employee cancellations must be submitted within 30 days of the Effective Date of the Termination.

The Rates estabiished for this Policy will not be changed for the first twelve (12) months following the initial Effective
Date of Coverage unless there is a change in benefits or a 15% or more change in the composition of the group.
However, BCBSF/HOI may change the Rates that are to be effective after this initial twelve (12} month period of
coverage by providing notice to the employer of such changed Rates forty-five (45) days prior to their Effective Date.

Funding Arrangements:  BCBSF: ?WS___:

HMO: _Emno::».

Rate Comments:  |Rates for *Retirees with Medicare / Spouse without Med*

13123-995 SR (Rev 0805) 6/16/2006 12:02:23PM



oo DicBhiekd i EMPLOYER APPL1_\TION
. * Heakh Options. G Apblicati
pmse e (True Group Application)

VI. Applicant Responsibilities

A. The applicant shall: 1) Nofify each enrollee to the benefits selected by the applicant, their Effective Date, and
the termination date of coverage (in this regard, applicant acts as the agent of the enrollee, and in no event
shall the applicant be deemed an agent of BCBSF/HOI for this or any other purpose, nor shall BCBSF/HOI be
responsible for such notification to retirees). 2) Deliver to covered enrollees identification cards and certificates
of coverage fumished by BCBSF/HOI. 3) Notify BCBSF/HO! promptly of any changes in the eligibility of
enrollees covered under this Agreement. 4) List arly absenteas at the time of initiaf enrollment on the
appropriate BCBSF/HOI form. Applications from absentees will be accepted at BCBSF/HO! Corporate
Headquarters no later than thirty (30) days from the group's Effective Date. 5) Collect enrollee confribution, if
required, and remit Premium payment/prepaymeant fees to BCBSF/HOI as specified in this application.

B. By choosing the HSA Banking Arrangement, if applicabie, | authorize BCBSF to exchange certain Fmited
information, for employees enrolling in a high deductible health plan designed for use with an HSA,
with BCBSF's preferred bank, for the purposes of initial enrollment in and administration of, HSAs.
I recognize that BCBSF does not provide banking services and that BCBSF is not responsible for the provision
of HSA services. HSA services are provided by the bank of your choice subject to the terms and conditions of
such arrangements, including fees the bank may charge.

C. Applicant hereby establishes an Employee Welfare Benefit Plan for the purpose of providing for its employees
or their beneficiaries medical, surgical, hospital care, or benefits in the event of sickness.

D. Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim
or an application containing any false, incomplete, or misleading information is guilty of a felony of the third
degres.

VIL.  Final Premiums, Benefits and Effective Dates are Subject to Approval by
BCBSF Corporate Headquarters
Issuance of the Policy by BCBSF/HOI will be deemed acceptance of this application.

Date ;7 w_msmnﬂw.om Applicant \\T.mmmqw\w Name & Title
&WWQn& mmMA“$JMW\NMWWGA&NJl\W\ George Touart, County

Administrator

Date Blue Cross and Blue Shield of Florida, Inc. and/or Health Options, Inc. Licensed Agent (Print)

ignat m of Agent Agent License Identification Number

NSV I L5

Witnesses to b@pHHOMPn mwm:kﬁcnm

\\ﬁﬁxmwx \WMWAL\ﬁLHv Witness: h“MVHLFbLFAN\ﬁi) nﬂrrﬂMw
S

Witness:

13123-995 SR (Rev 0805) 6/16/2006 12:02:23FPM



BacOcous RineShiedd w EMPLOYER APPL1. ATION
" 7 Heakh Optins. (True Group Application)
D New Business Emm:msm_ Business _H_Oﬁ:oq _ L
1. Group Information Group # (BCBSF):. i (HMO): i

A, Name of Group: —_wmnbgwr» COUNTY BOARD OF COUNTY COMMISSIONERS ;
Nature of Business: Tuoua-.n_ government, nec \_ SiC Code: _w_wc _
Mailing Address: _m.o. BOX 1591 PENSACOLA, FL. 32597-1591 _
Email Address: mcrnlimenq@na.ntEamPP=m L
List below Subsidiary or Affilated Companies whose employees are to be eligible and included with this
application.

Name Address

B. Applicant hereby applies for issuance of a Group Palicy {herein refemed to as Policy) by Blue Cross and Blue
Shield of Florida, Inc. (BCBSF) andfor Health Options, Inc. {HOI). Upon acceptance of this application by
BCBSF and/or HO!, it will become part of the Paolicy issued to the applicant named above.

C. Prior Health Carrier:  Insurance _zozm _

HMO  [UNITED HEALTHCARE CORP . |

D. The Policy excludes expenses for any service or supply to diagnose or treat any Condition from or in connection
with an Insured's job or employment (e.g., any service or supply which is covered by Workers® Compensation
insurance) except for medically necessary services (not otherwise excluded) for an individual whe is not covered
by Workers" Compensation and that lack of coverage did not result from any intentional action or omission by
that individual. The foregoing exclusion applies to an individual who elects exemption from Workers'
Compensation coverage and to an individual who foregoes Workers' Compensation coverage available to
employees in the Group.

E. Workers Compensation Carrieris:  [SELF INSURED

11. Effective Date/Eligibility Information

A. Effective Date of this Policy shall be 05/01/1997
Effective Date of this Change to the Policy shall be _ 10/01/2006

This Policy may be terminated by the applicant or BCBSF/HOI by giving at least 45 days prior written notice to
the other party except in the case of non-payment of Premium.

B. Only eligible employees who regularly work a minimum of H hours each week and their eligible dependents,
shalt be eligible for coverage upon the Effective Date of this Policy.

C. Specify classification of enroliees for whom coverage is being requested, if other than eligible employees as
described in B above.

Retirees, Cobra

D. New etigible employees may be covered effective on the 1st of MONTH _ after _ 30 _ days
of employment, so long as the eligible employee submits an application to BCBSF/HOI within 30 days of the date
the individual first meets the applicable eligibility requirements.

E. Atleast H % of the eligible employees must be enrolled under the Policy on the Effective Date and
throughout the term of the Policy and the Group must meet and continue to meet BCBSF/HOI's participation
requirements.

F. BCBSF/HOI shall have the right to audit the applicant's payroll records af any time to confirm eligibility for
coverage, including participation percentage criteria required by BCBSF/HOI. Applicant agrees to furnish any
such request.

G. Employer Contribution: Employee: H % Dependents: E.x.

13123-895 SR {(Rev 0803) 6/16/2006 42:00:56PM
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8 o L EMPLOYER APPLL ITION

_.,.....l.._ov:nmwl.nu.... (True Group Application)

II1. Health Plan Summary Information (select the appropriate box|s]):

Mandated Benefit Offerings: (Optional} Applicant has been advised of the following benefit offerings mandated
by the Federal and/or State Law. Applicant's decision to accept or decline these benefits is indicated below.

Included in
product Accept  Decline

[X] [] [[] Mental & Nervous Disorder
_M_ _H_ _H_ Alcohol & Drug Dependency

_M_ D _H_ Mammograms Waiver of Deductible & Coinsurance
X O O

_H_ Single Plan E Blue Packages

Enteral Formulas

Health Plan Name Rx Option (indicate copayments)

[BlueOptions FamPhy Plan 1351 - Std | [BiueScript C Copay Plan 102540 C - Std _
Calendar Year Deductible: : Coinsurance:

In-Network / Participatin
PerPerson 5500 / Combined with In-Network _ e 2

BN

Qut-of-Network / Non-Participating _S

Per Family 151,500/ Combined with In-Network _
i Office Visit Copay:
L Family Phy.
Pre-Existing F.o.ﬁﬁ.&:m Applies _ e . _mue _
All Other Providers [cyp +80% _

Rates.

mBESEaE Employee/Spouse Emac_oﬁm\oz_&aa. E _um.am_i $669.48 _932_‘ _

Health Plan Name Rx Option (indicafe copayments}
_w_=oO-..nc=w PhyCopay Plan 1550 - NStd _ _w_.._nmel_: C Copay Plan 10/25/40 C - 5td _
Calendar Year Deductible: Coinsurance:
In-Network / Participating 80°
Per Person 13300 / Combined with Tn-Network _ [so% |
Out-of-Network / Non-Participating _%3 _
Per Family _mmxx_ / Combined with In-Network _
Office Visit Copay:
. Family Phy.
Pre-Existing _ww?mimm.-m Applies _ Yy _m_m _
Rates. All Other Providers s30 |

mBU_o<mmE Employee/Spouse Em.ﬁu_o,\m@ﬁz_&aa E _um_.:__w_ $741.52 _052_ _

13123-895 SR (Rev 0805} 6/16/2006 12:00:56PM



@ Shelrons BleBhield _w EMPLOYER APPLIL. [TION

Heakh Optiania. (True Group Application)
o s
Health Plan Name Rx Option {indicate copayments)
[BlueCare NFQ LG Grp Plan 15 - Std | |BiueCare Rx 10/25/40 C - Std _
Calendar Year Deductible: Coinsurance:
Per Person _ _ In-Netwark / Participating _ _
Out-of-Network / Non-Participating _ L
Per Family _ _
Cffice Visit Copay:
- Family Phy.
Pre-Existing _wq?mﬁunsm Applies _ y Y _mG _
Rates. All Other Providers _mmm _

Employee [ $37280 | Employee/Spouse | $680.14_|Employee/Chitd(ren) [ s61223 | Family | sssa.87 Totrer| _

See the Group Master Policy for a complete description of benefits.

IV. Health Saving Account (HSA) Banking Arrangement (optional with HSA noa.ﬁmazo heatth plans}

>.>E<o:o=ooﬂ:mmnmm_u.mmammﬂmﬁaIm>_um:£=m_m_...m=om3m=$
(if left blank, the response-is assumed to be No.) D Yes _m_ No

V. Rate Information
A. Premium/Prepayment fee are payable menthly on or before the due date which will be: _

B. Regular Billing- Employee applications should be submitted thirty (30) days prior to proposed Effective Dale.
Employee cancellations must be submitted within 30 days of the Effective Date of the Termination.

C. The Rates established for this Policy will not be changed for the first twelve (12) months following the initial Effective
Date of Coverage unless there is a change in benefits or a 15% or more change in the composition of the group.
However, BCBSF/HOI may change the Rates that are to be effective after this initial twelve (12) month period of
coverage by providing notice to the employer of such changed Rates forty-five {45) days prior to their Effective Date.

D. Funding Arangements: BCBSF: _Em...a_::

HMO: _UmmncE.n

E. Rate Comments: [Rates for *Retirees <65 without Med / Spouse with Med*

13123-995 SR (Rev 0805) 6/16/2006 12:00:56PM



@ e BluacShicld ) EMPLOYER APPLL ATION
" T HeukhOpthae. (True Group Application)
e

V1. Applicant Respeonsibilities

A, The applicant shall: 1} Notify each enrollee to the benefits selected by the applicant, their Effective Date, and
the termination date of coverage (in this regard, applicant acts as the agent of the enrollee, and in no event
shalt the applicant be deemed an agent of BCBSF/HQ! for this or any other purpose, nor shall BCBSF/HOI be
responsible for such notification to retirees). 2) Deliver to covered enrollees identification cards and certificates
of coverage fumished by BCBSF/HOL. 3) Notify BCBSF/HOI promptly of any changes in the eligibility of
enrollees covered under this Agreement. 4) List any absentees at the time of initial enroliment on the
appropriate BCBSF/HOI form. Applications from absentees will be accepted at BCBSF/HOI Corporate
Headquarters no later than thirty (30) days from the group's Effective Date. 5} Collect enrollee contribution, if
required, and remit Premium payment/prepayment fees to BCBSF/HOI as specified in this application.

B. By choosing the HSA Banking Arrangement, if applicable, | authorize BCBSF to exchange certain limited
information, for employees enrolling in a high deductible health plan designed for use with an HSA,
with BCBSF's preferred bank, for the purposes of initial enrollment in and administration of, HSAs.
t recognize that BCBSF does not provide banking services and that BCBSF is not responsible for the provision
of HSA services. HSA services are provided by the bank of your choice subject to the terms and conditions of
such arrangements, including fees the bank may charge.

C. Applicant hereby establishes an Employee Welfare Benefit Plan for the purpose of providing for its employees
or their beneficiaries medical, surgical, hospital care, or benefits in the event of sickness.

D.  Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim
or an application containing any false, incomplete, or misleading information is guilty of a felony of the third
degree.

VII. Final Premiums, Benefits and Effective Dates are Subject to Approval by
BCBSF Corporate Headquarters
Issuance of the Policy by BCBSF/HO!I will be deemed acceptance of this application.

Date / Signatyr€6f Applicant \ &:ﬁ%@o Name & Title

%\h a\m ¢ WMWM\Q\N m‘ N%\n?ﬂ«l\q ‘'|George Touart, County

Administrator

Date Blue O_dmm and Blue Shield of Florida, Inc. and/or Health Options, Inc. Licensed Agent (Print)

{
JIAR Al
@8 of >mh; \ Agent r_nmnmn Identification Number
gy [l oityg

Witnesses wo wﬁﬁwwownﬁ mw@bmncnm

e

Witness: ‘ Z \\\V\T\& Witness: g _ S
Kb 9

13123-995 SR {Rev 0805} 6/16/2006 12:00:56PM



BlueCross BhueShield | )

WA of Florids EMPLOYER APPLICA <ION
e ﬁ-.mﬂh_ﬂl.nrloﬁwa-.:ﬂﬂnﬂ.uﬂ (True Group Application)

D New Business .mm:ms.m_ Business Doﬁrmﬂ _ . _
I. Group Information Group # (BCBSF). [97035 | (HMO): [proase |

A.  Name of Group: _mmntﬁwrp COUNTY BOARD OF COUNTY COMMISSIONERS ;
Nature of Business: _ﬁonmn»_ government, nec _ SIC Code: _aumw _
Mailing Address: _w.o. BOX 1591 PENSACOLA, FL.  32597-1591 _

_Email Address: _mo==|1aamw®8.m2m.=_.._».=.E . \_
List below Subsidiary or Affilated Companies whose employees are to be eligible and included with this

application.

Name Address

B. Applicant hereby applies for issuance of a Group Policy {(herein referred to as Policy) by Blue Cross and Blue
Shield of Florida, inc. {BCBSF)} and/or Health Options, Inc. {HOI). Upon acceptance of this application by
BCBSF and/for HOI, it will become part of the Policy issued to the applicant named above. ’

C. Prior Health Carrier.  Insurance _zczm _

HMO  [UNITED HEALTHCARE CORP | |

D. The Policy excludes expenses for any service or supply to diagnose or treat any Condition from or in connection
with an Insured's job or employment (e.g., any service or supply which is covered by Warkers' Compensation
insurance) except for medically necessary services (not otherwise excluded) for an individual who is not covered
by Workers' Compensation and that lack of coverage did not result from any intentionai action or omission by
that individual. The foregeing exclusion appliés to an individual who elects exemption from Workers'
Compensation coverage and to an individual who foregoes Workers' Compensation coverage availabls to
employees in the Group.. :

E.  Workers Compensation Carrler Is: _mm;. INSURED

I1. Effective Date/Eligibility Information.
A. Effective Date of this Policy shall be 05/01/1997
Effective Date of this Change to the Policy shall be 10/01/20406

This Policy may be terminated by the applicant or BCBSF/HOI by giving at least 45 days prior written notice to
the other party except in the case of non-payment of Premium.

B. Only eligible employesas who regularly work a minimum of H hours each week and their eligible dependents,
shall be eligible for coverage upon the Effective Date of this Policy.

C. Specify classification of enrollees for whom coverage is being requested, if other than eligible empioyees as
described in B above.

Retirees, Cobra

D. New eligible employees may be covered effective on the 1st of MONTH _ after _ 30 _ days
of employment, so long as the eligible employee submits an application to BCBSF/HO! within 30 days of the date
the individual first meets the applicable eligibility requirements.

E. Atleast H % of the eligible employees must be anrolled under the Policy on the Effective Date and
throughout the term of the Policy and the Group must meet and continue to meet BCBSF/HO!'s participation
requirements.

F. BCBSF/HQI shall have the right to audit the applicant's payroll records at any time to confirm eligibility for
coverage, inciuding participation percentage criteria required by BCBSF/HOI. Applicant agrees to fumnish any
such request.

G. Employer Contribution: Employee: E % Dependents: E.x,

13123-985 SR (Rev 0805) 61162006 12:00:09PM



. 3
oo BhucBhickd EMPLOYER APPLIC- /TON

(True Group Application)

gl i I P, T o
T
[1I. Health Plan Summary Information (select the appropriate box[s]}:

Mandated Benefit Offerings: (Optional) Applicant has been advised of the following benefit offerings mandated
by the Federal and/or State Law. Applicant's decision to accept or decline these benefits is indicated below.

Included in
product Accept  Decline

Mental & Nervous Disorder
Alcohol & Drug Dependency

Mammograms Waiver of Deductible & Coinsurance

Enteral Formulas

[]
HEEpENE

_H_ Single Plan E Blue Packages

Health Plan Name Rx Option (indicate copayments)
|BlueOptions FamPhy Plan 1351 - Std |  |BlueScript C Copay Plan 10/25/40 C - Std |
Calendar Year Deductible: : Coinsurance:
In-Metwork / Participating
Per Person 5500/ Combined with In-Network | 20 |
Out-of-Network / Non-Participating Ts _
Per Family  [$1,500/ Combined with In-Network _ ‘
Office Visit Copay:

n Family Phy.
Pre-Existing ._w..?mn_m:nn Applies _ Y

[s20 |

All Other Providers _OSu +80%

Rates.

Employse E Employee/Spouse Emau_@mm\oz_%da E ._um:___< _ $509.05 _Qsmq_ |_

Health Plan Name Rx Option (indicate copayments}
BlueOptions PhyCopay Plan 1550 - NStd | [BlueSeript C Copay Plan 10/25/46 C - Std B
Calendar Year Deductible: _ Coinsurance:
In-Network / Participating 80%
Per Person 300 / Combined with In-Network | CX |
Qut-of-Network / Non-Participating _8.\. _
Per Family 15900 / Combined with In-Network |
Office Visit Copay:
- Family Phy. -
Pre-Existing  |pre-Existing Applies - Y [s15 B
Rates. All Other Providers [s30 |

mEEEmmE Employee/Spouse Emau_ow\m&oz_aﬁma E _uma_:__ $563.78 _Oﬁm; _

13123-995 SR (Rev 0B05) 6/16/2006 12:00:09PM



EMPLOYER APPLIC.. JTON
(True Group Application)

Heaith Flan Name Rx Cption (indicate copayments)
[BlueCare NFQ LG Grp Plan 15 - Std | [Bluecare Rx 102540 C - Std 1
Calendar Year Deductible: Coinsurance:

In-Network / Participating _

Per Person _ _

Per Family _‘ _

[ L

Quf-of-Network / Non-Participating _

Office Visit Copay.
isti Family Phy.
Pre-Existing _w..?mn-mnum Applies _ y Fhy _aHm _
Rates. All Other Providers ﬁm _

mBEBEmE Employee/Spouse Emau_o_\mm_ﬁz_aﬁm:v E Family — $671.99 _Qsm; _

See the Group Master Policy for a completa description of benefits.

IV. Health Saving Account (HSA) Banking Arrangement onn_on.m_ with HSA Compatible heaith plans)

>.?.mwo:n:ouwimmOmmm_m._:ao_.mﬂmaIm>um:x5©m_._.m:mm3m=$
(if left blank, the response Is assumed to be No.) [ ves [X] ~o

V. Rate Information
A. Premium/Prapayment fee are payable monthly on or before the due date which will be: ﬁ

B. Regular Billing- Employee applications should be submitted thirty (30} days prior to proposed Effective Dats.
Employee cancellations must be submitted within 30 days of the Effective Date of the Termination.

C. The Rates established for this Policy will not be changed for the first twelve (12) months following the initial Effective
Date of Coverage unless there is a change in benefits or a 15% or more change in the composition of the group.
However, BCBSF/HOI may change the Rates that are to be effective-after this initial twelve (12} month period of
coverage by providing netice to the employer of such changed Rates forty-five (45) days prior to their Effective Date.

D. Funding Arrangements:  BCBSF: _EuﬁEE

HMO: _Eune.:_n

E. Rate Comments: {Rates for *Retirees - Both with Medicare*

13123-995 SR (Rev 0805) B/16/2006 12:00:09PM



EMPLOYER APPLICa (ION
(True Group Application)

b

¥I1. Applicant Responsibilities

A. The applicant shall: 1) Notify each enrollee to the benefits selected by the applicant, their Effective Date, and
the termination date of coverage (in this regard, applicant acts as the agent of the enroliee, and in ng event
shall the applicant be deemed an agent of BCBSF/HOI for this or any other purpose, nor shall BCBSF/HOI be
responsible for such notification to retirees). 2) Deliver to covered enrollees identification cards and certificates
of coverage fumished by BCBSF/HOI. 3) Notify BCBSF/HO! promptly of any changes in the eligibility of
enrollees covered under this Agreement. 4) List any absentees at the time of inifial enroliment on the
appropriate BCBSF/HOI form. Appiications from absentees will be accepted at BCBSF/HOI Corporate
Headquarters no later than thirty (30) days from the group's Effective Date. 5) Collect enrollee contribution, if
required, and rernit Premium payment/prepayment fees to BCBSF/HOI as specified in this application.

B. By choosing the HSA Banking Arrangement, if applicable, | authorize BCBSF to exchange certain limited
information, for employees enrolling in a high deductible health plan designed for use with an HSA,
with BCBSF's preferred bank, for the purposes of inifial enrollment in and administration of, HSAs.
| recognize that BCBSF does not provide banking services and that BCBSF is not responsible for the provision
of HSA services. HSA services are provided by the bank of your choice subject to the terms and conditions of
such arrangements, including fees the bank may charge.

C. Applicant hereby establishes an Employee Welfare Benefit Plan for the purpose of providing for its employees
or their beneficiarias medical, surgical, hospital care, or benefits in the event of sickness.

D. Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim

or an application containing any false, incomplete, or misleading information is guilty of a felony of the third
degree.

VII. Final Premiums, Benefits and Effective Dates are Subject to Approval by
BCBSF Cerporate Headquarters .
Issuance of the Policy by BCBSF/HOI will be deemed acceptance of this application.

-Date 'y Sign on Applicant ’ - Print/Type Name & Title

Q\s&\%m MMW“S\\T\N\\Q«\&\(Q George Touart, County

/ .
Date Blue Cross and Blue Shield of Florida, Inc. and/or Health Options, Inc. Licensed Agent (Print) hdmini m.._uHNWOH

i i

q_\&ov Vi, K lly

m@om ,bmma rk . Agent License Identification Number
\ \_J,\ Lok A3
Witnesses to wﬁﬁwwomnw Signature
\\n\\.\l.

Witness: Licte N\VN\Q\AH Witness: gfm d@\(w\ﬁ@

13123-995 SR (Rev (805) 6/16/2006 12:00:09PM



)
EMPLOYER APPLICA (1UN

(True Group Application)

_H_ New Business E Renewal Business Doﬂsmﬂ _ _
1. A..Jdﬂﬂ—.——u Information mﬂOCU # nmnmmmﬂv 97035 AT_gOv. 97035P

A. Name of Group: _mmﬁ,%; COUNTY BOARD OF COUNTY COMMISSIONERS _

Nature of Business: _mg;_ government, nec . , _ SiC Code: _uuee

Mailing Address: __..o. BOX 1591 PENSACOLA, FL 32597.1591 L
Email Address:  |john_weber@co.escambia.fl.us |
List below Subsidiary or Affilated Companies whose employees are to be efigible and included with this

application.

Name Address

B. Applicant hereby applies for issuance of a Group Policy (herein referred to as Policy) by Blug Cross and Blue
Shield of Florida, Inc. (BCBSF} andfor Health Options, Inc. (HO1). Upon acceptance of this application by
BCBSF andfor HOI, it will become part of the Policy issued to the applicant named above.

C. Prior Health Carrier:  Insurance _zozm _

HMO  [UNITED HEALTHCARE CORP |

D. The Policy excludes expenses for any service or supply to diagnose or treat any Condition from or in connection
with an Insured's job or employment (e.g., any service or supply which is covered by Workers' Compensation
insurance) except for medically necessary services (not otherwise excluded) for an individual who Is not covered
by Workers' Compensation and that lack of coverage did not result from any intentional action or omission by
that individual. ‘The foregoing exclusion applies to an individual who elects exemption from Workers'
Compensation coverage and to an individual who foregoes Workers' Compensation coverage available to
employees in the Group. )

E. Workers Compensation Carrier is: _mmr-.., INSURED , L

I1. Effective Date/Eligibility Infermation
A. Effective Date of this Policy shall be 05/01/1997

Effective Date of this Change to the Policy shall be 10/01/2006

This Policy may be terminated by the applicant or BCBSF/HOI by giving at least 45 days prior written notice to
- the other party except in the case of non-payment of Premium,

B. Only eligible employees who regularly work a minimum af E hours each week and their eligible dependents,
shall be eligible for coverage upon the Effective Date of this Policy.

C. Specify classification of enrcliees for whom 8<m_,mum is being requested, if other than eligible employees as
described in B above.
Retirees, Cobra

D. New eligible employees may be covered effective on the 1st of MONTH _ after _ 30 _ days
of employment, so long as the eligible employee submits an application to BCBSF/HO! within 30 days of the date
the individual first meets the applicable eligibility requirements.

E. Atleast H % of the eligible employees must be enrolled under the Policy on the Effective Date and
throughout the term of the Policy and the Group must meef and continue to meet BCBSF/HOI's participation
requirements.

F. BGBSF/HO! shall have the right to audit the applicant's payroli records at any time to confirm eligibility for
coverage, including participation percentage criteria required by BCBSF/HOI. Applicant agrees to furnish any
such request.

G. Employer Contribution: Employee: E % Dependents: Eo\o

13123-995 SR (Rev 0805) 6/16/2006 11:58:41AM



]
EMPLOYER APPLICs (1UN
(True Group Application)

ﬂ-ﬂiﬂﬁl.lﬂiﬂﬂl
ITI. Heaith Plan Summary Information (select the appropriate box[s]):

Mandated Benefit Offerings: (Optional} Applicant has been advised of the following benefit offerings mandated
by the Federal and/or State Law. Applicant's decision o accept or decline these benefits is indicated below.

Included in
product Accept  Decline

E _H_ D Mental & Nervous Disorder
E _H_ D Alcohol & Drug Dependency

E D _H_ Mammograms Waiver of Deductible & Cainsurance

: _M_ D D Enteral Formulas

_H_ Single Plan @ Blue Packages

Health Plan Name Rx Option (indicate copayments)
[BlueOptions FamPhy Plan 1351 - Std | [BlueScript C Copay Plan 10/25/40 C - Std _
Catendar Year Deductible: ~ Coinsurance:

In-Network / Participating ?c

Per Person  [$500 / Combined with In-Network |

L

Out-of-Network / Non-Participating —%

Per Family  [$1,500 / Combined with To-Network |
’ Office Visit Copay:
- Family Phy.
Pre-Existing _—u_.?mﬁamun Applies _ Y _mmo _
Rates. All Other Providers _96 +80% L

va.o<$E Employee/Spouse Emav_ou\m@ﬁ:m_%.ma E _um3=<_ $874.06 _Oz_mq_ _

Health Plan Name Rx Option (indicate copayments)
BlueOptions PhyCopay Plan 1550 - NStd |  [BlueSeript C Copay Plan 10/25/40 C - Std _
Calendar Year Deductible: Coinsurance;

In-Network / Participatin o
Per Person (5300 / Combined with In-Netwaork _ paing fso

Out-of-Network / Non-Participating _ae..\.

Per Family  |$900 / Combined with In-Network _

L L

Office Visit Copay:
- Family Phy.
Pre-Existing _—uwo-_wﬁmnum Applies _ Y _mgm
All Other Provid
Rates. Other Providers _Wuo

mBEoﬁmE Employee/Spouse Emau_oﬁm\oz_aﬁoa E Family _ $968.13 _O_:mﬂ_‘ _

13123-995 SR {(Rev 0305) 6/16/2008 11:58:41AM



) )
EMPLOYER APPLICAT1I0ON
(True Group Application)

Health Plan Name Rx Option (indicate copayments)
|BlueCare NFQ LG Grp Plan 15 - Std | [BlueCare Rx 10/25/40 C - 5td ]
Calendar Year Deductible: Coinsurance:

Per Person — _ In-Network / Participating _

| L

Out-of-Network / Non-Participating _

Per Family _ _
Office Visit Copay:
isti Family Phy.
Pre-Existing _m.‘n?mﬁmm:m Applies _ _ $15 4
Rates. All Other Providers _mm _

Employee [ $372.80 | Employee/Spouse [ 588799 |Employee/Child(ren) [ 579928 | Family [1,15406 [Other| |

See the Group Master Policy for a complete description of benefits.

IV, Health Saving Account (HSA) Banking Arrangement (optional with HSA Compatible health plans)

>.>E<o:n:oo£=mmﬂmm_u_mimmaﬁaxm_pcm:ximm_,_.m:umam:%
(if 1eft blank, the response is assumed to be No.} D Yes E No

V. Rate Information

A. Premium/Prepayment fee are payabls monthly on or before the due date which will be: _ 1st

B. Regular Billing- Employes applications should be submitted thirty (30) days prior to proposed Effective Date,
Employee cancellations must be submitted within 30 days of the Effective Date of the Termination.

C. The Rates established for this Policy will not be changed for the first twelve (12) months following the initial Effective
Date of Caverage unless there is a change in benefits or a 15% or more change in the composition of the group.
However, BCBSF/HOI may change the Rates that are to be effective after this initial twelve (12) month period of
coverage by providing notice to the employer of such changed Rates forty-five (45) days prior fo their Effective Date.

D. Funding Arrangements: BCBSF; _Emni:;

HMO: —Emaoﬁz

E. Raite Comments: [Rates for *Active Emps / Retirees <65 No Medicare*

13123-995 SR (Rev 0805) . 6/16/2008 11:58:41AM



BiseCross BlueShiekd w _,
ofFlorida EMPLOYER APPLICATION

o (True Group Application)

V1. Applicant Responsibilities

A. The applicant shall: 1} Notify each enroliee to the benefits selected by the applicant, their Effective Date, and
the termination date of coverage (in this regard, applicant acts as the agent of the enrallee, and in no event
shall the applicant be desmed an agent of BCBSF/HOI for this or any other purpose, nor shall BCBSF/HOI be
responsible for such notification to refirees). 2) Deliver fo covered enrollees identification cards and certificates
of coverage fumished by BCBSF/HOI. 3) Notify BCBSF/HO! promptly of any changes in the eligibility of
enrollees covered under this Agreement. 4) List any absentees at the time of initial enroliment on the
appropriate BCBSF/HOI form. Applications from absentees will be accepted at BCBSF/HO! Corporate
Headquarters no later than thirty (30} days from the group’s Effective Date. 5} Coltect enroliee contribution, if
required, and remit Premium payment/prepayment fees to BCBSF/HOI as spscified in this application.

B. By choosing the HSA Banking Arrangement, if applicable, | authorize BCBSF to exchange cartain limited
information, for employees envolfing in a high deductible health plan designed for use with an HSA,
with BCBSF's preferred bank, for the purposes of initial enrollment in and administration of, HSAs.
| recognize that BCBSF does not provide banking services and that BCBSF is'not responsible for the provision
of HSA services, HSA services are provided by the bank of your choice subject to the terms and conditions of
such arrangements, including fees the bank may charge.

C. >uu=om£ hereby establishes an Employes Woelfare Benefit Plan for the pumpose of providing for its employees
or their beneficiaries medical, surgical, hospital care, or benefits in the event of sickness.

D. Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim
or an application containing any false, incomplete, or misleading Information is guilty of a felony ofthe third
degree.

VIL.  Final Premiums, Benefits and Effective Dates are Subject to Approval by
BCBSF Corporate Headquarters
Issuance of the Policy by BCBSF/HOI will be deemed acceptance of this application.

Date \ / Signgt{te of >@E_nm:ﬁ ; Print/Type Name & Title

mwwﬁgv ‘MMNAW¢Q 0« AU&NHVP«P\\mN George Touart, County

/ \ Administrator
Date w_:n Cross and Blue Shield of Florida, Inc. and/or Health Options, Inc. Licensed Agent (Print)

7ot ) (T Tty

Sjgnature of Agent : Agent License Identification Number
T , ”
\ M hoﬁk¥w\ fl%ﬁ%w vhwmwmw
FA Q

SwﬁnmmmMM\mP Applicant Signature

Witness:

Nﬁb&Akt Witness: @ Hb&?%)htf\fmﬂf?)muw

b J

13123-995 SR (Rev 080S5) - 6/16/2006 11:58:41AM



S oo BheShicld j EMPLOYER APPLIL. ._JON

* ¥+ Health Options, (True Group Application)
ul .ﬁ!lu.ﬂu.l-“ﬂ-

_H_ New Business -mm:mém_ Business DOSQ 1 ;

L. ‘Group Information Group # (BCBSF): [97035 | (HMOY): ﬁ

A.  Name of Group: _Hmﬂ%; COUNTY HOUSING FINANCE AUTHORITY

Nature of Business: _Oﬂ.m..a government, nec _ SIC Code: _E@

Mailing Address: _Nm WEST CEDAR STREET SUITE 530 PENSACOLA, FL. 32501

Email Address: |
List below Subsidiary or Affiliated Companies whose employees are to be eligible and included with this
application.

Name Address

T | I ) I | .

B. Applicant hereby applies for issuance of a Group Policy (herein referred to as Policy) by Blue Cross and Blue
Shield of Florida, Inc. (BCBSF) and/or Heaith Options, Inc. (HOI). Upon acceptance of this application by
BCBSF and/or HOW, it will become part of the Policy issued to the applicant named above,

C. Prior Health Carrier:  Insurance _czﬁ.mu HEALTHCARE CORP x_

HMO  [UNITED HEALTHCARE CORP |

D. The Policy excludes expenses for any service or supply to diagnose or treat any Condition from or in connection
with an Insured's job or employment (e.g., any service or supply which is covered by Workers' Compensation
insurance) except for medically necessary services (not otherwise excluded) for an individual who is not covered
by Workers' Compensation and that lack of coverage did not result from any intentional action or omission by
that individual. The foregoing exciusion applies to an individual who elects exemption from Workers'
Compensation coverage and to an individual who foregoes Workers' Compensation coverage available to
employees in the Group.

E. Workers Compensation Carrier is: _mmr_.‘ INSURED

II. Effective Date/Eligibility Information

A. Effective Date of this Policy shall be 05/01/1997
Effective Date of this Change to the Policy shall be 10/01/2006

This Policy may be terminated by the applicant or BCBSF/HOI by giving at least 45 days prior written notice to
the other party except in the case of non-payment of Premium.

B. Only eligible employees who regularly work a minimum of H hours each week and their eligible dependents,
shall be eligible for coverage upon the Effective Date of this Policy.

C. Specify classification of enrollees for whom coverage is being requested, if other than eligible employees as
described in B above.

Benefit=3300 per Day

D. New eligible employees may be covered effective on the 1st of MONTH _ after _ k1) _ days
of employment, so long as the eligible employee submits an application to BCBSF/HOI within 30 days of the date
the individual first meets the applicable eligibility requirements.

E. Atleast H % of the eligible employees must be enrolled under the Policy on the Effective Date and
throughout the term of the Policy and the Group must meet and continue to meet BCBSF/HOI's participation
requirements.

F. BCBSF/HOI shall have the right to audit the applicant’s payroll records at any time to confirm eligibility for
coverage, including participation percentage criteria required by BCBSF/HOI. Applicant agrees to fumish any
such request.

G. Employer Contribufion: Employee: H % Dependents: Hﬁu

$3123-995 SR (Rev 0805) 6/16/2006 11:57:.07AM



ot o e ) EMPLOYERAPPLL . JON
plid (True Group Application)

| ]
ulllll...l..ﬁ..,l.d..n_-ﬂu..l
IIL. Health Plan Summary Information (select the appropriate box|[s]):

Mandated Benefit Offerings: {Optional) Applicant has been advised of the following benefit offerings mandated
by the Federal and/or State Law. Applicant's decision to accept or decline these benefits is indicated below.

Included in
praduct Accept  Decline

_Ill_ _H_ D Mentat & Nervous Disorder
_H_ _HH_ _H_ Alcohol & Drug Dependency

D _H_ _H_ Mammograms Waiver of Deductible & Coinsurance

_H_ _H_ _|||_ Enteral Formulas

[X] single Pan [_] Blue Packages

Health Plan Name Rx Option {indicate copayments)

e - sta ] |
Calendar Year Deductible: Coinsurance:
Per Person _ _ In-Network / Participating _ _
Qut-of-Network / Non-Participating _ _
Per Family _ . _
Cffice Visit Copay:
- Family Phy.
Pre-Existing __u-.o.mxmumun Applies _ yrny _ _
Rates. All Other Providers ﬁ _

Employee E Employee/Spouse _Umau_ozm@ﬁz_&aa _H_ Family _ _052_

See the Group Master Policy for a complete description of benefits.

IV. Health Saving Account (HSA) Banking Arrangement (optional with HSA Compatible heaith plans)

>.>1mwocn:oomm:mmomm_.._wm:ﬁmoqmﬁmaIm>cm=xm3©m:.m:©m3o:$
(if left blank, the response is assumed to be No.) [] ves [ no

V. Rate Information

A.  Premium/Prepayment fee are payable monthly on or before the due date which will be: _ 1st

B. Regular Billing- Employee applications should be submitted thirty (30) days prior to proposed Effective Date.
Employee cancellations must be submitted within 30 days of the Effective Date of the Termination.

C. The Rates established for this Policy will not be changed for the first twelve {12} months following the initial Effective
Date of Coverage unless there is a change in benefits or 2 15% or more change in the composition of the group.
However, BCBSF/HOI may change the Rales that are to be effective after this initial twelve (12) month period of
coverage by providing notice to the employer of such changed Rates forty-five {45} days prior fo their Effective Date.

D. Funding Arrangements: . BCBSF: _EmnoE:

HMO: _

E. Rate Comments: [Ratesfor *Housing Auth - Hospital Indemnity Plan (HIP)*

13323-995 SR (Rev 0805) - 61 6/2006

11:57:07AM




EMPLOYER APPLI ._ION

» ¥ Heakh Optians. True Group Application
P e {True Group App )

VL. Applicant Responsibilities

A. The applicant shail: 1) Notify each enrollee to the benefits selected by the applicant, their Effective Date, and
the termination date of coverage (in this regard, applicant acts as the agent of the enrcllee, and in no event
shall the applicant be deemed an agent of BCBSF/HOI for this or any other purpose, nor shall BCBSF/HO! be
responsible for such notification to retirees). 2) Deliver to covered enrollees identification cards and certificates
of coverage fumished by BCBSF/HOL. 3) Notify BCBSF/HO! promptly of any changes in the eligibility of
enrollees covered under this Agreement, 4) List any absentees at the time of initial enroliment on the
appropriate BCBSF/HOI form. Applications from absentees will be accepted at BCBSF/HO!I Corporate
Headquarters no later than thirty (30) days from the group's Effective Date. 5) Collect enrollee contribution, if
required, and remit Premium payment/prepayment fees to BCBSF/HOI as specified in this application.

B. By choosing the HSA Banking Arrangement, if applicable, | authorize BCBSF to exchange certain limited
information, for employees enrolling in a high deductible health plan designed for use with an HSA,
with BCBSF's preferred bank, for the purposes of initial enrollment in and administration of, HSAs.
| recognize that BCBSF does not provide banking services and that BCBSF is not responsible for the provision
of HSA services. HSA services are provided by the bank of your choice subject to the terms and conditions of
such arrangements, including fees the bank may charge.

C. Applicant hereby establishes an Employee Welfare Benefit Plan for the purpose of providing for its employees
or their beneficiarias medical, surgical, hospital care, or benefits in the event of sickness.

D. Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of ¢laim
or an application containing any false, incomplete, or misleading information is guilty of a felony of the third
degree.

VII. Final Premiums, Benefits and Effective Dates are Subject to Approval by
BCBSF Corporate Headquarters
Issuance of the Policy by BCBSF/HOI will be deemed acceptance of this application.

Date ’ / mwmnw:_\nm of Applicant Print/Type Name & Title
) £
&\N&.\Wm %v\.m\ \ , . George Touart, County
7 7 Administrato
Um:,_ Blue Cross and Blue Shield of Florida, Inc. and/or Heaith Options, Inc. Licensed Agent (Prinf)
a {

ignatulg of Agent Agent Cmﬂ_mm Identification Number

V2 7~y
) Witness: g G\(\ﬁ C e DTN
> o)

Witnesses

Witnesss: \

13123-995 SR (Rev 0805) . - BM6/2006  115T:07AM



RacOrow BhooSleld. | EMPLOYER APPL1_ )JTION

* Hoalth Optiana, (True Group Application)
R

_H_ New Business E Renewal Business _H_OSE

I. Group Information Group # (BCBSF). [97035 (HMO): [97035P |

A

E.

Name of Group: _MMO%; COUNTY HOUSING FINANCE AUTHORITY

Nature of Business: _Os.e.»_ government, nec _ SIC Code: _ES

Mailing Address: _Nm WEST CEDAR STREET SUITE 530 PENSACOLA, FL. 32501

Email Address: _
List below Subsidiary or Affiliated Companies whose employees are 1o be eligible and Included with this
application.

Name Address

UL

Applicant hereby applies for issuance of a Group Policy (herein referred to as Policy) by Blue Cross and Blue
Shield of Florida, Inc. (BCBSF) and/or Health Optians, Inc. (HOH. Upon acceptance of this application by
BCBSF and/or HO, it will become part of the Policy issued to the applicant named above.

Prior Heatth Carrier:  insurance _Gzﬂ._wu HEALTHCARE CORP
HMO  |UNITED HEALTHCARE CORP - |

The Policy excludes expenses for any service or supply to diagnose or treat any Condition from or in connection
with an Insured's job or employment (&.9., any service or supply which is covered by Workers' Compensation
insurance) except for medically necessary services (not otherwise excluded) for an individual who is not covered
by Workers' Compensation and that lack of coverage did not result from any intentional action or omission by
that individual. The foregoing exciusion applies to an individual who elects exemption from Workers'
Compensation coverage and to an individual who foregoes Workers' Compensation coverage available to
employees in the Group.

Workers Compensation Carrier is: _mmrm INSURED d

II. Effective Date/Eligibility Information

A. Effective Date of this Policy shall be 05/01/1997
Effective Date of this Change to the Policy shall be 10/01/2006
This Policy may be terminated by the applicant or BCBSF/HO!I by giving at least 45 days prior written notice to
the other party except in the case of non-payment of Premium.

B. Only eligible employees who regularly work a minimum of H hours each week and their eligible dependents,
shall be eligibie for coverage upon the Effective Date of this Policy.

C. Specify classification of enroliees for whom coverage is being requested, if other than eligible employees as
described in B above.

Retirees, Cobra

D. New eligible employees may be covered effective on the 1st of MONTH _ after _ 30 _ days
of employment, so long as the eligible employee submits an application to BCBSF/HOI within 30 days of the date
the individual first meets the applicable eligibility requirements.

E. Atleast H % of the eligible employees must be enrolled under the Policy on the Effective Date and
throughout the term of the Policy and the Group must meet and continue to meet BCBSF/HOI's participation
requirements.

F. BCBSF/HOI shall have the right to audit the applicant’s payroll records at any time to confirm eligibility for
coverage, including participation percentage criteria required by BCBSF/HOI. Applicant agrees to furnish any
such request.

G. Employer Contribution: Employee: H % Dependents: E %

13123-895 SR (Rev 0B05) . 6/16/2006 11:56:19AM



@ S alroms BucShiek w EMPLOYER APPL:. TION

. n-ﬁa!rn. - (True Group Application)
o
111, Health Plan Summary Information (select the appropriate box{s]):

Mandated Benefit Offerings: (Optional) Applicant has been advised of the following benefit offerings mandated
by the Federal and/or State Law. Applicant's decision to accept or decline these benefits is indicated below.

Inciuded in
product Accept Decline

x O
X O
EI
X O

Mental & Nervous Disorder
Alcohol & Drug Dependency

Mammograms Waiver of Deductible & Colnsurance

Enteral Formulas

HENpEEN

[] single Pian [X] Biue Packages
Health Plan Name Rx Option (indicate copayments)
{BlueOptions FamPhy Plan 1351 - Std |  [BlueScript € Copay Plan 10/25/40 C - Std _
Calendar Year Deductible: Coinsurance:

In-Network / Participating _ wc

PerPerson 5500/ Combined with In-Network _

Qut-of-Network / Non-Participating _S

Per Family _m_.mci Combined with In-Network _

Rates.

Office Visit Copay:
- Family Phy.
Pre-Existing _—un?mamanm Applies _ _mmc _
All Other Providers [cyp +80% _

Employee [ 528251 | Employee/Spouse [ $672.58 |Employee/Child(ren) [ $605.43 | Family [ 387406 |Other|

Health Plan Name - Rx Option {indicate copayments)

[BlueOptions PhyCopay Plan 1550 - NStd |  [BlueSeript C Copay Plan 10/25/40 C - Std _
Calendar Year Deductible: Coinsurance:

In-Network / Participating D
PerPerson 300/ Combined with In-Network | [poe |

Qut-of-Network / Non-Participating _8..\.

Per Family 9900/ Combined with In-Network _

Office Visit Copay:
isti Family Phy.
Pre-Existing _m.-.m.muamn.:n Applies _ yrnw _wam _
Rates. All Other Providers _wme _

Employee [ $312.84 | Employee/Spouse [ 574495 |EmployeerChid(ren) [ 67055 | Family [ 396813 |Other]|

13123-995 SR {Rev 0805) ] 6/16/2006

11:56:19AM



#. Es&ii&pi?&zﬁ ) EMPLOYER APPL. . \TION

Heakh (True Group Application)

Em
Health Plan Name Rx Option {indicate copayments)
[BlueCare NFQ LG Grp Plan 15 - Std | |BlueCare Rx 10/25/40 C - Std |
Calendar Year Deductible: Coinsurance:

In-Network / Participating _ \_

Per Person _w _

Out-of-Natwork / Non-Participating _ _

Per Family _ _
Office Visit Copay:
isti Family Phy.
Pre-Existing _w-.m.mh.um:m Applies _ y Fhy _mmm \_
Rates. All Cther Providers _mwm \_

Employee E min_o<mamc0cmm Emau_oﬁm\oz_&aa E _u.m_,:_:, _ur_ma.cm _9:9._ 4

See the Group Master Palicy for a complete description of benefits.

IV. Health Saving Account (HSA) Banking Arrangement (optional with HSA Compatible health plans)

>.>a<oco:oomm=omommﬁ.mwsﬁonqmaaIm)cmsx_smm_._.msumam:ﬁ
(if left blank, the response is assumed to be No.) : _H_ Yes _M_ No

VY. Rate Information

A.  Premium/Prepayment fee are payable monthly on or before the due date which will be: _ ist

B. Regular Billing- Employee applications should be submitted thirty (30) days prior to proposed Effective Date,
Employee cancelfations must be submitted within 30 days of the Effective Date of the Termination.

C. The Rates established for this Policy will not be changed for the first twelve (12) months following the initial Effective
Date of Coverage unless there is a change in benefits or a 15% or more change in the composition of the group.
However, BCBSF/HOI may change the Rates that are to be effective after this initial twelve (12) month pericd of
coverage by providing notice to the employer of such changed Rates forty-five (45) days prior to their Effective Date.

D. Funding Arrangements: BCBSF: ?wnoﬁ..

HMO:  |Discount.

E. Rate Comments: |Rates for *Housing Autherity - Active Emps / Retirees <65 No Med*

13123-995 SR (Rev 0805) : 6/16/2006 11:56:19AM
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VI
A,

oo BiueGhicld ) EMPLOYER APPL._ \TION

Eoﬁ?ﬁl - (True Group Application)
T

Applicant Responsibilities

The applicant shall: 1) Notify each enrollee to the benefits selected by the applicant, their Effective Date, and
the termination date of coverage (in this regard, applicant acts as the agent of the enrollee, and in no event
shall the applicant be deemed an agent of BCBSF/HOI for this or any other purpose, nor shail BCBSF/HO! be
responsible for such notification to retirees). 2) Deliver to coverad enrollees identification cards and certificates
of coverage furnished by BCBSF/HCI. 3) Notify BCBSF/HOI promptly of any changes in the eligibility of
enrollees covered under this Agreement. 4) List any absentees at the time of initial enroliment on the
appropriate BCBSF/HOI form. Applications from absentees will be accepted at BCBSF/HOI Corporate
Headquarters no later than thirty (30) days from the group's Effective Date. 5) Collect enrollee contribution, i
required, and remit Premium payment/prepayment fees to BCBSF/HOI as specified in this application.

By choosing the HSA Banking Arrangement, if applicable, | authorize BCBSF to exchange certain limited
information, for employees enrolling in a high deductible health plan designed for use with an HSA,

with BCBSF's preferred bank, for the purposes of initial enrcllment in and administration of, HSAs.

I recognize that BCBSF does not provide banking services and that BCBSF is not responsibie for the provision
of HSA services. HSA services are provided by the bank of your choice subject to the terms and conditions of
such arrangements, including fees the bank may charge.

Applicant hereby establishes an Employee Welfare Benefit Plan for the purpose of providing for its employees
or their beneficiaries medical, surgical, hospital care, or benefits in the event of sickness.

Any parson who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim
or an application containing any false, incomplete, or misleading information is guilty of a felony of the third
degree.

VIL. Final Premiums, Benefits and Effective Dates are Subject to Approval by

BCBSF Corpeorate Headquarters
Issuance of the Policy by BCBSF/HOI will be deemed acceptance of this application.

Date \ , m_mnmE_d of Applicant ~Print/Type Name & Title
RWW&&W nNWTPRvﬂ\ nMNWﬁﬁ&F&\\QN\ George Touart, County
“1 ’ Administrator
ate w_co Cross and E:n mEo_m of Florida, Inc. and/or Health Options, Inc. Licensed Agent(Print)
) Il
15106 | Dl iy A

@ER of E, |1 ~C . Agent hwnnzwo Identification Number

Witnesses to AppliEcant Signature

Witness:

Witness: ﬁﬁuvbeHrL%W FL—ﬂ%H%\JMw
Qo J

13123-895 SR (Rev 0B(S5) 6/16/2006 11:56:19AM



BocomBltiied EMPLOYER APPLICATION
" 7" Heakh Options, (True Group Application)

N i O
T

D New Business H Renewal Business _H_OEQ _’ _
L. Group Information Group # (BCBSF): [97035 (HMO): i

A, Name of Group: _mmngg COUNTY BOARD OF COUNTY COMMISSIONERS

Nature of Business: _Oonan»_ government, nec _ SIC Code: _Ewm

Mailing Address: _H.O. BOX 1591 PENSACOLA, FL.  32597-1591

Email Address: __.o_:_limvm_.®8.8n»EEu.m. us

List below Subsidiary or Afffiated Companies whose employees are to be eligible ang included with this
application.

Name Address

B. Applicant hereby applies for issuance of a Group Policy (herein referred to as Palicy) by Biue Cross and Blue
Shield of Florida, Inc. (BCBSF) and/or Health Options, Inc. {HOI). Upon acceptance of this application by
BCBSF and/or HOI, it will become part of the Policy issued to the applicant named above.

C. Prior Health Carrier: _zm:_.mzm\m _ZOZH ] ) _
HMO  [UNITED HEALTHCARE CORP ]

D. The Policy excludes expenses for any service or supply to diagnose or treat any Condition from or in connection
with an Insured's job or employment {e.g., any service or supply which is covered by Workers' Compensation
insurance) except for medically necessary services (not otherwise excluded) for an individual who is not covered
by Waorkers' Compensation and that lack of coverage did not resuit from any intentional action or omission by
that individual. The foregoing exclusion applies to an individual who elects exemption from Workers'
Compensation coverage and to an individual who foregoes Workers' Compensation coverage available to
employees in the Group. :

E. Workers Compensation Carrier is: _mwhm INSURED

II. Effective Date/Eligibility Information

A. Effective Date of this Policy shall be 05/01/1997
Effective Date of this Change to the Policy shall be E

This Policy may be terminated by the applicant or BCBSF/HOI by giving at least 45 days prior written notice to
the other party except in the case of non-payment of Premium.

B. Only eligible employees who regularly work a minimum of E hours each week and their eligible dependents,
shall be eligible for coverage upon the Effective Date of this Policy.

C. Specify classification of enrollees for whom coverage is being requested, if other than eligible employees as
described in B above.

Benefit=3300 per day

D. New eligible employees may be covered effective on the 1st of MONTH _ after _ 30 _ days
of employment, so long as the eligible employee submits an application to BCBSF/HOI within 30 days of the date
the individual first meets the applicable eligibility requirements.

E. Atleast H % of the eligible employees must be enrolled under the Policy on the Effective Date and
throughout the term of the Policy and the Group must meet and continue to meet BCBSF/HOI's participation
requirements.

F. BCBSF/HOI shall have the right to audit the applicant’s payroli records at any time to confirm eligibility for
coverage, including participation percentage criteria required by BCBSF/HOI. Applicant agrees to furnish any
such request.

G. Employer Contribution: Employee: H % Dependents: E.x.

13123-985 SR {Rev 0805) 6/16/2006 12:03:28PM



)
of Floriia EMPLOYER APPLICATION
(True Group Application)

IT1. Health Plan Summary Information (select the appropriate box([si):

Mandated Benefit Offerings: (Optional) Applicant has been advised of the following benefit offerings mandated
by the Federal and/or State Law. Applicant's decision to accept or decline these benefits is indicated below.

Included in
product Accept  Decline

[] [[] [] Mental&Nerous Disorder
D D _H_ Alcohol & Drug Dependency

_H_ _H_ _H_ Mammograms Waiver of Deductible & Coinsurance

0 O

Enteral Formuias

_M_ Single Plan D Blue Packages

Health Plan Name Rx Option (indicate copayments)
1P - Std 1| _
Calendar Year Deductible: Coinsurance:
Per Person _ _ In“Network / Participating r _

: Out-of-Network f Non-Participating _| _
Per Family — \_

Office Visit Copay:
- - Family Phy.

Pre-Existing _m_.@.muamn:m Applies . _ Y Y — _
Rates. All Other Providers _I I_

Employee E Employee/Spouse _H_msu_o,\mm\oz_%ma _H_ Family _ \_Oﬁ:m_._

See the Group Master Policy for a complete description of benefits.

IV. Health Saving Account (HSA) Banking Arrangement (optional with HSA Compatible health plans)

>.>_.m<oc.o:.o.om_=mmomm_u.mm:ﬁmn_.maaIm>um3_ﬂ5@ma«m:mm3m=$
(if left blank, the response is assumed to be No.} _|||_ Yes H No

V. Rate Information

A. Premium/Prepayment fee are payable monthly on or before the due date which will be: — st

B. Regular Billing- Employee applications should be submitted thirty {30) days prior to proposed Effective Date.
Employee cancellations must be submitted within 30 days of the Effective Date of the Termination.

C. The Rates established for this Policy will not be changed for the first twelve (12) months following the initial Effective
Date of Coverage unless there is a change in benefits or @ 15% or more change in the compasition of the group.
Howaver, BCBSF/HO! may change the Rates that are to be effective after this initial twelve (12) month period of
coverage by providing notice to the employer of such changed Rates forty-five (45) days prior to their Effective Date.

D. Funding Arrangements:  BCBSF: _Eug:_:

HMO: _

E. Rate Comments: |Rates for *Hospital Indemnity Plan (HIP)*

13123-995 SR (Rev 0805) . 8/16/2008
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of Foride EMPLOYER APPLICa 'TON
h Op (True Group Application)

e e

V1. Applicant Responsibilities

A.  The applicant shall: 1) Notify each enrollee to the benefits selected by the applicant, their Effective Date, and
the termination date of coverage (in this regard, applicant acts as the agent of the enrcllee, and in ne event
shall the applicant be deemed an agent of BCBSF/HOI for this or any other purpose, nor shall BCBSF/HOI be
responsible for such notification to retirees). 2) Deliver to covered enrollees identification cards and certificates
of coverage fumished by BCBSF/HOI. 3) Notify BCBSF/HOI promptly of any changes in the eligibility of
enrallees covered under this Agreement. 4) List any absentees at the time of initial enrollment on the
appropriate BCBSF/HOI form. Applications from absentees will be accepted at BCBSF/HO! Corporate
Headquarters no later than thirty {30) days from the group's Effective Date. 5) Collect enrollee contribution, if
required, and remit Premium payment/prepayment fees to BCBSF/HOI as specified in this application.

B. By choosing the HSA Banking Arrangement, if applicable, [ authorize BCBSF to exchange certain limited
information, for employees enralling in a high deductible health plan designed for use with an HSA,
with BCBSF's preferred bank, for the purposes of initial enroliment in and administration of, HSAs.
| recognize that BCBSF does not provide banking services and that BCBSF is not responsible for the provision
of HSA services. HSA services are provided by the bank of your choice subject to the terms and conditions of
such arrangements, including fees the bank may charge.

C. Applicant hereby establishes an Employee Welfare Benefit Plan for the purpose of providing for its employees
or their beneficiaries medical, surgical, hospital care, or _um:mam_ in the event of sickness.

D. ‘Any person who kniowingly and with intent to injure, defraud, or deceive any insurer files a statément of claim
or an application containing any false, incomplete, or misleading information Is guilty of a felony of the third
degree.

VII. Final Premiums, Benefits and Effective Dates are Subject to Approval by

BCBSF Corporate Headquarters .
Issuance of the Policy by BCBSF/MHOI will be deemed acceptance of this application.

Date 7 mﬁ:»ﬁa\\% Applicant - Print/Type Name & Title
George Touart, County
_ . Administrator

Date , Blue Cross and Blue Shield of Florida, Inc. and/or Health Options, Inc. Licensed Agent (Print)
5000 | Mgt

L] T A u\

Signature okmns 3 Agent Eom,.:mn Identification Number
A N>
t/ 4] 7 7

Witnesses to P@Uwh ant Signature

I .

‘m%hmw \\amPPkA\AV Witness:

Witness:

13123-995 SR (Rev 0805) 6/16/2006 12:03:28PM



o BluaeShicld. .., EMPLOYER APPL1_ ATION

v v mu-ro-ﬁne_ (True Group Application)
ﬁi'm'ﬂﬂ

D New Business _M_ Renewal Business Doﬁzmﬂ _‘ \_
1. OHQ-.—H- Information OﬂDCU%nmomm“vn ﬁ AIEOU 97035P

A, Name of Group: Tme%; COUNTY BOARD OF COUNTY COMMISSIONERS

Nature of Business: W»EB_ government, nec _ SIC Code: _Ewm _
Mailing Address: _W.O. BOX 1591 PENSACOLA, FL 32597-1591 L
Email Address: —hownlimwan@ho.aunuEEPn.E ) \_
List below Subsidiary or Affiliated Companies whose employees are fo be eligible and included with this

application.

Name Address

B. Applicant hereby applies for issuance of a Group Policy {herein referred to as Policy) by Blue Cross and Blue -
Shield of Florida, Inc. {(BCBSF) andfor Health Options; Inc. (HOI}. Upon acceptance of this application by
BCBSF andfor HOI, it will become part of the Policy issued to the applicant named above.’

C. Prior Health Carrier.  Insurance _Zozm . _

HMO  [UNITED HEALTHCARE CORP . |

D. The Policy excludes expenses for any service or supply to diagnose or treat any Condition from or in connection
with an Insured's job or empioyment (e.g., any service or supply which is covered by Workers' Compensation
insurance) except for medically necessary services (not otherwise excluded) for an individual who is not covered
by Workers' Compensation and that lack of coverage did not result from any intentional action or omission by
that individual. The foregoing exclusion applies to an individual who elects exempfion from Workers®
Compensation coverage and to an individual who foregoes Workers' Compensation coverage available to
employees in the Group.

E. Workers Compensation Carrier is: _mﬁrﬁ INSURED

I1. Effective Date/Eligibility Information

A. Effective Date of this Policy shall be 05/01/1997
Effective Date of this Change to the Palicy shall be 10/01/2006

This Policy may be terminated by the applicant or BCBSF/HO! by giving at least 45 days prior written notice to
the other party except in the case of non-payment of Premium.

B. Only eligible employees who regularly work a minimum of H hours each week and their eligible nm.um:am:ﬁm.
shall be eligible for coverage upan the Effective Date of this Policy.

C. Specify classification of enrollees for whom coverage is being requested, if other than eligible employees as
described in B above.

Retirees, Cobra

D. New eligible employees may be covered effective on the 1st of MONTH _ after _ 30 _ days
of employment, so long as the eligible employee submits an application to BCBSF/HOI within 30 days of the date
the individual first meets the applicable eligibility requirements.

E. Atleast E % of the eligible employees must be enrolled urnder the Policy on the Effective Date and
throughout the term of the Policy and the Group must meet and continue to meet BCBSF/HOI's participation
requirements.

F. BCBSF/HOI shail have the right to audit the applicant’s payroll records at any time to confirm eligibility for
coverage, including participation percentage criteria required by BCBSF/HOI. Applicant agrees to furnish any
such request.

G. Employer Contribution: Employee: H % Dependents: Eﬁ.

13123-995 SR (Rev 0805} . 6/16/2006 12:02:23PM




_, EMPLOYER APPLI__LTION
(True Group Application)

Mandated Benefit Offerings: {Optional) Applicant has been advised of the following benefit offerings mandated
by the Federal and/or State Law. Applicant's decision to accept or decline these benefits is indicated below.

Included in
product Accept  Decline

Mental & Nervous Disorder
Alcoho! & Drug Dependency

Mammeograms Waiver of Deductible & Coinsurance

Enteral Formulas

L]
ooog

_H_ Single Plan _M_ Blue Packages
Health Plan Name Rx Option (indicate copayments)
[BlueOptions FamPhy Plan 1351 - Std |  [BlueScript C Copay P1an 10/25/40 € - Std |
Calendar Year Deductible: - Coinsurance:

- In-Network / Participating
Per Person  |§500 / Combined with In-Network _ [s0

Qut-of-Network / Non-Participating _S

Per Family  |$1,500/ Combined with In-Network _
Office Visit Copay:
- - Family Phy.
Pre-Existing _w_.?munmnnn Applies _ —mna L
. All Other Providers [cyD +80% |

Employee [ $196.65_| Employee/Spouse [ $515.22 |Employee/Child(ren) [ $46379 | Famiy | $669.48 |Other|

Health Pian Name Rx Option (indicate copayments)
BlueOptions PhyCopay Plan 1550 - NStd _ _w_—.mmnlvw C Copay Plan 10/25/40 C - Std _
Calendar Year Deductible: Coinsurance:

In-Network / Participating 80°
Per Person  (§300 / Combined with In-Network _ [s0%

Out-of-Natwork / Non-Participating Wc.b

Per Family (5900 / Combined with In-Network _

Office Visit Copay:
isti Family Phy.
Pre-Existing Tn?mﬁmn_ﬁ Applies _ y rhy _u~ s L
Rates. All Other Providers _m‘- _

Employes [ $217.72_| Employee/Spouse [ $570.62 |Employes/Child(ren) [ $513.67 | Family | 574152 [Other|

13123-995 SR (Rev 0805) . 6/16/2006
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Bucleoss Biehiell ) EMPLOYER APPLI.__{TION

" 7" Heakh Optians, (True Group Application)
_Pl..ﬂh_. bt . e
Health Plan Name Rx Option (indicafe copayments)}
IBlueCare NFQ LG Grp Plan 15 - Std |  [BlueCare Rx 10/25/40 C - Std |
Calendar Year Deductible: Coinsurance:
Per Person _ _ In-Network / Participating _ \_
Out-of-Network / Non-Participating _ _
Per Family _ 4
. Office Visit Copay:
- Family Phy.
Pre-Existing _w_.m.mﬁua:m Applies _ Y _m_w _
Rates. All Other Providers _mmm _
Employee E Employee/Spouse Eman_oﬁm\ozaﬁma E Family _ $883.87 _oﬁ:mqﬁ _

See the Group Master Policy for a complete description of benefits.

IV, Health Saving Account amg.wu.-ﬂuu Arrangement (optional with HSA Compatible heath plans)

A,

V.
A.

>_.o<ocosoom5@momm_..._m56@38&Im>cm=x_3@m4m:nm3m:$
(if left blank, the response is assumed to be No.) D Yes _M_ No

Rate Information

Premium/Prepayment fee are payable monthly on or before the due date which will be: _ \_

Regular Billing- Empioyee applications shoukd be submitted thirty (30) days prior io proposed Effective Date.
Employee cancellations must be submitted within 30 days of the Effective Date of the Termination.

The Rates estabiished for this Policy will not be changed for the first twelve (12) months following the initial Effective
Date of Coverage unless there is a change in benefits or a 15% or more change in the composition of the group.
However, BCBSF/HOI may change the Rates that are to be effective after this initial twelve (12} month period of
coverage by providing notice to the employer of such changed Rates forty-five (45) days prior to their Effective Date.

Funding Arrangements:  BCBSF: ?WS___:

HMO: _Emno::».

Rate Comments:  |Rates for *Retirees with Medicare / Spouse without Med*

13123-995 SR (Rev 0805) 6/16/2006 12:02:23PM



oo DicBhiekd i EMPLOYER APPL1_\TION
. * Heakh Options. G Apblicati
pmse e (True Group Application)

VI. Applicant Responsibilities

A. The applicant shall: 1) Nofify each enrollee to the benefits selected by the applicant, their Effective Date, and
the termination date of coverage (in this regard, applicant acts as the agent of the enrollee, and in no event
shall the applicant be deemed an agent of BCBSF/HOI for this or any other purpose, nor shall BCBSF/HOI be
responsible for such notification to retirees). 2) Deliver to covered enrollees identification cards and certificates
of coverage fumished by BCBSF/HOI. 3) Notify BCBSF/HO! promptly of any changes in the eligibility of
enrollees covered under this Agreement. 4) List arly absenteas at the time of initiaf enrollment on the
appropriate BCBSF/HOI form. Applications from absentees will be accepted at BCBSF/HO! Corporate
Headquarters no later than thirty (30) days from the group's Effective Date. 5) Collect enrollee confribution, if
required, and remit Premium payment/prepaymeant fees to BCBSF/HOI as specified in this application.

B. By choosing the HSA Banking Arrangement, if applicabie, | authorize BCBSF to exchange certain Fmited
information, for employees enrolling in a high deductible health plan designed for use with an HSA,
with BCBSF's preferred bank, for the purposes of initial enrollment in and administration of, HSAs.
I recognize that BCBSF does not provide banking services and that BCBSF is not responsible for the provision
of HSA services. HSA services are provided by the bank of your choice subject to the terms and conditions of
such arrangements, including fees the bank may charge.

C. Applicant hereby establishes an Employee Welfare Benefit Plan for the purpose of providing for its employees
or their beneficiaries medical, surgical, hospital care, or benefits in the event of sickness.

D. Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim
or an application containing any false, incomplete, or misleading information is guilty of a felony of the third
degres.

VIL.  Final Premiums, Benefits and Effective Dates are Subject to Approval by
BCBSF Corporate Headquarters
Issuance of the Policy by BCBSF/HOI will be deemed acceptance of this application.

Date ;7 w_msmnﬂw.om Applicant \\T.mmmqw\w Name & Title
&WWQn& mmMA“$JMW\NMWWGA&NJl\W\ George Touart, County

Administrator

Date Blue Cross and Blue Shield of Florida, Inc. and/or Health Options, Inc. Licensed Agent (Print)

ignat m of Agent Agent License Identification Number

NSV I L5

Witnesses to b@pHHOMPn mwm:kﬁcnm

\\ﬁﬁxmwx \WMWAL\ﬁLHv Witness: h“MVHLFbLFAN\ﬁi) nﬂrrﬂMw
S

Witness:

13123-995 SR (Rev 0805) 6/16/2006 12:02:23FPM



BacOcous RineShiedd w EMPLOYER APPL1. ATION
" 7 Heakh Optins. (True Group Application)
D New Business Emm:msm_ Business _H_Oﬁ:oq _ L
1. Group Information Group # (BCBSF):. i (HMO): i

A, Name of Group: —_wmnbgwr» COUNTY BOARD OF COUNTY COMMISSIONERS ;
Nature of Business: Tuoua-.n_ government, nec \_ SiC Code: _w_wc _
Mailing Address: _m.o. BOX 1591 PENSACOLA, FL. 32597-1591 _
Email Address: mcrnlimenq@na.ntEamPP=m L
List below Subsidiary or Affilated Companies whose employees are to be eligible and included with this
application.

Name Address

B. Applicant hereby applies for issuance of a Group Palicy {herein refemed to as Policy) by Blue Cross and Blue
Shield of Florida, Inc. (BCBSF) andfor Health Options, Inc. {HOI). Upon acceptance of this application by
BCBSF and/or HO!, it will become part of the Paolicy issued to the applicant named above.

C. Prior Health Carrier:  Insurance _zozm _

HMO  [UNITED HEALTHCARE CORP . |

D. The Policy excludes expenses for any service or supply to diagnose or treat any Condition from or in connection
with an Insured's job or employment (e.g., any service or supply which is covered by Workers® Compensation
insurance) except for medically necessary services (not otherwise excluded) for an individual whe is not covered
by Workers" Compensation and that lack of coverage did not result from any intentional action or omission by
that individual. The foregoing exclusion applies to an individual who elects exemption from Workers'
Compensation coverage and to an individual who foregoes Workers' Compensation coverage available to
employees in the Group.

E. Workers Compensation Carrieris:  [SELF INSURED

11. Effective Date/Eligibility Information

A. Effective Date of this Policy shall be 05/01/1997
Effective Date of this Change to the Policy shall be _ 10/01/2006

This Policy may be terminated by the applicant or BCBSF/HOI by giving at least 45 days prior written notice to
the other party except in the case of non-payment of Premium.

B. Only eligible employees who regularly work a minimum of H hours each week and their eligible dependents,
shalt be eligible for coverage upon the Effective Date of this Policy.

C. Specify classification of enroliees for whom coverage is being requested, if other than eligible employees as
described in B above.

Retirees, Cobra

D. New etigible employees may be covered effective on the 1st of MONTH _ after _ 30 _ days
of employment, so long as the eligible employee submits an application to BCBSF/HOI within 30 days of the date
the individual first meets the applicable eligibility requirements.

E. Atleast H % of the eligible employees must be enrolled under the Policy on the Effective Date and
throughout the term of the Policy and the Group must meet and continue to meet BCBSF/HOI's participation
requirements.

F. BCBSF/HOI shall have the right to audit the applicant's payroll records af any time to confirm eligibility for
coverage, including participation percentage criteria required by BCBSF/HOI. Applicant agrees to furnish any
such request.

G. Employer Contribution: Employee: H % Dependents: E.x.

13123-895 SR {(Rev 0803) 6/16/2006 42:00:56PM




Il

8 o L EMPLOYER APPLL ITION

_.,.....l.._ov:nmwl.nu.... (True Group Application)

II1. Health Plan Summary Information (select the appropriate box|s]):

Mandated Benefit Offerings: (Optional} Applicant has been advised of the following benefit offerings mandated
by the Federal and/or State Law. Applicant's decision to accept or decline these benefits is indicated below.

Included in
product Accept  Decline

[X] [] [[] Mental & Nervous Disorder
_M_ _H_ _H_ Alcohol & Drug Dependency

_M_ D _H_ Mammograms Waiver of Deductible & Coinsurance
X O O

_H_ Single Plan E Blue Packages

Enteral Formulas

Health Plan Name Rx Option (indicate copayments)

[BlueOptions FamPhy Plan 1351 - Std | [BiueScript C Copay Plan 102540 C - Std _
Calendar Year Deductible: : Coinsurance:

In-Network / Participatin
PerPerson 5500 / Combined with In-Network _ e 2

BN

Qut-of-Network / Non-Participating _S

Per Family 151,500/ Combined with In-Network _
i Office Visit Copay:
L Family Phy.
Pre-Existing F.o.ﬁﬁ.&:m Applies _ e . _mue _
All Other Providers [cyp +80% _

Rates.

mBESEaE Employee/Spouse Emac_oﬁm\oz_&aa. E _um.am_i $669.48 _932_‘ _

Health Plan Name Rx Option (indicafe copayments}
_w_=oO-..nc=w PhyCopay Plan 1550 - NStd _ _w_.._nmel_: C Copay Plan 10/25/40 C - 5td _
Calendar Year Deductible: Coinsurance:
In-Network / Participating 80°
Per Person 13300 / Combined with Tn-Network _ [so% |
Out-of-Network / Non-Participating _%3 _
Per Family _mmxx_ / Combined with In-Network _
Office Visit Copay:
. Family Phy.
Pre-Existing _ww?mimm.-m Applies _ Yy _m_m _
Rates. All Other Providers s30 |

mBU_o<mmE Employee/Spouse Em.ﬁu_o,\m@ﬁz_&aa E _um_.:__w_ $741.52 _052_ _

13123-895 SR (Rev 0805} 6/16/2006 12:00:56PM



@ Shelrons BleBhield _w EMPLOYER APPLIL. [TION

Heakh Optiania. (True Group Application)
o s
Health Plan Name Rx Option {indicate copayments)
[BlueCare NFQ LG Grp Plan 15 - Std | |BiueCare Rx 10/25/40 C - Std _
Calendar Year Deductible: Coinsurance:
Per Person _ _ In-Netwark / Participating _ _
Out-of-Network / Non-Participating _ L
Per Family _ _
Cffice Visit Copay:
- Family Phy.
Pre-Existing _wq?mﬁunsm Applies _ y Y _mG _
Rates. All Other Providers _mmm _

Employee [ $37280 | Employee/Spouse | $680.14_|Employee/Chitd(ren) [ s61223 | Family | sssa.87 Totrer| _

See the Group Master Policy for a complete description of benefits.

IV. Health Saving Account (HSA) Banking Arrangement (optional with HSA noa.ﬁmazo heatth plans}

>.>E<o:o=ooﬂ:mmnmm_u.mmammﬂmﬁaIm>_um:£=m_m_...m=om3m=$
(if left blank, the response-is assumed to be No.) D Yes _m_ No

V. Rate Information
A. Premium/Prepayment fee are payable menthly on or before the due date which will be: _

B. Regular Billing- Employee applications should be submitted thirty (30) days prior to proposed Effective Dale.
Employee cancellations must be submitted within 30 days of the Effective Date of the Termination.

C. The Rates established for this Policy will not be changed for the first twelve (12) months following the initial Effective
Date of Coverage unless there is a change in benefits or a 15% or more change in the composition of the group.
However, BCBSF/HOI may change the Rates that are to be effective after this initial twelve (12) month period of
coverage by providing notice to the employer of such changed Rates forty-five {45) days prior to their Effective Date.

D. Funding Arangements: BCBSF: _Em...a_::

HMO: _UmmncE.n

E. Rate Comments: [Rates for *Retirees <65 without Med / Spouse with Med*

13123-995 SR (Rev 0805) 6/16/2006 12:00:56PM



@ e BluacShicld ) EMPLOYER APPLL ATION
" T HeukhOpthae. (True Group Application)
e

V1. Applicant Respeonsibilities

A, The applicant shall: 1} Notify each enrollee to the benefits selected by the applicant, their Effective Date, and
the termination date of coverage (in this regard, applicant acts as the agent of the enrollee, and in no event
shalt the applicant be deemed an agent of BCBSF/HQ! for this or any other purpose, nor shall BCBSF/HOI be
responsible for such notification to retirees). 2) Deliver to covered enrollees identification cards and certificates
of coverage fumished by BCBSF/HOL. 3) Notify BCBSF/HOI promptly of any changes in the eligibility of
enrollees covered under this Agreement. 4) List any absentees at the time of initial enroliment on the
appropriate BCBSF/HOI form. Applications from absentees will be accepted at BCBSF/HOI Corporate
Headquarters no later than thirty (30) days from the group's Effective Date. 5} Collect enrollee contribution, if
required, and remit Premium payment/prepayment fees to BCBSF/HOI as specified in this application.

B. By choosing the HSA Banking Arrangement, if applicable, | authorize BCBSF to exchange certain limited
information, for employees enrolling in a high deductible health plan designed for use with an HSA,
with BCBSF's preferred bank, for the purposes of initial enrollment in and administration of, HSAs.
t recognize that BCBSF does not provide banking services and that BCBSF is not responsible for the provision
of HSA services. HSA services are provided by the bank of your choice subject to the terms and conditions of
such arrangements, including fees the bank may charge.

C. Applicant hereby establishes an Employee Welfare Benefit Plan for the purpose of providing for its employees
or their beneficiaries medical, surgical, hospital care, or benefits in the event of sickness.

D.  Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim
or an application containing any false, incomplete, or misleading information is guilty of a felony of the third
degree.

VII. Final Premiums, Benefits and Effective Dates are Subject to Approval by
BCBSF Corporate Headquarters
Issuance of the Policy by BCBSF/HO!I will be deemed acceptance of this application.

Date / Signatyr€6f Applicant \ &:ﬁ%@o Name & Title

%\h a\m ¢ WMWM\Q\N m‘ N%\n?ﬂ«l\q ‘'|George Touart, County

Administrator

Date Blue O_dmm and Blue Shield of Florida, Inc. and/or Health Options, Inc. Licensed Agent (Print)

{
JIAR Al
@8 of >mh; \ Agent r_nmnmn Identification Number
gy [l oityg

Witnesses wo wﬁﬁwwownﬁ mw@bmncnm

e

Witness: ‘ Z \\\V\T\& Witness: g _ S
Kb 9

13123-995 SR {Rev 0805} 6/16/2006 12:00:56PM



BlueCross BhueShield | )

WA of Florids EMPLOYER APPLICA <ION
e ﬁ-.mﬂh_ﬂl.nrloﬁwa-.:ﬂﬂnﬂ.uﬂ (True Group Application)

D New Business .mm:ms.m_ Business Doﬁrmﬂ _ . _
I. Group Information Group # (BCBSF). [97035 | (HMO): [proase |

A.  Name of Group: _mmntﬁwrp COUNTY BOARD OF COUNTY COMMISSIONERS ;
Nature of Business: _ﬁonmn»_ government, nec _ SIC Code: _aumw _
Mailing Address: _w.o. BOX 1591 PENSACOLA, FL.  32597-1591 _

_Email Address: _mo==|1aamw®8.m2m.=_.._».=.E . \_
List below Subsidiary or Affilated Companies whose employees are to be eligible and included with this

application.

Name Address

B. Applicant hereby applies for issuance of a Group Policy {(herein referred to as Policy) by Blue Cross and Blue
Shield of Florida, inc. {BCBSF)} and/or Health Options, Inc. {HOI). Upon acceptance of this application by
BCBSF and/for HOI, it will become part of the Policy issued to the applicant named above. ’

C. Prior Health Carrier.  Insurance _zczm _

HMO  [UNITED HEALTHCARE CORP | |

D. The Policy excludes expenses for any service or supply to diagnose or treat any Condition from or in connection
with an Insured's job or employment (e.g., any service or supply which is covered by Warkers' Compensation
insurance) except for medically necessary services (not otherwise excluded) for an individual who is not covered
by Workers' Compensation and that lack of coverage did not result from any intentionai action or omission by
that individual. The foregeing exclusion appliés to an individual who elects exemption from Workers'
Compensation coverage and to an individual who foregoes Workers' Compensation coverage availabls to
employees in the Group.. :

E.  Workers Compensation Carrler Is: _mm;. INSURED

I1. Effective Date/Eligibility Information.
A. Effective Date of this Policy shall be 05/01/1997
Effective Date of this Change to the Policy shall be 10/01/20406

This Policy may be terminated by the applicant or BCBSF/HOI by giving at least 45 days prior written notice to
the other party except in the case of non-payment of Premium.

B. Only eligible employesas who regularly work a minimum of H hours each week and their eligible dependents,
shall be eligible for coverage upon the Effective Date of this Policy.

C. Specify classification of enrollees for whom coverage is being requested, if other than eligible empioyees as
described in B above.

Retirees, Cobra

D. New eligible employees may be covered effective on the 1st of MONTH _ after _ 30 _ days
of employment, so long as the eligible employee submits an application to BCBSF/HO! within 30 days of the date
the individual first meets the applicable eligibility requirements.

E. Atleast H % of the eligible employees must be anrolled under the Policy on the Effective Date and
throughout the term of the Policy and the Group must meet and continue to meet BCBSF/HO!'s participation
requirements.

F. BCBSF/HQI shall have the right to audit the applicant's payroll records at any time to confirm eligibility for
coverage, inciuding participation percentage criteria required by BCBSF/HOI. Applicant agrees to fumnish any
such request.

G. Employer Contribution: Employee: E % Dependents: E.x,

13123-985 SR (Rev 0805) 61162006 12:00:09PM



. 3
oo BhucBhickd EMPLOYER APPLIC- /TON

(True Group Application)

gl i I P, T o
T
[1I. Health Plan Summary Information (select the appropriate box[s]}:

Mandated Benefit Offerings: (Optional) Applicant has been advised of the following benefit offerings mandated
by the Federal and/or State Law. Applicant's decision to accept or decline these benefits is indicated below.

Included in
product Accept  Decline

Mental & Nervous Disorder
Alcohol & Drug Dependency

Mammograms Waiver of Deductible & Coinsurance

Enteral Formulas

[]
HEEpENE

_H_ Single Plan E Blue Packages

Health Plan Name Rx Option (indicate copayments)
|BlueOptions FamPhy Plan 1351 - Std |  |BlueScript C Copay Plan 10/25/40 C - Std |
Calendar Year Deductible: : Coinsurance:
In-Metwork / Participating
Per Person 5500/ Combined with In-Network | 20 |
Out-of-Network / Non-Participating Ts _
Per Family  [$1,500/ Combined with In-Network _ ‘
Office Visit Copay:

n Family Phy.
Pre-Existing ._w..?mn_m:nn Applies _ Y

[s20 |

All Other Providers _OSu +80%

Rates.

Employse E Employee/Spouse Emau_@mm\oz_%da E ._um:___< _ $509.05 _Qsmq_ |_

Health Plan Name Rx Option (indicate copayments}
BlueOptions PhyCopay Plan 1550 - NStd | [BlueSeript C Copay Plan 10/25/46 C - Std B
Calendar Year Deductible: _ Coinsurance:
In-Network / Participating 80%
Per Person 300 / Combined with In-Network | CX |
Qut-of-Network / Non-Participating _8.\. _
Per Family 15900 / Combined with In-Network |
Office Visit Copay:
- Family Phy. -
Pre-Existing  |pre-Existing Applies - Y [s15 B
Rates. All Other Providers [s30 |

mEEEmmE Employee/Spouse Emau_ow\m&oz_aﬁma E _uma_:__ $563.78 _Oﬁm; _

13123-995 SR (Rev 0B05) 6/16/2006 12:00:09PM



EMPLOYER APPLIC.. JTON
(True Group Application)

Heaith Flan Name Rx Cption (indicate copayments)
[BlueCare NFQ LG Grp Plan 15 - Std | [Bluecare Rx 102540 C - Std 1
Calendar Year Deductible: Coinsurance:

In-Network / Participating _

Per Person _ _

Per Family _‘ _

[ L

Quf-of-Network / Non-Participating _

Office Visit Copay.
isti Family Phy.
Pre-Existing _w..?mn-mnum Applies _ y Fhy _aHm _
Rates. All Other Providers ﬁm _

mBEBEmE Employee/Spouse Emau_o_\mm_ﬁz_aﬁm:v E Family — $671.99 _Qsm; _

See the Group Master Policy for a completa description of benefits.

IV. Health Saving Account (HSA) Banking Arrangement onn_on.m_ with HSA Compatible heaith plans)

>.?.mwo:n:ouwimmOmmm_m._:ao_.mﬂmaIm>um:x5©m_._.m:mm3m=$
(if left blank, the response Is assumed to be No.) [ ves [X] ~o

V. Rate Information
A. Premium/Prapayment fee are payable monthly on or before the due date which will be: ﬁ

B. Regular Billing- Employee applications should be submitted thirty (30} days prior to proposed Effective Dats.
Employee cancellations must be submitted within 30 days of the Effective Date of the Termination.

C. The Rates established for this Policy will not be changed for the first twelve (12) months following the initial Effective
Date of Coverage unless there is a change in benefits or a 15% or more change in the composition of the group.
However, BCBSF/HOI may change the Rates that are to be effective-after this initial twelve (12} month period of
coverage by providing netice to the employer of such changed Rates forty-five (45) days prior to their Effective Date.

D. Funding Arrangements:  BCBSF: _EuﬁEE

HMO: _Eune.:_n

E. Rate Comments: {Rates for *Retirees - Both with Medicare*
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EMPLOYER APPLICa (ION
(True Group Application)

b

¥I1. Applicant Responsibilities

A. The applicant shall: 1) Notify each enrollee to the benefits selected by the applicant, their Effective Date, and
the termination date of coverage (in this regard, applicant acts as the agent of the enroliee, and in ng event
shall the applicant be deemed an agent of BCBSF/HOI for this or any other purpose, nor shall BCBSF/HOI be
responsible for such notification to retirees). 2) Deliver to covered enrollees identification cards and certificates
of coverage fumished by BCBSF/HOI. 3) Notify BCBSF/HO! promptly of any changes in the eligibility of
enrollees covered under this Agreement. 4) List any absentees at the time of inifial enroliment on the
appropriate BCBSF/HOI form. Appiications from absentees will be accepted at BCBSF/HOI Corporate
Headquarters no later than thirty (30) days from the group's Effective Date. 5) Collect enrollee contribution, if
required, and rernit Premium payment/prepayment fees to BCBSF/HOI as specified in this application.

B. By choosing the HSA Banking Arrangement, if applicable, | authorize BCBSF to exchange certain limited
information, for employees enrolling in a high deductible health plan designed for use with an HSA,
with BCBSF's preferred bank, for the purposes of inifial enrollment in and administration of, HSAs.
| recognize that BCBSF does not provide banking services and that BCBSF is not responsible for the provision
of HSA services. HSA services are provided by the bank of your choice subject to the terms and conditions of
such arrangements, including fees the bank may charge.

C. Applicant hereby establishes an Employee Welfare Benefit Plan for the purpose of providing for its employees
or their beneficiarias medical, surgical, hospital care, or benefits in the event of sickness.

D. Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim

or an application containing any false, incomplete, or misleading information is guilty of a felony of the third
degree.

VII. Final Premiums, Benefits and Effective Dates are Subject to Approval by
BCBSF Cerporate Headquarters .
Issuance of the Policy by BCBSF/HOI will be deemed acceptance of this application.

-Date 'y Sign on Applicant ’ - Print/Type Name & Title

Q\s&\%m MMW“S\\T\N\\Q«\&\(Q George Touart, County

/ .
Date Blue Cross and Blue Shield of Florida, Inc. and/or Health Options, Inc. Licensed Agent (Print) hdmini m.._uHNWOH

i i

q_\&ov Vi, K lly

m@om ,bmma rk . Agent License Identification Number
\ \_J,\ Lok A3
Witnesses to wﬁﬁwwomnw Signature
\\n\\.\l.

Witness: Licte N\VN\Q\AH Witness: gfm d@\(w\ﬁ@
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)
EMPLOYER APPLICA (1UN

(True Group Application)

_H_ New Business E Renewal Business Doﬂsmﬂ _ _
1. A..Jdﬂﬂ—.——u Information mﬂOCU # nmnmmmﬂv 97035 AT_gOv. 97035P

A. Name of Group: _mmﬁ,%; COUNTY BOARD OF COUNTY COMMISSIONERS _

Nature of Business: _mg;_ government, nec . , _ SiC Code: _uuee

Mailing Address: __..o. BOX 1591 PENSACOLA, FL 32597.1591 L
Email Address:  |john_weber@co.escambia.fl.us |
List below Subsidiary or Affilated Companies whose employees are to be efigible and included with this

application.

Name Address

B. Applicant hereby applies for issuance of a Group Policy (herein referred to as Policy) by Blug Cross and Blue
Shield of Florida, Inc. (BCBSF} andfor Health Options, Inc. (HO1). Upon acceptance of this application by
BCBSF andfor HOI, it will become part of the Policy issued to the applicant named above.

C. Prior Health Carrier:  Insurance _zozm _

HMO  [UNITED HEALTHCARE CORP |

D. The Policy excludes expenses for any service or supply to diagnose or treat any Condition from or in connection
with an Insured's job or employment (e.g., any service or supply which is covered by Workers' Compensation
insurance) except for medically necessary services (not otherwise excluded) for an individual who Is not covered
by Workers' Compensation and that lack of coverage did not result from any intentional action or omission by
that individual. ‘The foregoing exclusion applies to an individual who elects exemption from Workers'
Compensation coverage and to an individual who foregoes Workers' Compensation coverage available to
employees in the Group. )

E. Workers Compensation Carrier is: _mmr-.., INSURED , L

I1. Effective Date/Eligibility Infermation
A. Effective Date of this Policy shall be 05/01/1997

Effective Date of this Change to the Policy shall be 10/01/2006

This Policy may be terminated by the applicant or BCBSF/HOI by giving at least 45 days prior written notice to
- the other party except in the case of non-payment of Premium,

B. Only eligible employees who regularly work a minimum af E hours each week and their eligible dependents,
shall be eligible for coverage upon the Effective Date of this Policy.

C. Specify classification of enrcliees for whom 8<m_,mum is being requested, if other than eligible employees as
described in B above.
Retirees, Cobra

D. New eligible employees may be covered effective on the 1st of MONTH _ after _ 30 _ days
of employment, so long as the eligible employee submits an application to BCBSF/HO! within 30 days of the date
the individual first meets the applicable eligibility requirements.

E. Atleast H % of the eligible employees must be enrolled under the Policy on the Effective Date and
throughout the term of the Policy and the Group must meef and continue to meet BCBSF/HOI's participation
requirements.

F. BGBSF/HO! shall have the right to audit the applicant's payroli records at any time to confirm eligibility for
coverage, including participation percentage criteria required by BCBSF/HOI. Applicant agrees to furnish any
such request.

G. Employer Contribution: Employee: E % Dependents: Eo\o

13123-995 SR (Rev 0805) 6/16/2006 11:58:41AM



]
EMPLOYER APPLICs (1UN
(True Group Application)

ﬂ-ﬂiﬂﬁl.lﬂiﬂﬂl
ITI. Heaith Plan Summary Information (select the appropriate box[s]):

Mandated Benefit Offerings: (Optional} Applicant has been advised of the following benefit offerings mandated
by the Federal and/or State Law. Applicant's decision o accept or decline these benefits is indicated below.

Included in
product Accept  Decline

E _H_ D Mental & Nervous Disorder
E _H_ D Alcohol & Drug Dependency

E D _H_ Mammograms Waiver of Deductible & Cainsurance

: _M_ D D Enteral Formulas

_H_ Single Plan @ Blue Packages

Health Plan Name Rx Option (indicate copayments)
[BlueOptions FamPhy Plan 1351 - Std | [BlueScript C Copay Plan 10/25/40 C - Std _
Catendar Year Deductible: ~ Coinsurance:

In-Network / Participating ?c

Per Person  [$500 / Combined with In-Network |

L

Out-of-Network / Non-Participating —%

Per Family  [$1,500 / Combined with To-Network |
’ Office Visit Copay:
- Family Phy.
Pre-Existing _—u_.?mﬁamun Applies _ Y _mmo _
Rates. All Other Providers _96 +80% L

va.o<$E Employee/Spouse Emav_ou\m@ﬁ:m_%.ma E _um3=<_ $874.06 _Oz_mq_ _

Health Plan Name Rx Option (indicate copayments)
BlueOptions PhyCopay Plan 1550 - NStd |  [BlueSeript C Copay Plan 10/25/40 C - Std _
Calendar Year Deductible: Coinsurance;

In-Network / Participatin o
Per Person (5300 / Combined with In-Netwaork _ paing fso

Out-of-Network / Non-Participating _ae..\.

Per Family  |$900 / Combined with In-Network _

L L

Office Visit Copay:
- Family Phy.
Pre-Existing _—uwo-_wﬁmnum Applies _ Y _mgm
All Other Provid
Rates. Other Providers _Wuo

mBEoﬁmE Employee/Spouse Emau_oﬁm\oz_aﬁoa E Family _ $968.13 _O_:mﬂ_‘ _

13123-995 SR {(Rev 0305) 6/16/2008 11:58:41AM



) )
EMPLOYER APPLICAT1I0ON
(True Group Application)

Health Plan Name Rx Option (indicate copayments)
|BlueCare NFQ LG Grp Plan 15 - Std | [BlueCare Rx 10/25/40 C - 5td ]
Calendar Year Deductible: Coinsurance:

Per Person — _ In-Network / Participating _

| L

Out-of-Network / Non-Participating _

Per Family _ _
Office Visit Copay:
isti Family Phy.
Pre-Existing _m.‘n?mﬁmm:m Applies _ _ $15 4
Rates. All Other Providers _mm _

Employee [ $372.80 | Employee/Spouse [ 588799 |Employee/Child(ren) [ 579928 | Family [1,15406 [Other| |

See the Group Master Policy for a complete description of benefits.

IV, Health Saving Account (HSA) Banking Arrangement (optional with HSA Compatible health plans)

>.>E<o:n:oo£=mmﬂmm_u_mimmaﬁaxm_pcm:ximm_,_.m:umam:%
(if 1eft blank, the response is assumed to be No.} D Yes E No

V. Rate Information

A. Premium/Prepayment fee are payabls monthly on or before the due date which will be: _ 1st

B. Regular Billing- Employes applications should be submitted thirty (30) days prior to proposed Effective Date,
Employee cancellations must be submitted within 30 days of the Effective Date of the Termination.

C. The Rates established for this Policy will not be changed for the first twelve (12) months following the initial Effective
Date of Caverage unless there is a change in benefits or a 15% or more change in the composition of the group.
However, BCBSF/HOI may change the Rates that are to be effective after this initial twelve (12) month period of
coverage by providing notice to the employer of such changed Rates forty-five (45) days prior fo their Effective Date.

D. Funding Arrangements: BCBSF; _Emni:;

HMO: —Emaoﬁz

E. Raite Comments: [Rates for *Active Emps / Retirees <65 No Medicare*

13123-995 SR (Rev 0805) . 6/16/2008 11:58:41AM



BiseCross BlueShiekd w _,
ofFlorida EMPLOYER APPLICATION

o (True Group Application)

V1. Applicant Responsibilities

A. The applicant shall: 1} Notify each enroliee to the benefits selected by the applicant, their Effective Date, and
the termination date of coverage (in this regard, applicant acts as the agent of the enrallee, and in no event
shall the applicant be desmed an agent of BCBSF/HOI for this or any other purpose, nor shall BCBSF/HOI be
responsible for such notification to refirees). 2) Deliver fo covered enrollees identification cards and certificates
of coverage fumished by BCBSF/HOI. 3) Notify BCBSF/HO! promptly of any changes in the eligibility of
enrollees covered under this Agreement. 4) List any absentees at the time of initial enroliment on the
appropriate BCBSF/HOI form. Applications from absentees will be accepted at BCBSF/HO! Corporate
Headquarters no later than thirty (30} days from the group’s Effective Date. 5} Coltect enroliee contribution, if
required, and remit Premium payment/prepayment fees to BCBSF/HOI as spscified in this application.

B. By choosing the HSA Banking Arrangement, if applicable, | authorize BCBSF to exchange cartain limited
information, for employees envolfing in a high deductible health plan designed for use with an HSA,
with BCBSF's preferred bank, for the purposes of initial enrollment in and administration of, HSAs.
| recognize that BCBSF does not provide banking services and that BCBSF is'not responsible for the provision
of HSA services, HSA services are provided by the bank of your choice subject to the terms and conditions of
such arrangements, including fees the bank may charge.

C. >uu=om£ hereby establishes an Employes Woelfare Benefit Plan for the pumpose of providing for its employees
or their beneficiaries medical, surgical, hospital care, or benefits in the event of sickness.

D. Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim
or an application containing any false, incomplete, or misleading Information is guilty of a felony ofthe third
degree.

VIL.  Final Premiums, Benefits and Effective Dates are Subject to Approval by
BCBSF Corporate Headquarters
Issuance of the Policy by BCBSF/HOI will be deemed acceptance of this application.

Date \ / Signgt{te of >@E_nm:ﬁ ; Print/Type Name & Title

mwwﬁgv ‘MMNAW¢Q 0« AU&NHVP«P\\mN George Touart, County

/ \ Administrator
Date w_:n Cross and Blue Shield of Florida, Inc. and/or Health Options, Inc. Licensed Agent (Print)

7ot ) (T Tty

Sjgnature of Agent : Agent License Identification Number
T , ”
\ M hoﬁk¥w\ fl%ﬁ%w vhwmwmw
FA Q

SwﬁnmmmMM\mP Applicant Signature

Witness:

Nﬁb&Akt Witness: @ Hb&?%)htf\fmﬂf?)muw

b J
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S oo BheShicld j EMPLOYER APPLIL. ._JON

* ¥+ Health Options, (True Group Application)
ul .ﬁ!lu.ﬂu.l-“ﬂ-

_H_ New Business -mm:mém_ Business DOSQ 1 ;

L. ‘Group Information Group # (BCBSF): [97035 | (HMOY): ﬁ

A.  Name of Group: _Hmﬂ%; COUNTY HOUSING FINANCE AUTHORITY

Nature of Business: _Oﬂ.m..a government, nec _ SIC Code: _E@

Mailing Address: _Nm WEST CEDAR STREET SUITE 530 PENSACOLA, FL. 32501

Email Address: |
List below Subsidiary or Affiliated Companies whose employees are to be eligible and included with this
application.

Name Address

T | I ) I | .

B. Applicant hereby applies for issuance of a Group Policy (herein referred to as Policy) by Blue Cross and Blue
Shield of Florida, Inc. (BCBSF) and/or Heaith Options, Inc. (HOI). Upon acceptance of this application by
BCBSF and/or HOW, it will become part of the Policy issued to the applicant named above,

C. Prior Health Carrier:  Insurance _czﬁ.mu HEALTHCARE CORP x_

HMO  [UNITED HEALTHCARE CORP |

D. The Policy excludes expenses for any service or supply to diagnose or treat any Condition from or in connection
with an Insured's job or employment (e.g., any service or supply which is covered by Workers' Compensation
insurance) except for medically necessary services (not otherwise excluded) for an individual who is not covered
by Workers' Compensation and that lack of coverage did not result from any intentional action or omission by
that individual. The foregoing exciusion applies to an individual who elects exemption from Workers'
Compensation coverage and to an individual who foregoes Workers' Compensation coverage available to
employees in the Group.

E. Workers Compensation Carrier is: _mmr_.‘ INSURED

II. Effective Date/Eligibility Information

A. Effective Date of this Policy shall be 05/01/1997
Effective Date of this Change to the Policy shall be 10/01/2006

This Policy may be terminated by the applicant or BCBSF/HOI by giving at least 45 days prior written notice to
the other party except in the case of non-payment of Premium.

B. Only eligible employees who regularly work a minimum of H hours each week and their eligible dependents,
shall be eligible for coverage upon the Effective Date of this Policy.

C. Specify classification of enrollees for whom coverage is being requested, if other than eligible employees as
described in B above.

Benefit=3300 per Day

D. New eligible employees may be covered effective on the 1st of MONTH _ after _ k1) _ days
of employment, so long as the eligible employee submits an application to BCBSF/HOI within 30 days of the date
the individual first meets the applicable eligibility requirements.

E. Atleast H % of the eligible employees must be enrolled under the Policy on the Effective Date and
throughout the term of the Policy and the Group must meet and continue to meet BCBSF/HOI's participation
requirements.

F. BCBSF/HOI shall have the right to audit the applicant’s payroll records at any time to confirm eligibility for
coverage, including participation percentage criteria required by BCBSF/HOI. Applicant agrees to fumish any
such request.

G. Employer Contribufion: Employee: H % Dependents: Hﬁu

$3123-995 SR (Rev 0805) 6/16/2006 11:57:.07AM



ot o e ) EMPLOYERAPPLL . JON
plid (True Group Application)

| ]
ulllll...l..ﬁ..,l.d..n_-ﬂu..l
IIL. Health Plan Summary Information (select the appropriate box|[s]):

Mandated Benefit Offerings: {Optional) Applicant has been advised of the following benefit offerings mandated
by the Federal and/or State Law. Applicant's decision to accept or decline these benefits is indicated below.

Included in
praduct Accept  Decline

_Ill_ _H_ D Mentat & Nervous Disorder
_H_ _HH_ _H_ Alcohol & Drug Dependency

D _H_ _H_ Mammograms Waiver of Deductible & Coinsurance

_H_ _H_ _|||_ Enteral Formulas

[X] single Pan [_] Blue Packages

Health Plan Name Rx Option {indicate copayments)

e - sta ] |
Calendar Year Deductible: Coinsurance:
Per Person _ _ In-Network / Participating _ _
Qut-of-Network / Non-Participating _ _
Per Family _ . _
Cffice Visit Copay:
- Family Phy.
Pre-Existing __u-.o.mxmumun Applies _ yrny _ _
Rates. All Other Providers ﬁ _

Employee E Employee/Spouse _Umau_ozm@ﬁz_&aa _H_ Family _ _052_

See the Group Master Policy for a complete description of benefits.

IV. Health Saving Account (HSA) Banking Arrangement (optional with HSA Compatible heaith plans)

>.>1mwocn:oomm:mmomm_.._wm:ﬁmoqmﬁmaIm>cm=xm3©m:.m:©m3o:$
(if left blank, the response is assumed to be No.) [] ves [ no

V. Rate Information

A.  Premium/Prepayment fee are payable monthly on or before the due date which will be: _ 1st

B. Regular Billing- Employee applications should be submitted thirty (30) days prior to proposed Effective Date.
Employee cancellations must be submitted within 30 days of the Effective Date of the Termination.

C. The Rates established for this Policy will not be changed for the first twelve {12} months following the initial Effective
Date of Coverage unless there is a change in benefits or 2 15% or more change in the composition of the group.
However, BCBSF/HOI may change the Rales that are to be effective after this initial twelve (12) month period of
coverage by providing notice to the employer of such changed Rates forty-five {45} days prior fo their Effective Date.

D. Funding Arrangements: . BCBSF: _EmnoE:

HMO: _

E. Rate Comments: [Ratesfor *Housing Auth - Hospital Indemnity Plan (HIP)*

13323-995 SR (Rev 0805) - 61 6/2006
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EMPLOYER APPLI ._ION

» ¥ Heakh Optians. True Group Application
P e {True Group App )

VL. Applicant Responsibilities

A. The applicant shail: 1) Notify each enrollee to the benefits selected by the applicant, their Effective Date, and
the termination date of coverage (in this regard, applicant acts as the agent of the enrcllee, and in no event
shall the applicant be deemed an agent of BCBSF/HOI for this or any other purpose, nor shall BCBSF/HO! be
responsible for such notification to retirees). 2) Deliver to covered enrollees identification cards and certificates
of coverage fumished by BCBSF/HOL. 3) Notify BCBSF/HO! promptly of any changes in the eligibility of
enrollees covered under this Agreement, 4) List any absentees at the time of initial enroliment on the
appropriate BCBSF/HOI form. Applications from absentees will be accepted at BCBSF/HO!I Corporate
Headquarters no later than thirty (30) days from the group's Effective Date. 5) Collect enrollee contribution, if
required, and remit Premium payment/prepayment fees to BCBSF/HOI as specified in this application.

B. By choosing the HSA Banking Arrangement, if applicable, | authorize BCBSF to exchange certain limited
information, for employees enrolling in a high deductible health plan designed for use with an HSA,
with BCBSF's preferred bank, for the purposes of initial enrollment in and administration of, HSAs.
| recognize that BCBSF does not provide banking services and that BCBSF is not responsible for the provision
of HSA services. HSA services are provided by the bank of your choice subject to the terms and conditions of
such arrangements, including fees the bank may charge.

C. Applicant hereby establishes an Employee Welfare Benefit Plan for the purpose of providing for its employees
or their beneficiarias medical, surgical, hospital care, or benefits in the event of sickness.

D. Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of ¢laim
or an application containing any false, incomplete, or misleading information is guilty of a felony of the third
degree.

VII. Final Premiums, Benefits and Effective Dates are Subject to Approval by
BCBSF Corporate Headquarters
Issuance of the Policy by BCBSF/HOI will be deemed acceptance of this application.

Date ’ / mwmnw:_\nm of Applicant Print/Type Name & Title
) £
&\N&.\Wm %v\.m\ \ , . George Touart, County
7 7 Administrato
Um:,_ Blue Cross and Blue Shield of Florida, Inc. and/or Heaith Options, Inc. Licensed Agent (Prinf)
a {

ignatulg of Agent Agent Cmﬂ_mm Identification Number

V2 7~y
) Witness: g G\(\ﬁ C e DTN
> o)

Witnesses

Witnesss: \
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