
AMERICAN MEDICAL 
H E A L T H C A R E  

Employer Group Application 

EmployerTaxl.D.No. 15 1 9  1 118 1 6 1 3  1 0 1 4  1 21 I I I 

~ ~ 1 1  Legal Business Name Nassau County Board of County Commissioners 

street ~ d d ~ ~ ~ ~  4 1 6 Centre S t  , P -0, Box 1 0 1 0 city Fernandha Bch state - FL ZIP 3 2 0 3 5  

Mailing Address (if different) City State ZIP 

phone ~ o . _ ( 9 0 4 .  ) 3 2 1  -5782  ax NO. ( 904 ) 3 2 1  -5784 County Nassau 

Nature of Busfness i c i ~ a l i  t~ Date Business Started 

Administrative Contact Person Ilenna Kerins Executive Contact Person Walt G o s  se tt 
NamedAddresses of SubsidiariedAffiliates to be Included: 

0 Yes 0 No Plan subject to collective bargaining? If yes, union name See  AP # 2 exp. date 

Name of workers' compensation carrier RisCorp i 
O Yes S N o  Are any employees not covered by workers' compensation? 

O Yes Q No Do you request On-the-Job (medical) Protection for employees not eligible for and not covered by workerse compensation? 

If yes, give names of employees N/A 

Q Yes O No Are you subject to COBRA? (You are subject to COBRA if you employed at least 20 full or part-time employees on at least 50: 
of the working days during the.prevlous calendar year.) 

Give the names of persons currently under COBRA, state continuation plan, or within their election period: 
EmployeeIDependent Name Termination Date of Employment EmployeelDependent Name Termination Date of Employmem 

or Qualifying Event or Qualifying Event 
see Aden,#3 

, "-C 
.% J 

0 Yes Xl(No Have you ever had a group insurance application denied by any insurer? If yes, give name of insurer, date and reason: 

D l  Yes O No Is current group health coverage being replaced? If yes, give anticipated termination date: 1 SePt 1 996 

If yes to any of the above, please provide a copy of your last billing statement. 

Proposed Employer contribution of premiums: 

MEDICAL: 

Employee 1 0 0  % 

Employee & Child(ren) Ye 
v a r i e s  by department and 

Employee & Spouse YO C o n s t i t u t i o n a l  Officeg 

Family Ye 

AP WIT 1? n M n i v  



Total number of 'eligible' empbyees 4 0 0 Employee - Employee 6 Spouse Family 

(Do not indude employees waiving emllment in thls Plan due to spouse's coverage.) 

Total number of 'enrolling' employees Employee & Spouse 

0 Yes 0 No Are you establishing a retiree dass for medical? If yes. attained age Years of Service 

0 Yes UNo Any exduded classes of employees? If yes. give descriptions and reasons: 

Employee Classes (give dewiptions if applicable): 

class I N/A ~ b s  III 

Class II 

Employees working a minimum of 30 hours per week are eligible. If requested in writing, employees waking a minimum of 20 hours per week are eligible in all 
states. If five or more eligible employees, retiree class may be induded for medcal insurance. 

Employee probationary period: . 0 None 0 30 days 0 60 days u 9 0  days 0 Other 

Empbyee effective date is the first of the month after probationary period. 

Employee termination date is the end of the month. 

MEDICAL: D Standard P Basic (Please fill in ALL medical plans being offered to your employees, up t o  4) 

Total Premium Deposit: $ 
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AMERICAN MEDICAL HEALTHCARE 

GROUP MASTER CONTRACT 

Based on the application for this Group Master Contract made by Nassau County (herein called 
the Contractholder) and based on the payment of the premium when due, American Medical 
HealthCare agrees to pay the benefits as provided on the following pages. 

All matter printed or written by American Medical HealthCare on the following pages forms a part 
of this Group Master Contract. A copy of the Contractholder's application is attached to and 
made part of this Contract. 

This Group Master Contract becomes effective at 12:Ol a.m. at the Contractholder's address on 
the Effective Date shown below. 

This Contract is delivered in and governed by the laws of the State of Florida. 

[GROUP MASTER CONTRACT NUMBER] 

[EFFECTIVE DATE] 
September I ,  7'996 

[ANNIVERSARY DATE] 
January I ,  1998 

1903 Surnrn~t Tower Boulevard. Sure 700 
Orlando. Florida 328 10 
MC-0001-12-0-00 6/96 

TeI 4071660- 16 1 1 

Fax 4071660-0203 

1 



1.0 INCORPORATION OF PROVISIONS 
The provisions of the attached Certificate of Coverage, including the attached Schedule of 
Covered Services, are made part of the Group Master Contract. 

2.0 RELATIONSHIP AMONG THE PARTIES. 
The relationship between American Medical HealthCare and any other organization having a 
Group Master Contract with American Medical HealthCare is an independent contractor 
relationship. No such organization or employee or agent thereof is an employee or agent of 
American Medical HealthCare, and neither is American Medical HealthCare, nor any employee 
or agent of American Medical HealthCare, an employee or agent of such organization. 

2.1 Neither the Contractholder nor any Member is the agent or representative of American 
Medical HealthCare and neither shall be liable for any acts or omissions of American Medical 
HealthCare, its agents, employees or Participating Providers with which American Medical 
HealthCare has made or will hereafter make arrangements for the performance of services 
under this Group Master Contract. 

3.0 PREMIUMS 
The total premium for coverage is the sum of the amounts below. The amounts are obtained by 
multiplying the number of Subscribers in each Schedule Classification by the Rate Per 
Subscriber. 

Schedule of premiums 

Schedule classification monthlv rate per subscriber 
HM0/$15 Copay POSl$15 Copay 

Employee 
Employeelchild 
EmployeeISpouse 
Family 

3.1 The first premium payment is due on or before the effective date. Each premium thereafter 
is due on the first day of each coverage month The grace period under this Group Master 
Contract shall be 30 days from the date the premium is due. Premiums are due up to the date of 
termination of the Group Master Contract. A check is not a payment until it is honored by a 
bank. We reserve the right to retum a check issued against insufficient funds without resorting to 
a second deposit attempt. 

3.2 The rates may be changed: 
(1) when the Group Master Contract is changed; 
(2) when there is a change in the makeup of the covered Subscribers; 
(3) when Federal or state mandates require a change or increase in the required provisions of 
the plan; or 
(4) on each Anniversary Date. 

The Contractholder will be given 120 days notice before any such rate change occurs. 

4.0 TERM AND TERMINATION 
Based upon the application by the Contractholder and acceptance by American Medical 
HealthCare, this Group Master Contract shall become effective on the Effective Date shown 
herein. The Group Master Contract shall remain in effect until terminated by the Contractholder 
or American Medical HealthCare. 



4.1 A period of 31 days is allowed for paying any premium other than the first one. The Group 
Master Contract will remain in force during the grace period, unless American Medical 
HealthCare has been advised in writing that the Group Master Contract is to cease prior to the 
end of the grace period. The Group Master Contract will cease if the Contractholder fails to pay 
the premium before the end of the grace period. 

4.2 American Medical HealthCare may terminate the Group Master Contract when: 
(a) Premium is not paid when due; 
(b) Misrepresentation or fraud has occurred on the part of the Contractholder or any of the 
Contractholder's Members; 
(c) The Contractholder does not report to American Medical HealthCare additions and deletions 
of Members in its health plan under the Group Master Contract within 30 days from the date the 
changes occur; 
(d) Material violation of the Group Master Contract occurs; or 
(e) The Contractholder's minimum participation or contribution requirements are not met as 
described in the Group Master Contract, if applicable. 

4.3 In the event this Group Master Contract terminates and there are premiums due to American 
Medical HealthCare, the Contractholder will be financially responsible for the payment of the 
premium for the time coverage was in effect during the grace period. If the Group Master 
Contract is terminated, the Contractholder is solely responsible to notify the Members of the 
termination. 

4.4 American Medical HealthCare will provide the Contractholder with one hundred and twenty 
(120) days notice prior to the termination of this Group Master Contract. 

5.0 MISCELLANEOUS 
The Contractholder agrees to participate in programs that may be established by American 
Medical Healthcare to control the costs of health care. -- 

5.1 This Group Master Contract shall be subject to amendment or modification in accordance 
with any provisions hereof, or by mutual consent between American Medical HealthCare and the 
Contractholder, without the consent of the Members. 

5.2 By electing coverage pursuant to this Group Master Contract, or accepting benefits 
hereunder, all Members or their applicable legal representative expressly agree to aU terms, 
conditions and provisions hereof. 

5.3 American Medical HealthCare may adopt reasonable policies, procedures, rules and 
interpretations to promote orderly and efficient administration of this Contract. 

5.4 The Contractholder shall permit American Medical HealthCare reasonable access, when 
such may be requested, for the purposes of examining eligibility records of Members. 

5.5 American Medical HealthCare reserves the right to control the use of its name and all 
symbols, trademarks and service marks presently existing or hereinafter established with respect 
to it. The Contractholder agrees that it wilt not use such name, symbols, trademarks, or service 
marks in advertising or promotional materials or othetwise without prior written consent of 
American Medical HealthCare and will cease any and all usage immediately upon request of 
American Medical HealthCare or upon termination of this Group Master Contract. 

5.6 The Contractholder reserves the right to, and control of the use of its corporate and trade 
names, and parts thereof and all symbols and service marks presently existing or hereafter 
established. American Medical HealthCare will not use any of the foregoing in advertising and 



promotional materials or in any other manner without the prior written consent of the 
Contractholder and will cease all authorized uses immediately upon termination of this Group 
Master Contract. 

5.7 Any Group Master Contract which shall have been terminated as provided herein may be 
reinstated by American Medical HealthCare at its sole discretion. 

5.8 No agent or other person, except an officer of American Medical HealthCare has authority to 
waive any conditions or restrictions of this Group Master Contract; to extend the time for making 
a payment; or to bind American Medical HealthCare by making any promise or representation or 
by giving or receiving any information. No change in this Group Master Contract shall be valid 
unless evidenced by an amendment signed by an officer of American Medical HealthCare and 
the Contractholder. 

5.9 The Group Master Contract, the Employer Group Application and any amendments 
constitutes the entire understanding between the parties, supersedes all other contracts, and 
shall not be altered or amended except in writing. 

5.10 The Contractholder agrees to: 
(a) offer American Medical HealthCare coverage to all eligible persons; 
(b) Deliver to the Members the HMO certificate of coverage, identification cards, and any other 
Member information as requested by American Medical HealthCare or required by law; and 
(c) Comply with all policies and procedures established by American Medical HealthCare for the 
administration and interpretation of this Group Master Contract. 

5.1 1 Conditions of eligibility and termination will not unfairly discriminate on the basis of age, 
sex, race, health, or economic status. Reasonable underwriting classifications for the purpose of 
establishing rates may be applied. 

5.12 No statement except a fraudulent statement, made by the Contractholder or by or on behalf 
of a Member shall be used to void this Group Master Contract or terminate coverage after this 
Group Master Contract has been in force for a period of two (2) years. -. 

5.13 No action shall be brought hereunder by the Contractholder against American Medical 
HealthCare, unless commenced within any applicable statute of limitations period. 



6.0 NOTICE 
Any written notice required under the Group Master Contract shall be sent to the following: 

American Medical HealthCare 
1900 Summit Tower Blvd., Suite 700 
Orlando, FL 32810 

To Group: 
Nassau Countv Board of Countv Commissioners 
416 Centre Street 
PO Box 1010 
Femandina Beach. FL 32035 

Signed: 

Chief Executive Officer, American Medical HealthCare 



AMERICAN MEDICAL 
H E A L T H C A R E  

Employer Group Application 

O Aff iliation/Association 

EmployerTaxl.D.No. 15 1 9 1  1 1 8 1  6 1 3 1  0 1 4 1  71 1 I I 

~ ~ 1 1  Legal Business Name Nassau County Board of County Commissioners 

StreetAddress 4 1 6  Centre S t ,  P.O.Box 1 0 1 0  myFernandina Bch state FL ZIP 3 2 0 3 5  

Mailing Address (if different) City State ZIP 

PhoneNo. ( 9 0 4  ) 321 -5782 F ~ X N O .  ( 9 0 4  ) 321 -5784 County Nassau 

Nature of Business Municipality Date Business Started 

Administrative Contact Person IIenna Kerins Executive Contact Person Walt Gos se t t 

NamesIAddresses of SubsidiarieslAffiliates to be included: 

O Yes 0 No Plan subject to collective bargaining? If yes, union name See AP. # 2 exp. date 

Name of workers' compensation carrier Ri sCorp 

O Yes =No Are any employees not covered by workers' compensation? 

O Yes D No Do you request On-the-Job (medical) Protection for employees not eligible for and not covered by workers' compensation? 

If yes, give names of employees N / A -. 

- - - 

QYes D No Are you subject to COBRA? (You are subject to COBRA if you employed at least 20 full or part-time employees on at least 50% 
of the working days during the, previous calendar year.) 

Give the names of persons currently under COBRA, state continuation plan, or within their election period: 
EmployeeJDependent Name Termination Date of Employment EmployeeJDependent Name Termination Date of Employment 

or Qualifying Event or Qualifying Event 
see Aden.#3 

; >-.- 
-.J 

0 Yes XXNo Have you ever had a group insurance application denied by any insurer? If yes, give name of insurer, date and reason: 

Q Yes 0 No Is current group health coverage being replaced? If yes, give anticipated termination date: Sept g96 

If yes to  any of the above, please provide a copy of your last billing statement. 

Proposed Employer contribution of premiums: 

MEDICAL: 

Employee 100 oh 

Employee & Child(ren) YO 
varies by department and 

Employee & Spouse Yo Constitutional Offices 

Family Yo 



ral number of fun-time active employees 4 0 0 

I number of 'eligible' employees 400 Employee - & Child(ren) Employee & Spouse Family 

not indude employees waiving enrollment in this Plan due to spouse's coverage.) 

tal number of 'enrolling' employees Employee - & Child(ren) Employee & Spouse Famity 

FL re= es 0 No Am you establishing a retiree dass for medical? If yes, attained age COV ' q bv . Years of Service. 

Yes HNo Any exduded classes of employees? If yes, give descriptions and reasons: rules 

mployee Classes (give descriptions if applicable): 

class I N/ A Class III 

Class I1 Class IV 

mployees woding a minimum of 30 hours per week are eligible. If requested in writing, employees working a minimum of 20 hours per week are eligible in all 
rates. If five or more eligible employees. retiree dass may be induded for medical insurance. 

mployee probationary period: .O None 0 30 days Q 60 days X3(90 days 0 Other maY varv ( Constitutional 
mployee effective date is the first of the month after probationary period. Offices ) 

mployee termination date is the end of the month. 

I Yes Q No Does current health insurer extend coverage for dsabilities after termination date? If yes, provide copy of policy and/or employee certificate. 
f the State requires the Employeh plan to treat pregnancy the same as any sickness and i f  this coverage does not provide, the Employer understands and 
grees to be liable for payment of benefits and to notify the employees of same.) 

EDICAL: 0 Standard 0 Basic (Please fill in ALL medical plans being offered to  your employees, up to  4) , P a n  1 , , P a n  2 , , P a n  3 , , P a n  4 , Plan Name (As seen on proposal) Plan Name (As seen on proposal) Plan Name (As seen on proposal) Plan Name (As seen on proposal) 

Benefit Options: 
0 Point of Sonice (Indemnity coverage is undemritten by United Wisconsin Life Insurance Company) 

Applications may be submitted with a requested effective date. To obtain the requested effective date on non-medically underwritten groups, all 
required forms must be complete, accurate, and received in our home off ice prior to the requested effective date. For medically undewritten 
groups, the effective date will be determined by our underwriting department. Do not cancel your present coverage. Coverage is not in effect 
until you receive written confirmation from our home office underwriting department. 

I Requested effective date: 

The group's first month's premium must be submitted with the Employer Group Application. All premiums must be paid with the employer's 
business check. I 

I Total Premium Deposit: S 



Total number of full-time active employees 4 0 0 
Total number of 'eligible" employees 4 0 0 Employee - 8 Child(ren) Employee 8 Spouse Family 

(Do not indude employees waiving enrollment in this Plan due to spouse's coverage.) 

Total number of 'enrolling" employees Employee - 8 Child(ren) Employee 8 Spouse Family 

O Yes 0 No Are you establishing a retiree dass for medical? If yes, attained age cov ' 9 bv FL retir . Years of Service 

Q Yes a N o  Any exduded classes of employees? If yes, give descriptions and masons: rules 

Employee Classes (give descriptions if applicable): 

C ~ S S I  N/A Class III 

Class II Class IV 

Employees working a minimum of 30 hours per week are eligibIe. It requested in writing, employees working a minimum of 20 hours per week are eligible in ail 
states. If five or more eligible employees, retiree class may be included for medical insurance. 

Employee probationary period: . O None Q 30 days O 60days H 9 0  days O Other maY VarV (Constit~tional 
Employee effective date is the first of the month after probationary period. Offices) 

Employee termination date is the end of the month. 

O Yes O No Does current health insurer extend coverage for disabilities after termination date? If yes. provide copy of poky andlor employee art i fate. 
(If the State requires the Employets plan to treat pregnancy the same as any sickness and if this coverage does not provide, the Employer understands and 
agrees to be liable for payment of benefits and to notify the employees of same.) 

- - - 

MEDICAL: 0 Standard 0 Basic (Please fill in ALL medical plans being offered to your employees, up to 4) , Plan 1 , , P l a n  2 , Plan 3 , Plan 4 , 
Plan Name (As seen on proposal) Plan Name (As seen on proposal) Plan Name (As seen on proposal) Plan Name (As seen on pmposal) 

Benefit Options: 
O Point of Service (Indemnity coverage is underwritten by United Wisconsin Life Insurance Company) 

P l e a s e  s e e  E x h i b i t s  1 and 2 

Applications may be submitted with a requested effective date. To obtain the requested'effective date on non-medically underwritten groups, all 
required forms must b e  complete, accurate, and received in our home office prior to the requested effective date. For medically underwritten 
groups, the effective date will be determined by our underwriting department. Do not cancel your present coverage. Coverage is not In effect 
until you receive written confirmation from our home office underwriting department. 

Requested effective date: 

- - 

The group's first month's premium must be submitted with the Employer Group ~ ~ ~ l i c a % n .  All premiums must be paid with the employefs 
business check. 

Total Premium Deposit: $ 
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