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Bhs Cress Blue Fhiald
of Flack

Heallh Oprians
o T SRR EMPLOYER APPLICATION COPY
(True Group App.)

O New Business Renewal Business Other Group # (BCBSF): 30749 (HMO) 30749)

1. APPLICANT INFORMATION
\. Name of Group: NASSAU COUNTY BOCC Div # [BCBSF): 001

Nature of Business Executive offices SIC Code: 91114 Dt [HMO): 002

Mailing Address P.O. BOX 1010 FERNANDINA BCH, FL 32035-1010

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

Name: Address

3. Applicant hereby apphies for coverage/membership through Blue Cross and Blue Shield of Florida, inc. (BCBSF) and/or Health Options, Inc. (HO1) Group
Contract (herein referred to as the Conftract). Upon acceptance of this application by BCBSF and/or HOJ, it wil become part of the Contract issued to the
apphicant named above.

2. The Contract benefits do not cover any service or supply to diagnose or treat any Condition resulting from or in connection with a Insured’s job of employment
(e.g., any service or supply which is covered by Worker's Compensation insurance). Benefits will not be provided under the Conftract to an individual who elects
and is statutorily authorized for exemption frorn Worker'a Compensation coverage.

D. Worker's Compensation carrier is BITUMINOUS CASUALTY CORP.

Prior Carrieris:  FLORIDA LEAGUE OF CITIES (HMO)
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fi. EFFECTIVE DATE / ELIGIBILITY INFORMATION

A. Effective Date of this Contract shall be 01/01/2002 . This Contract may be terminated by the applicant or BCBSF/HOI by giving at least 45 days

prior written notice to the other party.

3. Only active cligible emplayces who reguiarly work a mintmum of 20 hours each week and their eligible dependents, shall be eligible for coverage

upon the Effective Date of this Conftract.
. Specify classification of enrollees for whom coverage is being requested, if other than eligible employees as described in B above.

12

J. New eligible employees may be covered after 1st of the month after 90 days of employment, 8o long as the
eligble employee submits an application to BCBSF/HOI within 30 days of the date the individual first meets the applicable ellgbility requirements.
=. Atleast 75 % of the eligible employees and 80 % of the aligible dependents must be enrolled under the Contract on the Effective
Date and throughout the termn of the Contract. Multi-Option Spilit
Total Ineligible Total Number Percent
F. Enroliment data: Employees , Employees* Eligible Enrolled Enrolled PPO HMO
Employees [ 622 | 81 | 861 | 561 1 100 1 €3 T a98 T o |

Employer Contribution: EMP: 100 % DEP: 0 % “Please provide a list of name(s) and reason(s) for ineligible employ and dependents
. BCBSF/HOI shall have the right to audit the applicant's payroll records at any time to confum eligibility for coverage; applicant agrees to furnish any such
records upon request.

S
. HEALTH PLAN SUMMARY INFORMATION (select the appropriate box[s]):

W

BLUE CROSS AND BLUE SHIELD OF FLORIDA, INC, Standard i Non Standard ! | Custom § HEALTH OP‘T’IONS
A. Health Care Benefits BlueChoice PPO PhyCopay 708 ] MANDATED BENEFIY OFFERINGS I Standard [ ] Nan-Standard
B. Benefits: Colins.: 80 % PPC 70 % Non PPC (Optionat) Applicant has been advisad of the O custom
300 Deductible Per Person Per Calendar Year following banefit offenngs as mandated by . Health Options Plan #
900 Deductible Family Aggregate Per Calendar Year the Federal and/or State Law. Applicant's lueCare FQ LG Grp Plan 18
Copay: Per Office Visit decision 10 sccept or decline theess benefits . Rx BlueCare Rx 10/25C
300 Per Adm. Deductible For All Non-PPC Hospitals is indicated below: 10 Generic 28 Brand _ NonPrafemred
1500 Maximum Out of Pocket Accept Decline ontraceptive Al
- [J X Mental & Nervous Disorder .Vielon [ Yes BJ No
s IC. Rx Program: Copay: 10 Generic 25 Brand NonPreferred] [] €1 Alcohol & Drug Dependency PRE-EXISTING:
i i - Ma ms Waiver of H i i
{i Blyegeri .Y} Contraceptives: All O xR Dedm& S Waivar of Pre-Existing Applies

[OJ < Enterat Forrmulas
D.Dental: [] Standard [[] Non-Standard With Orthodontics [] Yes [X] No DentalEnroliment:

E. Other:
— S e — "
L V. RATE INFORMATION '
A. Premiums/Prepayment fee are payable monthly on or before the due HMO BCBSFL,
date which will be determined:
Regular Billing - Employee applications should be submitted Employee ;zs1.73 299.90
thirty (30) days prior to proposed effective date. Employee / Spouse . $613.29
Employee / Child(ren) 5477 36 $526.38
B. Funding Arrangements: Discount Employee / Family $858 00
HMO: Discount Other -
Dental Commaents:

The rates established for this Contract will not be changed for the first twelve {(12) months following the initial effective date of Coverage. Hawevar,
BCBSF/HOI may change the rates which 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 prioc to their effective date.
V. APPLICANT RESPONSIBILITIES |

A. The spplicant shall: 1) Notify each enrollee to the benefits selected by the applicant, thelr 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/HO! be responsible for auch notification to retirees). 2) Deliver to covered anrollees Identification cards and certificatea of coverage fumished by
BCBSF/HOI1. 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 epproprate 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 contribulion, if required, and remit premium payment/prepayment feas to BCBSF/HOI as specified
above in Section V. Rates.

B. Applicant hereby establishes an Employee Welfare Banefit Plan for the purpose of providing for its employees or their beneficiaries medical, surgical,
hospitel care, or benefits in the event of aickness.

C. 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 misiea informatian is of a felony of the third degree.
V1. FINAL PREMIUMS, BENEFITS AND EFFECTIVE DATES ARE SURJECT TO APPROVAL BY BCBEF CORPORATE HEADQUARTERS |
Issuance of the Cogtract by BCBSF/HO! will bg deemed acceptance of this application.
12-12-01 OAsaionns aarsdeo e Mariz hall, Cheirpersan
Date Signature of Applicant T— Print /" yge Nama & Titla
Date Blue Cross and 8hse Shield of Flarida, inc. Licensed Agent Agont License ldentification Number

d Heulth Options, Inc. are lndependent Licensees of the Blue Cruss sndBlue Shield Axsociation
ERED MARK OF TIIE BLUK CROSS ANt VK SHIELIY ASSOCIATION.
13123-995 SR (Rev 1189) %' REGISTERED MARK OF DLUK CROSS AND Bt .1y OF FLORIDA, INC.

Blae Cronxs snd NDluc Shield of Florida, lac
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{(continued Nassau County Signatures)

ATTEST: .

¥, M. “CHZP” OXLEY, JK.
EX-OFFICIO CLERK

APPROVED AS TO FORM BY THE
NASSAU COUNTY ATTORNEY:

‘MICHAEL S. MULFIN

904 321 5926




