Biue Cross Blue Shisld .

of Florida
Health Options
Indapusmbeart Lisagoass of tha
® ® By Com aml Fing Seiahl Asrociation
EMPLOYER APPLICATION
- (True Group Application)
Revised Eligibliity Language
[ New Business [] Renewal Business  [Xl Other for Loc. 01 - See Special Group # (BCBSF): 30749 (HMO): 30749)
Instructions
I. Appitcant Information
A Name of Group: NASSAU COUNTY BOCC
Nature of Business: Executlve offices SiC Code: 9111
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:
B.

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

C. Prior Heaith Carrier: Insurance FLORIDA LEAGUE OF CITIES (HMO)

The Pdlicy excludes expenses for any service or supply to diagnose or treat any Condition resulting 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. Worker's Compensation carrier is BITUMINOUS CASUALTY CORP.

Il. Effective Date / Bligibility Information

A Effective Date of this Policy shall be . The effective date of this change to the policy shall be 1/4/2003 . This Padlicy 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 active eligible employees who regularty work a minimum of 20 hours each week and their eligible dependents, shall be eligible for coverage
upon the Effective Date of this Pdlicy.
C. Specify classification of enrollees for whom coverage is being requested, if other than efigible employees as described in B above.
All(except Loc. 01)1st of the month
New eligible employees may be covered effective on the after 90 days/ Loc.01 Date of Hire for after 90 days of employment, so long as
New Employees.
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 75 % of the eligible employees must be enrolied under the Policy on the Effective Date and throughout the term of the Policy.
F. BCBSFMOI shall have the right to audit the applicant's payroll records at any time to confirm eligibility for coverage; applicant agrees to furnish any such
request.
G. Employer Contribution Employee 100 % Dependents 0 %
1l Health Plan Summary information (select the appropriate box{s]): ~
= X
Mandated Benefit Offerings: (Optional) Applicant has been advised of the fallowing benefit offerings mandated by the Federal and/or State Law. [ —1 C o
Applicant's decision to accept or decline these benefits is indicated below: ; Z m
Included in . Included in I = 3?, 0
product Accept Decline product Accept Decline o Can I
[} O Mental & Nervous Disorder B O ] Mammograms Waiver of Ded. & Coins. ~N e
] ] Alcohol & Drug Dependency B [m] ] Enteral Formulas =~ F:J‘
it
BlueCross and Blue Shieid of Florlda. Inc. OMulti-plan BlueOptions Package® D Other BCBSF Multi-plan selections® -0 ()
Divisions: 001 *Complete page 2 for plans selected and rates = (@)
Health Benefits: BlueCholice PPO PhyCopay 706 - Std Pre-Existing Pre-Existing Applies 6/12 -~ b
Individual Family Participating Non-Participating oo O _0_1
Deductible/Calendar Year 300 900 Hospital Per Admission Deductible 0 300 — m '
Maximum Out of Pocket/Calendar Year 1500 4500 Coinsurance 90 70 ~ wn
Office Visit Copay ~ Family Physician 15 All Other Providers 15
Inpatient Facility Copay Option 1 Option 2 Option 3
Rx Option: Bluescript IV 10/25 - Std
Generic 10 Brand 25 Non-Preferred Deductible Rx Cap Contraceptives  All
Rates:
Employee Only $366.30 Employee/Spouse  $749.07 Employee/Child(ren) $642.92 Family $1,044.30 Other
Health Options Divisions: 002 |
Health Benefits: BlueCare FQ LG Grp Plan 15 - Std Pre-Existing Not Applicable |
Rx Option: BlueCare Rx 10/25C - Std
Generic 10 Brand 25 Non-Preferred Rx Cap Deductible Contraceptives  All
Rates:
Employee Only $327.02 Employee/Spouse  $669.94 Employee/Child(ren) $583.05 Family $939.76 Other
[_iv. Rate Information

A Premiums/Prepayment fee are payable monthly on or before the due date which will be:
B.  Regular Bllling- Employee applications shouid 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.

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/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 Alrangements BCBSF:Discount
E. Rate Comments

V. Applicant Responsibllities

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 shall the applicant be deemed an agent of BCBSF/HO!I for this or any other purpose,
nor shall BCBSF/HOI be responsible for such notification to retirees). 2) Deliver to covered enrallees identification cards and certificates of coverage
fumished by BCBSF/HOI. 3) Natify BCBSF/HOI promptly of any changes in the eligibility of enrollees covered under this Agreement. 4) List any
absentees at the time of initia! enrollment 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) Callect enrailee contribution, if required, and remit Premium
payment/prepayment fees to BCBSF/HOI as specified in this epplication.

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 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.

M. Final Premiums, Benefits and Effective Dates are Subject to Approval by BCBSF Corporate Headquarters |

sugnge of the Policy by BCBSESHO! yjill be de: acceptance of this application. R
4‘9"6‘% W:é\ z Vickie Samus, Chairman, Bd. Co. Comm.

Date wmﬂ of Applicant Print / Type Name & Title

C.

HMO:Discount

B.
c.




-

NASSAU COUNTY T
HUMAN RESOURCES DEPARTMENT f
P. O. Box 1010

Fernandina Beach, Florida 32035-1010

MEMORANDUM
TO: Mike Mullin
FROM: HR Department
DATE: March 25, 2003

SUBJECT: Contract with Blue Cross

Attached is the contract for 2003 between Blue Cross and Nassau County that needs
the Chairman’s signature. Changes in this contract allow all newly hired Clerk
employees (only) to be covered under health benefits the first day of hire.

Human Resources (904) 321-5908 « (904) 321-5909 « Fax (904) 321-5926
An Affirmative Action / Equal Opportunity Empioyer



Nick Deonas Dist. No. 1 Femandina Beach
’ NASSAU COUNTY David C. Howard Dist. No. 2 Femandina Bea

BOARD OF COUNTY COMMISSIONERS Vickie Samus Dist. No. 3 Yulee
P.O. Box 1010 Floyd L. Vanzant Dist. No. 4 Hilliard
e Mananne Marshall Dist. No. 5 Callahan

Fernandina Beach, Florida 32035-1010

JOSEPH M. “Chip” OXLEY, JR.
January 9, 2002 Ex-Officio Clork

MICHAEL S. MULLIN
County Attomey

WALTER D. GOSSETT
County Coordinator

Mr. Ned Tyson

The Edwards Building

1553 Gerbing Road
Fernandina Beach, FL 32034

Dear Ned:

Pursuant to our conversation during open enrollment
regarding the Clerk of the Court’s unique  hiring
requirements, please ask Blue Cross to amend our contract,
effective January 1, 2002, to reflect a zero-day waiting
period for new employees in this constitutional office.

Sincerely yours,

MSM/am
Cc: J. M. "Chip" Oxley, Jr.
John Drew

Chili Pope

£7/Tyson-jan-09-2002

(904) 225-2610 Board Room; 321-5703, 879-1029, (800) 958-3496
An Affirmative Action / Equal Opportunity Employer



. e
e W S EMPLOYER APPLICATION
n (True Group App.) .
[0 WNowBwiness [] Renewsl Business Other Group Change - Eligibllity  Group ¥# (BCBSF): 30749 (HMQO) 30748J
Change for Location 01 (Clerk of

—_ Cowts) — -
|memrmsommu l
A. Name of Group: NASSAU COUNTY BOCC Div # [BCBSF): 001
Nahwe of Business Executive offices 8IC Code: 9111 OB [HMO}: 002
Maling Address P.0. BOX 1010 FERNANDINA BCH, F1. 32038-1010
mmmummmwnhummmmﬁw

B. Applicant hercby spplies for covarage/membership through Biue Cross and Biue Shiekd of Flotkda, Inc. (BCBSF) and/or Health Options, Inc. (HOT) Group

Contract (hevein refesred to a8 the C 9. Upon P dﬂmwwwmm.nummuuwwmn
applicant named above.
C. mc«nwmtmnm“mumu-mbmummcm;mmahmm-mmuw

(e.9., any sarvica o supply which la dby \ surence). Benefits wil not be provided under e C 1 an Indivich
'Y coversge.
D. Worker's Compensation carder s BITUMINOUS CASUALTY CORP.

Prior Carier . FLORIDA LEAGUE OF CITIES (HMO)
P

1. EFFECTIVE DAYE / ELIGIBILITY INFORMATION ]
A. Effective Date of this Contract shall be 02/01/2002 . This Contract mary be terminated by the applicant or BCBSF/HOL by giving at least 45 days

prior written notice to the other party.
8. Orly active eligile employees who regudarly work & minimumn of 20  hows sach weok and thekr eligible dependents, shall be sligible for coverage

upon the Effective Date of this Contract. .
C. Specdify classification of enrollees for whom ge is being requested, ¥ other than elighle employees as described in B above.
D. New eligible employees may be covered after  Ali{except Loc. 01)1st of the month after 90 days/ Loc.01 Date of  of employment, 3o long a3 the

Hire
elgible employes subinits an apphication to BCESFTHOI within 30 days of the dats the individual first meets the appiicable elighiity requirements.

E. Alleast 75 %othelﬂ:lumpbysumd 60 % of the eligible dependents must be enrolled under the Contract on the Effective
Date and throughout the term of the Contract. Muli-Option Spiit
Total Inelighle Totad Number Percent PPO .
F. Esvolment data: Emeloy Emglay Elghle Ervoled Envoled

Employees [ 622 [ & st | [ 1] | 100 [T &3 | 4T o]
Employer Contrbulion: EMP: 100 % DEP: 0 % ‘*Please provide a fist of name(s) and ressonis) for ineligible employees and dependents.
G. BCBSF/HO! shail have the right to sudit the applicant’s peyroll records at any time to confirm ¢ligiblity for coverage; applicant agrees to furnish any such

records upon request.
BLUE CROSS AND BLUE SHIELD OF FLORIDA, INC. ] i
A. Health Cere Benefits BlueChoice PPO PhyCopay 708 Standard  [] Non-Standard
B.Benefis: Cons.: 80 % PPC 70 % Non PPC {Cpiional) Applicant hee been scdvised of the 1 Custom
300 Deductible Per Person Per Calendar Yesr folowing beneft offerings se by Heatth Opliors Pian #
800 Deductible Family Aggregate Per Calendar Yoar the Federal ancior Siaie Law. Applicente FQ LO Grp Plan 18

15 Copay. Per Office Visit dacision ¥ accept or decine thess benelite . Rx BlusCare Rx 10/25C
300 Per Adm. Deductible For A Non-PPC Hospitals i indicated below: 16 Generic 26 Brand _ NonPrefered
1500 Madmum Out of Pocket ‘ Accept Decline

O [ WMental & Nervous Disorder

C. Rx Program: Copay. 10 Generic 28 Brand NonPreferred] [1 D Aloohal & Drug Dependency PRE-EXISTING:
Bluescript IV 1028 Contraceptives: All D), (X Memmograms Waker of Pre-Existing Applies

D&E:u-rcnu-
DMDWDMMMDYBEMW

E. Other: - '
V. RATE INFORMATION |
L% Premiuma/Prepayment fee are payable monthly on or befats the due [}775]) BCBSFL
date which will be determined:
Reguiar Biling - Employes applications shoud be submitied Employee $287.74 $299.90
thirty (30) days prior to proposad effective dals. Employee / Spouse $848.80 < $813.39
Employes / Chilren) $4TT.38 §52¢ 38 ~ "
3 Funding Armangements:  Discount Employse / Famlly $78941 238500
HMO: Discount Other
Dental Comments:

The retes establishod for this Contract will not be changed for the first tweive (12) months following the Initiad effective date of . However,
BCBSmedmhnmmnhhoﬂodnmhtﬁmuz)maﬁ:pubddmﬂaﬂbymthWmm
o chenged s oy oe (45) ey pro o ok afocivy e
V. APPLICANT RESPONSIBILITIES
L The spplcant shalk 1) Notlfy each enroliee to the banefits selocted by the spplicant, thelr effective date, uﬂhhn*uﬁmdaho(mmmhﬂlmd
applicant acts as the agent of the enroliee, mhmm“thWMWdMthﬂammW not shall
BCBSF/HO! be responsible for such notification to retiress). 2) Deliver to covared emoliees kientificstion cards and certificates of covarage furnished by
BCBSFHOI. 3) Notify BCBSF/HOI promgtly of any chenges in the elighbility of enroliees covered under this Agreement. 4) List arty absentees at the Sme of inltial
ersoliment on the appropsiate BCBSFAHO! form. Applications rom absertees will be accepiad at BCBSFHO! Corporate Headquarters no later than thirty (30)
days from the group's effective Date. mcmmmsm ¥ required, and remit premium paymentiprepaymont fees to BCBSF/HO! as specified
above in Secfion IV. Rates.
Applicant hereby establishes an Employse Weltare Benefit Plan for the purpose of providing for is employess or thelk beneficiaries medical, surgicsl,
hospial care, or benefits In the event of sickness.
wmmmmff“b."‘dh:’:’dm or decsive any insurer fles & statement of cleim or an applicstion contalning any fuise, iIncomplets,
a

nmm,mnggmmmmmwmuwmmmmm
lssuance of the Coniract by BCBSF will be deemed acceptancs of this application.

2/25/02 ( - - Nick D. Deonas, Chairman
Dete ) Print | Type Name & Title

Date Bius Cross end Bius Shisld of Florida, Ino. Licensed Agent Agent Licanse identification Nuavber




