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JDueCr98& BlueSbleld 
~ · or Florida 

• llelilth Options. ---·---... -­.. ----·--ca. ---
EMPLOYER APPLICATION 

(True Group Application) 
cs <>7·2.J 

f GJ New Business ~Renewal Business Oother 

··'·''~ '~::-Grnuo:l~f~rniart~on~-:....:-·.~--::._ ... _ .... __ .::J.:! ______ _:G::_ro.:..:u:.:.p_#_:(~B...:.CB_s.:._F:..).=:I3=0=74=9==:::::!.1..:.<H_M_o....:)~:l=3o=7=49=J=~ 
---~-N~~cl~~~~N~M~-~~~--~·-=-~=:~-~~IT=·=B=O~C=C==========~=~~~~====~ 

Nature of Business: !Executive offices SIC Code: [9111 

Mailing Address: j96161 Nassau Place Yulee, FL 

Email Address: 
List below Subsidiary or 
application. 

32097 

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/or HOI, it will become part of the Policy issued to the applicant named above. 

c. Prior. Health Carrier: Insurance 

HMO 

D._· The l?olicy excludes expenses for any-service or supply to diagnose or treat any Condition from or in connection 
· ~ithan·lnsured's job or employment (e.g., any service or supply which is covered by Workers' Compensation 

insU,rance) exceptformedically necessary services (not otherwise excluded) for an individual who is not covered 
_. -byWork'ers' Com-pensation and that lack of coverage did not res~lt from any intentional action or omission by 

_ tha:t Jn9ividuaL _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: ._IB_IT_UM_IN_o_u_s_c_AS_U_AL_TY_c_o_RP __ . ...;,...... ___________ .........~ 

II. Effective Date/Eligibility Information 
A. Effective Date of this Policy shallpe lr-o-t-/O_l_/2-00_o...,l 

Effective Date of this Change to th~ Policy shall be lt0/0112006 I 
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 I 20 I hours each week and their eligible dependents, 
shall be eligible for covElrage 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. 

D. New eligible employees may be covered effective on the I 1st ofMONm I after[2!] 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. At least 0 o/~ 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/HOJ. Applicant agrees to furnish any 
such request 

G. Employer Contribution: Employee: 100 I% Dependents: I 0 I% *Please see attached. 
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t.. ~ BlueSbleld 
ofF1oiida . 

" Hedh Opttom. 

EMPLOYER APPLICATION 
(True Group Application) ---·------.. ____ , __ _ 

'···.-· .... __ _ 
c in. Health Plan Summary Information (select the appropriate box[s]): 

.~ ' \ ~ .. 
·-" ·- ·· . '~.~~~~.:~~~~~ZQ!f~~~rigs: (Opti?nal) Applicant has be~~.a~y_Is~d ()f the following ~en~fi~ o~erings mandated ... 

· by '\t}~ Fed~ralandlor. State Law. Applicant's decision to accept dr decline these beneflts.IS.Indtcated . .helow. .. 
>~.:.:·:--~·<· .. ' ~_')_ ::·.·:~·:< ~.,-.. ;~:-~ --

Included in 
product Accept Decline 

~ D D Mental & Nervous Disorder 

~ D D Alcohol & Drug Dependency 

~ D D Mammograms Waiver of Deductible & Coinsurance 

~ D D Enteral Formulas 

D Single Plan ~ Blue Packages 

Health Plan Name Rx Option (indicate copayments) 

· • · IBlueChoice PPO ·PhyCopay 730 ~ Std I IBiuescript V 10/25/40- Std 

Maximum Out of Pocket (coinsurance only):$2,500/$7,500 
... 

Calendar Year De~uctible: Coinsurance: 
I :-~ £ ~ • • " 

In-Network I Participating I so% Per Pe.rson ls756 
... 

I - -... ··---~- ~--· .,. __ .. .... ,. 
·' 

,. 

Out-?f-Network I Non-Participating 17Q% ······~---· 
.. oO _, ..... ~,,-oAoo ' • ' 0 

Per Family 1$2,250 I 
Pre-Existing IPr~Existingt\pplies: 

'-.... 

. .. Bates. 
. - --· ---··. ---- -- ~"-

... , .. ~ 

!'"' . ...._ ............ _._.~~-. '_,_,_ ------- ...... -. 

~m pfoyee I $451.131 Em ~foyee/Spouse I $923.77 
,,;., 

Health Plan Name 

IBtueOptions Advantage 1750- Std 

Maximum Out of Pocket:$2,500/$7,500 
Calendar Year Deductible: 

Office Visit Capay: 

I· 
Family Phy. 

lst5 

·All Other Providers . ls25 

IEmployee/Child(ren~ $792.87 I Family I S1,287.s6jOthe~ 

Rx Option (indicate copayments) 

IBiueScript C Copay Plan 10/25/40 C - Std 

Coinsurance: 

Per Person l._s_o_J S_5_o_o ___________ _. 
In-Network I Participating 

' 
I 
I 

I 

I 

Per Family I so 1 S1,5oo 

Out-of-Network I Non-Participating ._l5_o ____ ___. 

Office Visit Copay: 

Pre-Existing jPre-Existing Applies 
Family Phy. 

ls15 I 
Rates. All Other Providers 1$30 1 

I 

Employee I $374.14 J Employee/Spouse! $774.47 IEmployee/Child(ren~ $703.38 I Family I $1,187.8910the~._ __ __.l 
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'

, ~· BlueSbield ' or n6rtd';' 
·- • Health Options. 

EMPLOYER APPLICATION 
(True Group Application) 

-~-·--a. ..... -cl ........ ................ _Ciilll ---
... ,. - -l:"f~alth Plan_ Name .. .. Rx Option (indicate copayments) 

i}!.:f}~~;? f1!\M6P.~~#~~J!yCopay 'f.l~I!_!:?60_;:Std ·· _ ' ,· .. ,. t.I1J~~eScfip(~~()pafPlan 10125140 c ~ Std - . . . _ ·-" J_ · . -. ·. · 
··.'1:1'·:.,.,, ·r1f:;;.N~tw6irR:•·'Ma:kimum'.OuJ:: o{>~o:cket: $2 ,500/$'.D-,.OOO(~-;:Out:,;;bf....:network: $'5; 000/$10,000 
··::::· Calendar Year Deductible: Coinsurance: . · -

c ,, • ••• • • .. 

' 

Per Person 1$500 I Combined with In-Network I 
""' 

Per Family 1$1,500 I Combined with In-Network I 

In-Network I Participating I so 

Out-of-NetvJork I !\!on-Participating L-16_0 ____ .......... 1 

Office Visit Copay: 

Pre-Existing !Pre-Existing Applies I 
Family Phy. 

1$20 I $35 I 

All Other Providers IS35 I $50 I 
~~ . 

Employee! $369.91 I Employ~e/Spousel $765.70 IEmployee/Child(ren~ $695.42 I Family lst,174.4410the~L..----11 

Health Plan Name Rx Option (indicate copayments) 

IBlueCare NFQ LG Grp Plan !~--~Std 
' 

I IBlueCare Rx 10125140 C - Std I 
Maximum Out of Pocket:$1,500/$3,000 ...1,..,. .. .. 

Calendar Year Deductible: Coinsurance:· 
.. ·~.4 -- ·, 

I I 

,. 

· Per 'f>erson In-NetWork I Participating 
I J .. -~·~ .. . .... ~ . 

.. . - -·· 
Out-of-Network I Non-Pa,rticipating I I ,, ' . : ·~' . ·,· ~ : .:! 

Per Family I ' I 
' Office Visit Copay: 
' Family Phy. 

Pre-Existing IPre-ExistiJ:tg Applie~; I lst5 I 
. ··-·~ .. .• ,s; 

1$45 1. 
All Other Providers · 

Rates. ' " 
..... -. ~-- .~ 

· E~J)loyeeLs4in.:77-l Empl~ye~/~3'p~~sej $864.05 I Em ployee/Child(ren~ $751.97 I Family I $1,212.0310the~ I 
.... . -. ... ~-. - -· 

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

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

A Are you choosing BCBSF's integrated HSA banking arrangement? D Yes rx No 
(if left blank, the response is assumed to be 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 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 Arrangements: BCBSF:Imscount 
~======================================~ 

HMO: !Discount 

E. Rate Comments: 
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' 

BiuePross BlueShleld 
ofli1orlda 

. - • . • Health Options. 
EMPLOYER APPLICATION 

(True Group Application) ---·-----­_,_, ft.....-:liDIIMiiflltM-CIDII 
..... __ 

··:, ·: W.Appllcant Responsib~t_i~~--- ·• .·. ........ '· " ·:;·.. ~:·. :'~;·.:•:': .. .. 
,,.,: c·,: :;-,,; £t;A! :The applicaMls~~u~ .... if.1'Nat!f¥·ea~h.enroiiea.toil'le.qeiietits sele~ted b},-the.applicant, their Effectiy~ p~.te~:af)'~·:. 

· ' '", .. · ~-·: the termination date of·-coverage (in this regard, applicant-acts as the agent of the enrollee, and in no e\rent · ·• . 
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 furnished by BCBSF/HOI. 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 enrollment on the 
appropriate BCBSF/HOI form. Applications from absentees will be accepted at BCBSFIHOI 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. 

, . ,;t;, r ,, 

B. By choosing the HSA Banking Arrangement, if applicable, I 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. 
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·· 
degree. 

' > · YJI. · 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 

1 8/28/06 

Date 

Agent License Identification Number 

Nassau County signatures continue on the next page. 
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:: 

BLUE CROSS/BLUE SHIELD CONTRACT 
EMPLOYEE HEALTH INSURANCE 

ATTEST: 

APPROVED AS TO FORM BY THE 
NASSAU COUNTY ATTORNEY 

·~ : 



. , . . . 

.. h'"N!!Ssau. Cou.nty BOCC #30749 
·· ··.;· ·.-·-·~ .. ~.~:~:E'ffeCtive I 0/0l/2005 - · . . . • .. ........ ,,pg 5 TGA 

•: ;: ... ;-·.-\};. 

' ' ; ... >·; ;· y }.·~:.,.. •.:•·.::;· ·•. ·~ ; · .•... ·:· 

EMPLOYEE CONTRIBUTION: Employees hired on or after October 1, 2005 will be 
responsible for 100% of the dependents coverage. The county will only pay for 100% of 
the employees HMO Coverage, employees are responsible to buy-up to the PPO plan. 
All current employees will be grand fathered into the current 100%/50% for HMO, and 
will be responsible to buy-up the difference for the PPO. The employee contribution for 
Union Workers will be specific to their union contract. 

LOCATION CODES ARE AS FOLLOWS: 
00 - BOARD OF COUNTY COMMISSIONERS 
01 -CLERK OF COURT'S OFFICE 
02- PROPERTY APPRAISER'S OFFICE 

. 03- SUPERVISOR OF ELECTION'S OFFICE 
04- TAX COLLECTOR'S OFFICE 
05 - SHERIFF'S OFFICE 
06 - RETIREES 
07- COBRA 

~S{-~d r'""-
Stgnature of Applicant 

J1m B. Higginbotha~, Vice Chairman. . 
Nassau County Board of County Comm1ss1oners 

August 28, 2006 

date 

date 


