
l .. \ 
. " L'So~ -:u; ConfraciN« cNos-ps 

Bid No:. ____ _ 

• 
'
. ==BlueShJeld 

• lleallh OpliOIIIe ___ .. ____ .. _ EMPLOYER APPLICATION 
(True Group Application) 

.......... ....-~ .... -.:-.. ..... __ 
D New Business ~Renewal Business Oother 

1. Grouplnformati~o=n ___________________ G_ro_u~p-#~(B_c_s_s_F)~:I~30=7=49======'~(-H_MO~):I=30=7=4=9J====~ 
A. Name of Group: INASSAU COUNTY BOCC 

Nature of Business: jExecuth'e offices SIC Code: 19111 

Mailing Address: 196161 Nas5au Place Yulee, FL 32097 

Email Address: 
List below Subsidiary or 
application. 

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

:t: co 

~~ 
~===============================================a~~:o~ 

HMO U~R=i 

C. Prior Health Carrier: Insurance 

D. The Policy excludes expenses for any service or supply to diagnose or treat any Condition from or in conn•ion 2 ~ 
with an Insured's job or employment (e.g., any service or supply which is covered by Workers' Compensati.wl tS 0 
insurance) except for medically necessary services (not otherwise excluded) for an individual who is not c~red f'l'l-n 
by Workers' Compensation and that lack of coverage did not result from any intentional action or omission 6P en 
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: IL..s_r_r_u_M_l_N_o_u_,s_c_A_s_u_A_L_T_Y_c_o_R_P_. ____________ ___. 

II. Effective Date/Eligibility Information 
A. Effective Date of this Policy shall be lr-o-1-/0-1/-lO_o_o..,l 

Effective Date of this Change to the Policy shall be ji0/01/20081 

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. 

r-;;-,*Please See Attach~d 
B. Only eligible employees who regularly work a minimum of L......:!....J hours each week and tne1r 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. 

D. New eligible employees may be covered effective on the See Special Instructions** I after[2!] days 
of employment, so long as the eligible employee submits an application to BCBSFIHOI within 30 days of the date 
the individual first meets the applicable eligibility requirements. **See attached e-mail. 

E. At least [2D % 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 BCBSFIHOI's participation 
requirements. 

F. BCBSFIHOI 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: 100 I% Dependents: I 0 I% 
· · · *Please see attached. 

1 'l1 ?'l.OO<; <::Q I l=l"u 11Vl71 71812008 3:34:59PM 



• 

'

. BlueCross BJueSbJeJd 
. ofFlorlda 
• DeuJh Options. 

EMPLOYER APPLICATION 
(True Group Application) 

Ill. Health Plan Summary Information (select the appropriate box[sl): 

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 

[29 

~ 

Accept 

D 
D 
D 
D 

0 Single Plan 

Health Pian Name 

Decline 

0 Mental & Nervous Disorder 

D Alcohol & Drug Dependency 

0 Mammograms Waiver of Deductible & Coinsurance 

0 Enteral Formulas 

~ Blue Packages 

Rx Option (indicate copayments) 

[ BlueOptions Advantage 1750 - Std I (stueScript C Copay Plan 15/30/SO C - Std 

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

Per Person !so/ ssoo I 
In-Network I Participating 190 

Out-of-Network I Non-Participating jso 
Per Family !so 1 s1,soo I Office Visit Copay: 

Pre-Existing jPre-Existing Applies I 
FamilyPhy. 

js1s 

Rates. All Other Providers 1$30 

Employee! S438.55 I Employee/Spouse! $907.80 IEmployee/Child(renf $824.46 I Family lst,392.3910the~ 

Health Plan Name Rx Option (indicate copayments) 

lslueOptions SN Hlth PI 1160- Std I IBlueScript G-In-Network CYD + ~10t25t40 

I 

I 
I 

I 
] 

1 

I 
In-Network Maximum Out of Pocket $5,000 - Out-ofNetwork Maximum Out of Pocket $10,0D 
Calendar Year Deductible: Coinsurance: 

Per Person 1$1,250 I $2,500 I 
In-Network I Participating I so I 

IN/A IN/A 
Out-of-Network I Non-Participating f6o I Per Family I Office VISit Copay: 

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

(cYD+80% I 
Rates. All Other Providers lcYD+80% I 
Employee! $259.94 I Employee/Spouse! N/A I Employee/Child(renl N/A 1 Family! N/A _jOthe~ N/A I 

0 

13123-995 SR (Rev 1007) 71812008 3:34:59PM 
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'

. ==BlueSbJeld 

• • Health Options. ________ .. _ 
riAIIMI. ......... ~ ... -Illlll ..... __ 

Health Plan Name 
jolueOptions ,..M Hlth PI J 161 - Std 

EMPLOYER APPLICATION 
(True Group Application) 

Ax Option (indicate copayments) 

I IBiueScript G-In-Network CYD +$10/25/40 I 
In-Network Maximum Out of Pocket $5,000/$5,000 - Out-of-Network Maximum $10,000/$10 
Calendar Year Deductible: Coinsurance: 

Per Person lsz,soo 1 S5,ooo I 
In-Network I Participating I so I 

I $2,500 I $5,000 
Out-of-Network I Non-Participating j6o I 

Per Family 
I Office Visit Copay: 

Pre-Existing I Pre-Existing Applies I 
FamilyPhy. 

lcYD+SO'Yo I 

Rates. 
All Other Providers lcvD +80'Yo I 

Employee I N/A I Employee/Spouse! $538.08 jEmployee/Child(ren~ $488.68 I Family I $825.31 jothe~ N/A 

Health Plan Name Ax Option (indicate copayments) 
IBiueCare NFQ LG Grp Plan 16- Std I IBtueCare Rx 15130/SO C - Std I 
Maximum Out of Pocket: $1,500/$3,000 
Calendar Year Deductible: Coinsurance: 

Per Person l J 
In-Network I Participating 

I I 

Out-of-Network I Non-Participating I I 
Per Family I J 

Office Visit Copay: 

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

jsts I 
Rates. 

All Other Providers ls4s I 
Employee! $494.38 I Employee/SpouseLS1,0tl.80 jEmployee/Child(reni $881.41 _I Family lst,420.69J0the~ 
See the Group Master PoliCY for a complete descnpt1on of benefits. 

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

A. Are you choosing BCBSF's integrated HSA banking arrangement? 0 Yes r-==1 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. 

000 

I 

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, BCBSFJHOI 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: BCBSF1oiscount 
~====================================~ HMO: !Discount 

1'H?~.OQ'- ~R IRP.v 1007\ 7/812008 3;34:59PM 
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• I BJueQooas WueSbleld 
ofF1orkla 

• Heallh Options. 

EMPLOYER APPLICATION 
(True Group Application) 

..... c..-.......... _c... ..... -
"--. .. ~~-... -..o... -----

VI. Applicant Responsibilities 
A. The applicant shall: 1) Notify each enrollee to the benefits selected by the applicant, their Effective Date, and 

the tennination 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 BCBSFIHOI for this or any other purpose, nor shall BCBSFIHOI be 
responsible for such notification to retirees). 2) Deliver to covered enrollees identification cards and certificates 
of coverage furnished by BCBSFIHOI. 3) Notify BCBSFIHOI 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, it 
required, and remit Premium payment/prepayment fees to BCBSFIHOI as specified in this application. 

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. 

VII. FinaJ 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. 

Dale ~· PrinlTfypeName&Tide 

9-10-08 I ;;??ltvl~ barianne Marshall, Chair 

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

Agent License Identification Number 

1~1?~oa<:. <:::R IRP.v 1007\ 7/812008 3:34:59PM 



Nassau County BOCC #30749 
Effective 10/01/2008 

pgSTGA 

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 Blue Options Plan 1750 & 1160(1) Coverage, employees are responsible 
to buy-up to the HMO plan 16. All employees hired prior to October 1, 2005 will be 
grandfathered into the current 100% I 50% for Blue Options Plan 1750 & 1160(1 ), and 
will be responsible to buy-up the difference for the HMO plan 16. 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 

ELIGIBLE EMPLOYEES: 
00 -Employees are required to work a minimum of 32 hours a week. 
0 I - Employees are required to work a minimum of 21 hours a week. 
02 - Employees are required to work a minimum of 21 hours a week. 
03 -Employees are required to work a minimum of 32 hours a week. 
04- Employees are required to work a minimum of 32 hours a week. 
05 - Employees are required to work a minimum of 40 hours a week. 

~~~ 
"Signature of Applicant 

9-10-08 
date 

date 



• 

ATTEST: 

BLUE CROSS/BLUE SHIELD CONTRACT 
EMPLOYEE HEALTH INSURANCE 

Joh Crawford 
EX-OF ICIO CLER 

APPROVED AS TO FORM BY THE 
NASSAU COUNTY ATTORNEY 

DAVID A. HALLMAN, ESQ. 



EMPLOYER APPLICATIOI1J 
-(True Group Application) j 

~Renewal Business Oother I I 
I. Group Information Group# (BC~BS=F-:-):fE3~07~49::====rl (~H::-"MO~):i=jJ=o7=4=9J==~ 
A. Name of Group: jr::N;-:A~SS:;A:-;U;;::::C::;::O:;;UN:;:;:TV:-;-::B:::;O:::C:::C:---_;_--~_..;_~======-.:.._____:...!:::::::::::::::=~ 

0 New Business 

Nature of Business: !Executive offices SIC Code: j9111 

32097 Mamng Address: j96l6(Nassau Place Yulee, FL 

Email Address: 
list below Subsidia:try:vno:rr Drmii~-r<;;m;:;;nr;;;;WF:ru>.;;om;;rn;-;~;-:;-;~~~~~~:::rr::~=~:=~=---___.l 
application. 

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 

I 
I 

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: L.IB_ITUM __ IN_o_u_s_c_A_su_AL __ TY_c_o_R_P_. ____________ ___. 

II. Effective Date/Eligibility Information 
A. Effective Date of this Policy shall bej,... O-t-IO-l-/2-00_0....,I 

Effective Date of this Change to the Policy shalf be Jtotot/20071 

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 C2!J 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. 

D. New eligible employees maybe covered effective on the I See Special Instructions ** I after@ 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. **See attached e-mail. 

E. At least ~ %of the eligible employees must be enrolled unde~ the Policy on the Effect~e Oat~ ~nd_ 
throughout the term of the Policy and the Group must meet and cont1nue to meet BCBSFIHOI s part1c1pat1on 

· requirements. . 
F. BCBSF/HOI shall have the right to audit the applicanfs payroll records at any time to confirm eligibility for . 

coverage, including participation percentage criteria required by BCBSFIHOI. Applicant agrees to furnish any 

such request. 
G. Employer Contribution: Employee: ~ % Dependents:0 % *Please see attached. 

I 

13123-995 SR (Rev 0805) 
712.0/2!.)07 8:32:09AM 
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' 

~BiueShleld 

• Healt.b Optiooa. 
..... a.-.... ....._._c... __ ~ 
.. ,..._._......_ ..... o-­.... ..,~ 

EMPLOYER APPLICATION 
(True Group Application) 

Ill. Health Plan Summary Information (select the appropriate box[s)): 

,.aanc:tated Benefit Offerings: (Optional) Applieant 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 

~ D 
~ D 
~ D 
~ D 
D Single Plan 

Health Plan Name 

Decline 

D Mental & Nervous Disorder 

0 Alcohol & Drug Dependency 

D Mammograms Waiver of Deductible & Coinsurance 

D Enteral Formulas 

~ Blue Packages 

JmueChoice PPO PbyCopay 730 - Std I 
Rx Option (indicate copayments) 

jBiuescript V 10/25140 - Std 

Maximum Out of Pocket (Coinsurance only): $2c ~00/$7, 500 
Calendar Year Deductible: omsurance: 

Per Person ls750 I In-Network I Participating Jso•;. 

Per Family Js~,2SO I 
Out-of-Network I NOn-Participating 170-!o 

Office Visit Copay: 

Pre-Existing I Pre-Existing Applies I 
FamilyPhy. 

Is•~ 
Rates. 

All Other Providers ls25 

EmployeeJ $537.56 .I Employee/Spouse! S1,099.29jEmployee/Chird(ren~ $943.51 I Family I St,53l.Ss(othe~ 

Health Plan Name Rx Option (indicate copayments) 

IBlueOptions Advantage 17$0 - Std I jBiueScript C Copay Plan 10125/40 C- Std 

Maximum Out of Pocket:$2,500/$7,500 
calendar Year Deductible: ,' Coinsurance: 

I 
In-Network I Participating 19() . Per Person 1$0/$500. ·.+i'':' 

Out-of-Network I Non-Participating fso 
I Per Family !so 1 s1,soo 

Office Vtsit Copay: 
\_ 

Pre-Existing IPre-Existing AppUes I 
FamilyPhy. 

Jst5 

Rates. 
All Other Providers jSJO 

Employeej $445,231 Employee/Spouse! $921.621Employee/Child(ren~ $837.021 Family~~ 

I 

I 
I 

I 

I 
I 

I 

I 
I 

I 
I . 
I 

13123-995 SR (Rev 0805) 7120/2007 8:32:09AM 



• • :gmueSbleld 
• 0 Heahh Options. 

1'-'Qillll-. ............ o.. .. _ ..... 
........ ...__.._ ...... o.. ----

Health Plan Name 

(BlueOptions SN Blth PI 1160 - Std 

EMPLOYER APPLICATION 
(True Group Application) 

I 
Rx Option (indicate copayments) 

lstueSeript G - In-Network CYD + !.1 0/25/40 NStd I 
In-Network Maximum Out of Pocket $5,000 - Out-of-Network Maximum Out of Pocket $10,p 
Calendar Year Deductible: Coinsurance: 

00 

Per Person f$1,250 I $2,500 I 
In-Network I Participating I so I 

JNIAINIA 
Out-of-Network I Non-Participating J60 I Per Family I 
Office Visit Copay: 

Pre-Existing . )Pre-Existing Applies I 
FamilyPhy . 

lcYD+soo;. I 
Rates. All Other Providers Jcm+BO% I 

.. 

Employee) $259.94 I Employee/Spouse! NIA )Employeeichild(ren~ . · NIA . ·I Family I · NIA jothe~ NIA I 
Health Plan Name Rx Option (indicate copayments) 

IBtueOptions FM Blth PI 1161 - Std I IBiueScript G- In-Network CYD + ! 10 ll5l40 NStd I 
In-Network Maximum Out of Pocket $5,000/$5,000 - Out-of-Network Maximum $10,000/$10 000 
Calendar Year Deductible: Coinsurance: 

Per Person lsz.soo 1 ss,ooo I 
In-Network I Participating I so I 

I 
OUt-of·Network I Non-Participating )60 I 

Per Family Jsz,soo 1 ss~ooo 
Office Visit Copay: 

Pre-Existing jPre-Existing Applies I 
FamilyPhy. · 

jcYD+80o/o I 
Rates. 

All Other Providers jCYD+80°/o I 
Employee) N/A I Employee/SpouseJ· $538.08 IEmployeeiChild(ren~ $488.68 I Family J $125.31 jothe~ N/A ·I .. . 

Health Plan Name Rx Option (if19icate copayments) 

)BlaeCare NFQ LG Grp Plan 16- Std I jBJueCare Rx I 0125/40 C - Std I 
Maximum Out of Pocket: $1,500/$3,000 
Calendar Year Deductible: Coinsurance: 

Per Person I I 
In-Network I Participating I I 
OUt-of-Network I Non-Participating J I 

Per Family I J 
Office Visit Copay: 

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

lst5 I 
All Other Providers 1$45 I Rates. 

Employee! ssot.91 I EmployeeiSpousejS1,018.2ljEmployee/Child(ren~ $194.841 Family lst~442.31lOthef 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? 0 Yes [1g No 
(if left blank, the response is assumed to be No.) 

V. Rate Information 

13123-995 SA (Rev 0805) 
712012007 8:46:49AM 



• 
' BlueCross BlueSbleJd U ofF1orlda 

• • Health Options. ....... _... ... ,...,_c.. __ _ 
.fiiiiiiMI. .. .,...._...._ ..... _c-. 
...... __ _ 

EMPLOYER APPLICATION 
(True Group Application) 

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

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. 

0 .. Funding Arrangements: BCBSF:Imscount 

~================================~ HMO: lmseount 

E. Rate Comments:! L ----------------------------------~ 

13123-995 SA (Rev 0805) 
7/20/2007 8:32:09AM 



. ... ' BlueCross BlueSbleld r~ U ofF1orida 
• • Healtb Options. .... __.... .. .___a.. __ .._ 

.AIMI. ............... ., .. -0.. -·--
VI. Applicant Responsibilities 

EMPLOYER APPLICATION 
(True Group Application) 

A. The applicant shall: 1) Notify each enrollee to the benefits selected by the applicant, their Effective Date, and 
the tennination 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 BCBSFJHOI for this or any other purpose, nor shall BCBSFIHOI be 
responsible for such notification to retirees). 2) Deliver to covered enrollees identification cards and certificates 
of coverage furnished by BCBSFIHOI. 3) Notify BCBSFJHOI 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 BCBSFJHOI Coiporate 
Headquarters no later than thirty (30) days from the group's Effective Date. 5) Collect enrollee contribution, if 
required, and remit Premium paymenVprepayment fees to BCBSFIHOI as specified in this application. 

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 yaur 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 infonnation 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 Signature of APPlicant 

1 9/24/07 II "Cfc ~~ 
Date · ld of Flori · 

Print!Type Name & Title 

I Jim B. H!gg!nbot~am, Chairman db 
Nassau C~un y Bo rd of Commissjers 

, 9rlfeatth Options, Inc. Licensed Agent (Print) 

Agent License Identification Number 

Nassau County signatures continue on the next page. 

13123-995 SA (Rev 0805) 712012007 8:32:09AM 



ATTEST: 

BLUE CROSS/BLUE SHIELD CONTRACT 
EMPLOYEE HEALTH INSURANCE 

A. Crawfo 
-OFFICIO CL 

APPROVED AS TO FORM BY THE 
NASSAU COUNTY ATTORNEY 



Nassau County BOCC #30749 
Effective 10/0112007 

pg5TGA 

EMPLOYEE CONTRIBUTION: Employees hired on or after October 1, 2005 will be 
responsible for 100% ofthe 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 

- 9-24-07 
date 

date 



.. 
Iii .v. 

BlueCrou BlueShleld 
efF1orida 
Ifetilth Optioml.. ENROLLMENT SUMMARY 

COBRA COMPLIANCE (CHECK APPROPRIATE BOX) 

ISJ"" Our company employed 20 or more full and/or part-time employees* during the previous calendar year and is subject to federal COBRA. All full and 
part-time common law employees of an employer are considered in determining COBRA compliance. All full time employees are counted as one employee 
and each part-time employee is counted as a fraction of an employee. 

0 Our company employed fewer than 20 full and/or part-time employees* during the previous calendar year and is subject to the Florida Health Insurance 
Coverage Continuation Act ("FHICCA ").All full and part-time common law employees of an employer are considered in determining COBRA compliance. 
All full time employees are counted as one employee and each part-time employee is counted as a fraction of an employee. 

"For COBRA and FHICCA purposes, self-employed individuals, independent contractors and non-employee directors are not counted. 

MEDICARE SECONDARY PAYER COMPLIANCE (CHECK APPROPRIATE BOX) 
Mullipu mrp~~yu plan: a plan sponsored by more than on2 employer. Mulli-mtplayer plan: a plan jointly sponsored by employers and unions. 

lfyou pre a single employer plan: 
~ ·Yes 0 No Our company employed 20 or more employees'"* each working day in 20 or more calendar weeks (does not have to be consecutive 

weeks) during the current or preceding calendar year. 
lfyoupe a single employer, multiple employer or a multi-employer plDn: 

ISJ'/ Yes D No Our company employed 100 or more employees'"* on 50 percent or more of the business days during the preceding calendar year. 

If you are a multiple employer or a multi-employer plDn: 
0 Yes 0 No All employers in our Group Health Plan (GHP) employed 20 or more employees** for 20 or more consecutive weeks in either the 

current or preceding calendar year. 

0 Yes D No At least one of the employers in our GHP employed 20 or more employees*" for 20 or more consecutive weeks in either the current 
or preceding calendar year. 

0 Yes 0 No All employers in our GHP employed fewer than 20 employees** for 20 or more consecutive weeks in either the current or 
preceding calendar year. 

l£m1Dh)Vees" includes aiJ full and/or 

Employers must have an application completed for all employees, even those who are not taking the health coverage, and submit 
those applications to Blue Cross and Blue Shield of Florida, Inc. and/or Health Options, Inc. It is recommended that the employer 

also retain a copy of all applications. 

I certify that the above information is correct to the best of my knowledge I understand that this information will be used to determine my 

company's compliance with Blue Cross and Blue Shield of Florida, Inc. and/or Health Options, Inc. eligibility and Underwriting Guidelines, 

as well as the applicability of State and Federal laws relating to my company and plan. Blue Cross and Blue Shield of Florida, Inc. and/or 

Health Options, Inc. reserves the right to request a UCT-6 or other documentation as evidence of business activity at any time and from time 

to time in order to validate my compliance with eligibility and Underwriting Guidelines, as well as validate the applicability of State and 

Federal laws. 

Anyper~on who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing 

any falser incpmplete, or mislea~.g information is guilty of a felony of the third degree. 
i (~ /i . 

i'-''-·C~ IJ.lu ~- Human r<osources ca reckl . .lo....<:....:r'-.--JD) ~I/o~ 
~l r'~CL. b}_~:~\ture HUfYUY\ 'Q~ttv~ C.COrd·,~V:e 
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Tina Keiter 

From: 
Sent: 
To: 

Olsen, Vickie [Vickie.Oisen@bcbsfl.com] 
Thursday, September 06, 2007 9:28 AM 
Tina Keiter 

Subject: Contract Clarification 

Hi Tina, 

The contract states, See Special Instructions, in Section D of Item II. The special 
instructions listed for your group's eligibility waiting period states: lst of the month 
following 90 CALENDAR days. BCBSF utilizes a 30 day month, however, since your group 
counts actual days, we altered the waiting period instructions. 

Please advise if you are in need of further information. 

Thanks, 

Vickie Olsen 
Account Management Specialist 
5011 Gate Parkway S 
Bldg 100, Suite 300 
Jacksonville, FL 32256 
Phone: 904-564-5907 
Fax: 904-565-6221 
E-mail: vickie.olsen@bcbsfl.com 
*d Blue Cross Blue Shield of Florida 
Please visit us at: www.bcbsfl.com 
If you are an agent and need assistance with an issue, please call the Agent Service 
Center at l-800-267-3156. Thanks! 

Blue Cross Blue Shield of Florida, Inc., and its subsidiary and affiliate companies are 
not responsible for errors or omissions in this e-mail message. Any personal comments made 
in this e-mail do not reflect the views of Blue Cross Blue Shield of Florida, Inc. The 
information contained in this document may be confidential and intended solely for the use 
of the individual or entity to whom it is addressed. This document may contain material 
that is privileged or protected from disclosure under applicable law. If you are not the 
intended recipient or the individual responsible for delivering to the intended recipient, 
please (l) be advised that any use, dissemination, forwarding, or copying of this document 
IS STRICTLY PROHIBITED; and (2) notify sender immediately by telephone and destroy the 
document. THANK YOU. 

1 
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September 27, 2007 

Ms. Vickie Olsen 
Account Manager Specialist 
Blue Cross/Blue Shield of Florida, Inc. 
5011 Gate Parkway South 
Building 100, Suite 300 
Jacksonville, FL 32255 

RE: Application for Group Health Coverage 

Dear Ms. Olsen: 

JOHN A. CRAWFORD 
Ex-Officio Clerk 

David A. Hallman 
County Attorney 

Ted Selby 
Interim County Coordinator 

During a regular session of the Nassau County Board of County Commissioners 
held September 27, 2007, the Board approved and authorized the Chairman to sign the 
referenced agreement. I have enclosed two original documents for processing. Once 
signed, please return one fully executed agreement to my office. I have enclosed a self­
addressed envelope for your convenience. 

Thank you for your assistance to this matter. 

If I can be of any service to you please do not hesitate to let me know. 

Enclosures 

ohn A. Crawford 
Ex -Officio Clerk 

(904) 548-4660, 879-1029, (800) 958-3496 

An Affirmative Action I Equal Opportunity Employer 


