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BLUE CROSS AND BLUE SHIELD OF FLORIDA, INC.
HEALTH OPTIONS, INC.

ACCOUNTING AND RETENTION AGREEMENT
(Proshare)

This is an Agreement (hereinafter "Agreement") between Blue Cross Blue Shield of
Florida, Inc. d/b/a Florida Blue and Health Options, Inc., (hereinafter jointly referred to as
"Florida Blue"), located at 4800 Deerwood Campus Parkway, Jacksonville, Florida 32246
and Nassau County Board of County Commissioners, (hereinafter "the Group") located at
96135 Nassau Place Suite 5, Yulee FL 32097.

WHEREAS, the Group requests Florida Blue to provide a health maintenance organization
(hereinafter “‘HMO”) and a Point-of-Service insurance program, (hereinafter jointly referred
to as GHP “the Group Health Plan”) to its employees and their covered dependents
(hereinafter “Group Member(s)”); and

WHEREAS, Health Options, Inc., has agreed to provide the HMO part of the GHP, and
Florida Blue has agreed to provude the insurance part of the GHP; and

WHEREAS, each of the parties to this Agreement seeks to set forth in writing the terms
and conditions of their Agreement.

NOW THEREFORE, for good and valuable consideration, the parties agree to these terms
and conditions:

. TERM
The initial term of this Agreement shall begin on January 1, 2024, (the effective date)

and shall end on _December 31, 2025 (the termination date), unless otherwise
terminated or renewed in accordance with the provisions of this Agreement.

During the term of this Agreement, the Group agrees to: a) maintain enrollment that does
not decline to one hundred (100) or fewer contracts for two consecutive months or three
nonconsecutive months during a single contract period, and b) meet or exceed the
minimum participation guidelines set forth in the True Group Application. In the event the
Group is unable to maintain adequate enrollment, this Agreement may be terminated and
no settlement will be prepared and the Group will not be eligible for this funding
arrangement in the future.

I BENEFIT PLAN

Florida Blue will pay benefits to all eligible Group Members in accordance with the
provisions of this Agreement and the GHP.
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1. PREMIUM PAYMENTS

The Premium Rates, Prepayment Fees, and Supplemental Charges for the GHP are
payable in advance to Florida Blue at the address set forth above. The premiums for the
program are set forth in Exhibit A.

IV. SETTLEMENT ACCOUNTING

Within one hundred twenty (120) days after the end of the entire term of the Agreement,
Florida Blue shall prepare and furnish to the Group a Settlement Accounting of their
operations of the term. This Settlement Accounting shall include operations under all
coverages of the Agreement and shall set forth the following:

) Earned Premium
) Incurred Claims less claims in excess of the pooling point
(c) Capitation Charges, if applicable
) Pooling Charges (not included in administrative charges)
) Administrative Charges as set forth on Exhibit A

If Earned Premium is greater than the sum of Incurred Claims less claims in excess of the
pooling point, Capitation Charges, Pooling Charges and Administrative Charges, 50% of
this excess will be returned to the Group.

The accounting is an aggregation of the contract periods encompassed in the term of the
Agreement. If the Group cancels prior to _ December 31, 2025 , any such excess will
not be available for return to the Group.

If Earned Premium is less than the sum of Incurred Claims less claims in excess of the
pooling point, Capitation Charges, Pooling Charges and Administrative Charges, the deficit
will be retained by Florida Blue.

V. TERMINATION

This Agreement may be terminated at any anniversary of the effective date by either party
by giving the other party at least 45 days prior written notice of such termination.

Vl. MODIFICATION OF RATES

Rates for the first twelve (12) months of this Agreement will remain in effect, as set forth in
Exhibit A, provided there is no material change to the Benefit Contracts, the enroliment, or
any other risk factor, as determined by Florida Blue. Thereafter, all rates set forth in this
Exhibit A of this Agreement or subsequent contract periods are subject to change by
Florida Blue at any time following at least forty-five (45) days prior written notice to the
Group.

The administrative charge shall remain the same for the duration of the Agreement. The
rates and pooling charge for subsequent contract periods after the initial contract period of
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the term of the Agreement will be setforth and presented to the Group on a revised Exhibit
A. All other provisions of this Agreement shall remain in effect without modification.

VIl LATE PAYMENT/CHARGE

In the event the Group fails to make any payment due under this Agreement, in full, prior
to the applicable due date, such payment may be made to Florida Blue up to ten (10) days
after such due date without a late payment charge. Payments received by Florida Blue
eleven (11) to thirty-one (31) days after such due date may be subject to a late payment
charge. The parties shall negotiate and shall agree upon the amount of any late charges
due and owing under this Section prior to Florida Blue’s request for payment of the
same.

In the event any charge under this Agreement is not paid, in full, by the Group to Florida
Blue within thirty-one (31) days after the applicable due date, this Agreement will
automatically terminate as of the applicable due date. In the event this Agreement
terminates retrospectively for any reason, the Group shall be liable, in addition to all other
liabilities set forth in this Agreement, for any claim(s) paid by Florida Blue which were
incurred after the termination date.

All payments due for charges during the Agreement period must be received by Florida
Blue in order for the Group to share in any excess.

VIll. RENEWAL

This Agreement does not automatically renew or extend upon completion of the term of the
Agreement. A revised Exhibit A for subsequent periods after the initial period showing
renewal rates, administrative charge and pooling charge for such subsequent period will
be provided to the Group after renewal for each subsequent period within the term of the
Agreement. Any revised Exhibit A does not represent a renewal or extension of the
original term of the Agreement.

IX. INCONSISTENCIES

If the provisions of this Agreement are, in any way, inconsistent with the provisions of the
Benefit Contract(s), then the provisions of this Agreement shall prevail, and the other 3
provisions shall be deemed modified but only to the extent necessary to implement the .
intent of the parties expressed herein.

X. SURVIVAL

The rights and obligations of the parties, as set forth herein, shall survive the termination of
this Agreement to the extent necessary to effectuate the intent of the parties as expressed
herein.
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XI. WAIVER OF BREACH

The failure by either party, at any time, to enforce or to require the strict adherence to any
provision of this Agreement shall not be deemed to be a waiver of such provision or any
other provision of this Agreement.

X1l GOVERNING LAW

This Agreement, and the rights of the parties hereunder, shall be construed according to
the laws of the State of Florida.

Xll.  SEVERABILITY

In the event any provision of this Agreement is deemed to be invalid or unenforceable, all
other provisions shall remain in full force and effect.

XlV. AMENDMENT

This Agreement may be amended at any time upon mutual, written agreement of both
parties, except that Florida Blue may make changes necessary to comply with State and
Federal laws upon sixty (60) days’ notice to the Group.

XV. ENTIRE AGREEMENT

This Agreement, including its Exhibits, the application(s) for coverage, and the Benefit
Contract(s) constitute the entire Agreement between the Group and Florida Blue. Any
prior agreements, promises, or representations, either oral or written, relating to the subject
matter of this Agreement, and not expressly set forth in this Agreement, are of no force or
effect.

XVIL. NOTICES

Any notice, required or permitted under this Agreement, shall be deemed given if hand
delivered or if mailed by United States mail, or an overnight mail service (e.g., Federal
Express), postage prepaid, to the applicable address as set forth above or to such other
address as a party may designate, in writing, to the other party. Such notice shall be
deemed effective as of the date so deposited or delivered.

XVIl. SEPARATE CORPORATIONS

Florida Blue and Health Options, Inc., are separate corporations. Nothing in this
Agreement shall be construed, for any purpose whatsoever, to make either liable for the
actions of the other.
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XVIll. PROVIDER NETWORKS

Florida Blue's Health Care Provider Networks are subject to change and may be modified
at any time during the term of this Agreement without notice to or consent of the Group or
any Group Member.

BLUE CROSS & BLUE SHIELD OF FLORIDA, INC.
d/b/a FLORIDA BLUE & HEALTH OPTIONS, INC.

By: Dowid, Bwnder

Name: David Hunter

Title: Vice President

Date: 5/2/2024

NASS, D OF COUNTY COMMISSIONERS

By:

Name;
Printed

Title: Chairman

Date: 6-3-24
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Attest as to authenticity of the

Chair’s signature:

5

Approved as to form and legality by the

. CRAWFO
Nassau County Attorney

Officio Clerk

25

DENISE C. MAY
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EXHIBIT A
TO THE
ANNUAL ACCOUNTING AND RETENTION AGREEMENT
WITH

NASSAU COUNTY BOARD OF COUNTY COMMISSIONERS
GROUP NO. 30749

A.Premiumrateseffective: _ January 1, 2024 through December 31, 2024

Blue CarePlan 46: Single: $ 657.50 !
E/S: $1,361.03 g
E/C: $1,236.11
Family: $2,087.58

E/S: $1,753.46
E/C: $1,592.48
Family: $2,689.45

R R S R R W...z

|
Blue Care Plan 60: Single: $ 847.11 |
|
2

I
Blue Options Plan 03769 Single: $ 894.46 o
E/S: $1,852.47 ‘
E/C:  $1,682.43 |

Family: $2,841.36

|

|

i

| Blue Options Plan 05192/93 Single: $ 622.38
E/S: $1,288.27
E/C: $1,170.07
| Family: $1,976.03

{

}

|

|

B. Administrative charges effective: January 1, 2024 through December31,2024
11.15% of earned premium

|
; C. Poolingeffective: January 1, 2024 through December 31, 2024
| Pooling Level: $255,000 Per individual

Pooling Charges: 6.89% of earned premium

D. Portionofexcess retumedto Group (ifapplicable): 50%













uCcudiyil CHYCIUPG 1. 1DVILUVU-DUS40~4AIL-DUL LUV O 10U E L4/

Applicant Group Name (full and complete legal name) Tax ID Group # (if applicable)
NASSAU COUNTY BOARD OF COUNTY COMMISSIONERS 591863042 30749

Health, Dental, Vision: The applicant hereby applies for issuance of a Group Policy (herein referred to as a policy) by Blue
Cross and Blue Shield of Florida, Inc., DBA Florida Blue, Health Options, Inc., DBA Florida Blue HMO, BeHealthy Florida Inc.,
DBA Truli for Health, CHP and/or Fiorida Combined Life (FCL). Upon acceptance of the application by Florida Blue, Florida
Blue HMO, Truli for Health, CHP and/or FCL, it will become part of the Policy issued to the applicant named above. This
Policy may be terminated by the applicant or Florida Blue/Florida Blue HMO/CHP/Truli for Health/FCL by giving at least 45
days prior written notice to the other party except in the case of non-payment of Premium.

Rate Information: Premiums/Prepayment fees are payable monthly on or before the due date which will be the

_1st . 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. The Rates established for this Policy
will not be changed for the first twelve (12) months following the original Effective Date of Coverage unless there is a change
in benefits or a 15% or more change in the composition of the group. However, Florida Blue/Florida Blue HMO/CHP/Truli for
Health/FCL 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 at least forty-five (45) days prior to their Effective Date.

A) The Applicant Shall

1) Be solely responsible for notifying each enrollee, employee, retiree, or beneficiary of the benefits selected, the
effective date, and the termination date of coverage (at no time and for no reason, will the applicant be deemed an
agent of Florida Blue/Florida Blue HMO/CHP/Truli for Health/FCL, nor shall Florida Blue/Florida Blue
HMO/CHP/Truli for Health/FCL be responsible for such notification to enrollees, employees, retirees or
beneficiaries).

2} Notify Florida Blue/Florida Blue HMO/CHP/Truli for Health/FCL promptly of any changes in the eligibility of
enrollees covered under this Agreement.

3) List any absentees at the time of initial enroliment on the appropriate Florida Blue/Florida Blue
HMO/CHP/Truli for Health/FCL form. Applications from absentees will be accepted at Florida Blue/Florida
Blue HMO/CHP/Truli for Health/FCL Corporate Headquarters no later than thirty (30) days from the group’s
original Effective Date.

4) Collect enrollee contribution, if required, and remit Premium payment/prepayment fees to Florida
Blue/Florida Blue HMO/CHP/Truli for Health/FCL as specified in this application.

5) Be solely responsible for providing an SBC to each employee and their dependents, at the following times, and under
the following circumstances: upon application for coverage; by the first day of coverage if there are changes to the
SBC after application; to special enrollees; upon renewal; or upon request for an SBC or summary information about
health coverage.

B) Applicant hereby establishes an Employee Welfare Benefit Plan for the purpose of providing for its employees or their
beneficiaries medical, surgical, hospital care, or benéfits in the event of sickness.

C) Applicant acknowledges that if applying for BlueOptions with an Exclusive Provider Provision (EPP), all eligible employees
live, reside or work in the Service Area and the applicant acknowledges receipt of a description of the following: 1) exclusive
providers; 2) the exclusive provider provisions, including coinsurance and deductible levels if providers other than exclusive
providers are used; 3) coverage for emergency and urgently needed care and other out-of-service area coverage; 4)
limitations on referrals to restricted exclusive providers and to other providers; and 5) Florida Blue's quality assurance
program and grievance procedure. Applicant further acknowledges its understanding of the restrictions of the BlueOptions
Exclusive Provider Organization.

D) If applicant chose an HSA, HRA, or FSA integrated arrangement with Florida Blue/Florida Blue HMO/Truli for Health's
preferred administrator in Section 1V under Health Coverage subsection, applicant agrees to obtain from each employee
enrolling in a health plan issued or administered by Florida Blue/Fiorida Blue HMO/Truli for Health and establishing an HSA,
HRA, or FSA in conjunction therewith, the employee’s signed HIPAA compliant authorization form that authorizes Florida
Blue/Florida Blue HMO/Truli for Health to disclose to Florida Blue/Florida Blue HMO/Truli for Health’s preferred administrator
such information, including protected health information, of the employee as administrator may require in order to establish
and maintain the employee’s HSA, HRA, or FSA accounts. Applicant acknowledges and agrees that Florida Blue/Florida Blue
HMO/Truli for Health does not provide banking or administrative services for HSA, HRA, or FSAs and that Florida Blue/Florida
Blue HMO/Truli for Health is not responsible for the provision of HSA, HRA, or FSA services. HSA, HRA, or FSA services are
provided by the administrator of applicant’s choice subject to the terms and conditions of such agreements, including any fees
that the administrator may require.

E) Applicant understands that if applying for an HSA-qualified High Deductible Health Plan and electing to grant Prior Carrier
Credit under Florida law to enrolling Employees, then that plan may no longer qualify as an HSA- compatible plan.

Health and Vision insurance is offered by Florida Biue. HMO coverage is offered by Florida Biue HMO, CHP and/or Truli for Health, which are affiliates of
Florida Blue. Florida Combined Life Insurance Company, inc., is the carrier for the Dental offerings in this application. These companies are Independent
Licensees of the Blue Cross and Blue Shield Association.

89424-1221R Page 4 of 5
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Applicant Group Name (full and complete legal name) Tax ID Group # (if applicable)
NASSAU COUNTY BOARD OF COUNTY COMMISSIONERS 591863042 30749

F) t understand that this information will be used to determine my group’s compliance with Florida Blue/Florida Blue
HMO/CHP/Truli for Health/FCL Underwriting Guidelines, as well as the relevant State and Federal laws relating to my group
and plan. Florida Biue/Florida Blue HMO/CHP/Truli for Health/FCL reserves the right to request documentation to support
evidence of business activity at any time, and from time to time as validation of compliance.

G) Applicant agrees to receive group invoices and other communications from Florida Blue/Florida owue HMO/Truli for

Health/FCL electronically through your EmployerPoint account. You agree to keep your email address up-to-date in order to

access and receive required communications through your EmployerPoint account. Applicant understands that failing to

update your email address may result in delay of notification of important information including premium invoices. Applicant

may change this mailing preference at any time by calling Florida Blue/Florida Blue HMO/Truli for Health/FCL or logging into
_your EmployerPgint account.

Certification:

1) The applicant hereby certifies that the information contained in this application, including any attachment to it, is true
and complete.

Fraud Notice: Any person who knowingly, and with intent to injure, defraud, or deceive any insurer, files a statement of claim
or an application containing any faise, incomplete, or misleading information is guilty of a felony of the third degree.

Please print or type, except where signature is requested.
For (Name of Applicant): Representative: Licensed Agent (FL):
NASSAU COUNTY BOARD OF Andrew Carroll Mark Bailey
COUNTY COMMISSIONERS
- Representative Code & License: License #:
Representative Signature: Licensed Agent Signature:
| Representative Email: Licensed Agent Email:
0->-24 Andrew.Carroli@bcbsfl.com Mark.Bailey@mbaileygroup.com
Date: Date: Date:
6-3-24

Health and Vision insurance is offered by Fiorida Blue. HMO coverage is offered by Florida Blue HMO, CHP and/or Truli for Health, which are affiliates of
Florida Blue. Florida Combined Life Insurance Company, Inc., is the carrier for the Dentat offerings in this application. These companies are Independent
Licensees of the Blue Cross and Blue Shield Association.
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Applicant Group Name (full and complete legal name) Tax ID Group # (if applicable)
NASSAU COUNTY BOARD OF COUNTY COMMISSIONERS 591863042 30749

F) | understand that this information will be used to determine my group's compliance with Florida Blue/Florida Blue
HMO/CHP/Truli for Health/FCL Underwriting Guidelines, as well as the relevant State and Federal laws relating to my group
and plan. Florida Blue/Florida Blue HMO/CHP/Truli for Health/FCL reserves the right to request documentation to support
evidence of business activity at any time, and from time to time as validation of compliance.

G) Applicant agrees to receive group invoices and other communications from Flonda Blue/Florida Blue HMO/Truli for
Health/FCL electronically through your EmployerPoint account. You agree to keep your email address up-to-date in order to
access and receive required communications through your EmployerPoint account. Applicant understands that failing to
update your email address may resuit in delay of notification of important information including premium invoices. Applicant
may change this mailing preference at any time by calling Florida Blue/Florida Blue HMO/Truli for Health/FCL or logging into
your EmployerPoint account.

Certification:

1) The applicant hereby certifies that the information contained in this application, including any attachment to it, is true

and complete.

Fraud Notice: 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.

Please print or type, except where signature is requested.

For (Name of Applicant): Representative: Licensed Agent (FL):
NASSAU COUNTY BOARD OF Andrew Carroll Mark Bailey

COUNTY COMMISSIONERS

By: Representative Code & License: License #:

John Martin /

Representative Signature: Licensed Agent Signature:

Dajed: Representative Email: Licensed Agent Email:
6-3-24 Andrew.Carroll@bcbsfl.com Mark.Bailey@mbaileygroup.com
Date: Date: Date:
6/7/2024 6/7/2024
6-3-24

Health and Vision insurance is offered by Florida Biue. HMO coverage is offered by Florida Biue HMO, CHP and/or Truli for Heaith, which are affiliates of
Florida Blue. Florida Combined Life insurance Company. Inc., is the carrier for the Dental offerings in this application. These companies are independent
Licensees of the Blue Cross and Blue Shield Association.
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