SPECIAL MEETING OF CITY COUNCIL

TO: THE HONORABLE PRESIDENT AND MEMBERS OF MASSILLON CITY COUNCIL

Ladies and Gentlemen:

A Special Meeting of the City Council of the City of Massillon, Ohio, is hereby called. This

Meeting shall be held in the Massillon City Council Chambers at City Hall on MONDAY,

NOVEMBER 30, 2015, AT 6:00 p.m. for the purpose of:

SEE ATTACHED AGENDA

On this __ 19t Day of NOVEMBER 2015

cC:

MAYOR

AUDITOR

SAFETY SERVICE DIRECTOR

INCOME TAX ADMINISTATOR/BUDGET DIRECTOR

CHIEF ENGINEER

Section 731.46 Ohio Revised Code

“The Council of a municipal corporation shall not be required to hold more than one regular
meeting in each week; and the meetings may be held at such time and place as may be prescribed
by ordinance and shall at all time be open to the public; and the Mayor or any three members may
call special meetings upon at least twelve hour notice to each member, served personally or left at his

usual place of residence.”




MASSILLON CITY COUNCIL
CITY OF MASSILLON, OHIO
TONY M. TOWNSEND, PRESIDENT

AGENDA FOR SPECIAL MEETING
HELD MONDAY, NOVEMBER 30, 2015 AT 6:00 P.M.

1. ROLL CALL

2. ACTION TAKEN WITH POSSIBLE PASSAGE ON THE FOLLOWING:

ORDINANCE NO. 184 — 2015 BY: ENVIRONMENTAL COMMITTEE

AN ORDINANCE authorizing the Mayor of the City of Massillon, Ohio, to submit an
application for financial assistance to the Muskingum Watershed Conservancy District
for a Hydraulic Feasibility Study for water quality improvements to the Tuscarawas
River and to execute all necessary documentation needed to secure the funding, and

declaring an emergency.

ORDINANCE NO. 185 — 2015 BY: FINANCE COMMITTEE

AN ORDINANCE authorizing the Director of Public Service and Safety of the City of
Massillon, Ohio, to enter into a contract with The Health Plan for health insurance
coverage for City employees for the 2016 calendar year, and declaring an emergency.

. ADJOURNMENT

DIANE ROLLAND - CLERK OF COUNCIL



DIANE ROLLAND

°  DATE.__NOVEMBER 30, 2015 CLERK:

MASSILLON CITY COUNCIL
CITY OF MASSILLON, OHIO
TONY M. TOWNSEND, PRESIDENT

COUNCIL CHAMBERS LEGISLATIVE DEPARTMENT

ORDINANCE NO. 184 - 2015

BY: ENVIRONMENTAL COMMITTEE

TITLE: AN ORDINANCE authorizing the Mayor of the City of Massillon, Ohio, to submit an
application for financial assistance to the Muskingum Watershed Conservancy District for a
Hydraulic Feasibility Study for water quality improvements to the Tuscarawas River and to
execute all necessary documentation needed to secure the funding, and declaring an

emergency.

NOW, THEREFORE, BE IT ORDAINED BY THE COUNCIL OF THE CITY OF
MASSILLON, STATE OF OHIO, THAT:

Section 1:

The Council of the City of Massillon, Ohio, hereby determines it to be necessary for the
Mayor of the City of Massillon, Ohio, to submit an application for financial assistance to the
Muskingum Watershed Conservancy District for a Hydraulic Feasibility Study for water quality
improvements to the Tuscarawas River and to execute all necessary documentation needed to

secure the funding.

Section 2:

The Mayor of the City of Massillon, Ohio, is hereby authorized and directed to submit an
application for financial assistance to the Muskingum Watershed Conservancy District and
execute all necessary documentation needed to secure funding for a Hydraulic Feasibility Study

for water quality improvements to the Tuscarawas River.

Section 3:

The Clerk of Council is authorized to correct any typographical errors discovered herein
during or after the pendency or passage of this ordinance. The Clerk of Council is further
authorized, in conjunction with the Law Department and the Council President to correct any
ministerial or de minimis errors that do not substantially alter the intended results or numerical
total sums of this ordinance, during or after the pendency or passage of this ordinance.

Corrected copies are to be sent to all official recipients.



-2~ ORDINANCE NO. 184- 2015

Section 4:

This Ordinance is hereby declared to be an emergency measure for the efficient operation
of the City of Massillon and for the preservation of the health, safety and welfare of the
community. Provided it receives the affirmative vote of two-thirds of the elected members to
Council, it shall take effect and be in force immediately upon its passage and approval by the
Mayor. Otherwise, it shall take effect and be in force from and after the earliest period allowed

by law.
PASSED IN COUNCIL THIS DAY OF ; 2018
ATTEST:
TONY TOWNSEND, PRESIDENT

DIANE ROLLAND, CLERK OF COUNCIL

APPROVED:
KATHY CATAZARO-PERRY, MAYOR



DIANE ROLLAND

DATE:___NOVEMBER 30, 2015 CLERK:

MASSILLON CITY COUNCIL
CITY OF MASSILLON, OHIO
TONY M. TOWNSEND, PRESIDENT

COUNCIL CHAMBERS LEGISLATIVE DEPARTMENT

ORDINANCE NO. 185 -2015

BY: FINANCE COMMITTEE

TITLE: AN ORDINANCE authorizing the Director of Public Service and Safety of the City of
Massillon, Ohio, to enter into a contract with The Health Plan for health insurance coverage for

City employees for the 2016 calendar year, and declaring an emergency.

NOW, THEREFORE, BE IT ORDAINED BY THE COUNCIL OF THE CITY OF
AASSILLON, STATE OF OHIO, THAT:

Section 1:

The Council of the City of Massillon, Ohio, hereby determines it to be necessary and in
the public health, safety and welfare to enter into a contract with The Health Plan for health

insurance coverage for City employees for the 2016 calendar year.

Section 2:

The Director of Public Service and Safety of the City of Massillon, Ohio, is hereby
authorized to enter into a contract with The Health Plan for health insurance coverage for City

employees for the 2016 calendar year.

Section 3:

The Clerk of Council is authorized to correct any typographical errors discovered herein
during or after the pendency or passage of this ordinance. The Clerk of Council is further
authorized, in conjunction with the Law Department and the Council President to correct any
ministerial or de minimis errors that do not substantially alter the intended results or numerical
‘otal sums of this ordinance, during or after the pendency or passage of this ordinance.

Corrected copies are to be sent to all official recipients.



-2- ORDINANCE NO. 185 -2015

Section 4:

This Ordinance is hereby declared to be an emergency measure necessary for the
immediate preservation of the health, safety, and welfare of the community, and for the
additional reason that it is necessary to enter into a contract with The Health Plan for health
insurance coverage for City employees for the 2016 calendar year. Provided it receives the
affirmative vote of two-thirds of the elected members to Council, it shall take effect and be in
force immediately upon its passage and approval by the Mayor. Otherwise, it shall take effect

and be in force from and after the earliest period allowed by law.

D or T o G
PASSED IN COUNCIL THIS / DAY OF &}7%@ e A , 2015

ATTEST: (00 )X
DIANE ROLLAND, CLERK|/OF COUNCIL

S

! hereby cerlity that the foregoing ordinance
IS a true copy of the original, as passed by
the Council of the City of Massillen Ohio, ~

and approved a hot/ed thereon:
l“‘( ‘_-\\ 7]
Vo AR

' Clerk of Counéil
Date__ , b, /J




LG RENEWAL,

[

The

HealthPlan

Employer Master Applicotion,

Corporate Office;

The Heolth Plan
52160 National Rd. East
5t Clairsville, OH 43950-9345
Toll Free 1.800.624.6961

51+ Eligible Lives

The Employer named below appiies o baéome an Employer Gfoup_ under the bolicylies} issued by The Health
Plan {the Plan). Before signing this application, read carefully and complete all greas, Please type.

Renle\:v-o}l. Eaizo g

Federal Tax L.D. #

T of (Ynssillen

Nature of Business (be specific

BARGY

ools

— 4 - LD 1829

["Mailing Addres; {if dilferenl:
o

Sireet Addre: i

" Mossi

t/
I 8

oft |k,

(o

L

B U Acoln Loy £

Contact Pfrson

Joel Smudh

™330 -830 - 1703

o0 330 (19

Email Address

Contact Person

Billing Information (if different) Address

’ Phone # Fax # Email Address
I Employer's Contribution for:
Employee % Dependent(s) % Other
' List Medical & Rx. Plan(s) Selected: List Rider{s) Selected:
HOO alue, #plan]o 15)a6)4D
BimeBmpioyees did i havernihe |

If yes. does any

Is this & multi-Employer group health pian?' ves[] No
n 20 employees

parlicipating Employer employ | incrudirE)] pori-ime) less tha
Yes L] No [J or more thar 100 Yes No []
Has the Employer filed @ Small Employer Exceplion (SEE) with CMS/Medicare on
beholf of any employee(s)?22 Yes [ No [ If yes, please list the name of the
employee(s)
Sponsor Type: Employer [ Union [J Trustee of & Fund []
Other [J

Organization Type: State Govemment []  Local Government [
Publicly Traded [T Privately Held [
Non-Profit ] Church Group [0 Other [

'Multi-Employer group healih plan is any trust, plan associaiion or any other
arangement made by one or more Employers to contribuie. sponsor, directly
provide health benefits, or facililate directly o indirectly the acquisition of
healih insurance by an Employer. It such facilitation exists, the Employer is
considered to be a participan! in a multi-Employer GHP even if it hos o
separate contract with an insurer.

Hmall (fewer than 20 luli-ime and/or part-time employees) Employer
exceplion is a request by o multi-Employer GHP 1o CMS$ for an exception(s) 1o

the Working-Aged MSP rules,

praceding Calendaryeare A i

Note: Confract renewals are subject fo mandatory
requirements as outiined In Federal and Staie laws,

RENEW LRG GRI MSTR APF EFF 01.16.doc 1




LG RENEWAL

The R
EXHIBIT G
PLOY :
edical and Hospitol Group Service Agreement {GSA), The

The Plan will permit changes 1o these eligibility rules oniy at the renewal date of the M
administrative procedures for group member enrallments/terminalions for the duration of this GSA are based on the tollowing: .

New Hire Wolting Perod:

L] Date of Hire [§] 30 days LJ 60 days

Ettective following day [X] 14 of following month [ 90 days, Effective 91% Day

Ellgibiitty for Benefits:

m 30 Hours (per PPACA requirement)
See "Agreement” section letter "b" tor addifional eligibility information.

O vate ot event & End of Month [J Other {explain):

Terminotions:
Note: The Plan will refroactively terminate  member | mployer) only it
there were no cloims paid after the requested terminaiion date, and in any case no greater
fhan 60 days. It claims were paid after the requested termination date, lermination will
occur on the last poid cloim dale of the above termination policy date, whichever js later,
Mariage: X Date ot Event [J 1 of tollowing month - .
Divorces: 1 Date of Event [J Eng of Month
Dependeni Age Culf-off m 10 26
New Born/Adopfions: Dale of Event
Layofis/Recalls; Layoffs:  TYerm date of event m Term end of month
L Recalls: {Z} Reinstate date of event  [[] Reinsiate first of following month
HIPAA Loss of Coverage: First of the following month, upon the Plan's receip! of the completed enroliment
information.
, HIPAA Famlly Status Change: Date of event, upon the Plan's receipt of the compleied enroliment information.

Federal COBRA Confinuation Coverage (20 or
more employees, see "Agreement” section
letter "'m* for more information):

mch O No administrator: w‘ln-ﬁouse [J ©ther, Name:

Slck leave gvent:

ﬁ Yes [1No Nefe: If you have a specific written policy in place please atiach, It you do

nol, see "Agreement” section letter “n" will prevail.

Section 125

lﬁ Yes []No

FMLA Quallfied 50+ Employees:

{ﬂYes O nNo
Note: If you have a specific written policy in place please attach. It you do nol, see
"Agreement” seclion letter "n" will prevail.

Workers' Comp Event:

Unles: otherwise required by law or by Flan terms, if an employes Is absent from work for
more than 30 days, the employee's coverage under the plan will terminefe unless the

employee Is eligible for ond properly elects confinvation coverage,

Total 4 of Full-Time Employees:

Tolal i:of For-Time “Emploveécs:

Totedidt ol Bigible Employees: Total'® of Covered Emplovier:
(o3 defined by Medicare Secondary Payer (MSF) spechications, see "Agreement"” section |
letter “I” for addifional information).

e (T34 o (Tassillon = POIRODETS ]
| mte: Controct Dates: ]—\““.OJVO \8\_6[- o 7

. RENEW | RG GRP MSTR APP EFF 01.16.doc



LG RENEWAL

AGREEMENT:

Administration. The Employer agrees fo provide the Plan with a list of all employees and refirees who are eligible for coverage vnder
ge for each employee and his/her dependents.

this Employer Masler Application [Application) and fhe effective dale of covera
Employer also agrees to provide the Plan with the effective dote of any change in each employee's coverage including the effective
date of any termination in coverage of an employee or dependent. Employer agrees to provide any other information that may be
reasonably required by the Plan fo administer this Agreement in a fimely manner,

b. Ellgibliity. Employer agrees to make the Plon group coverage available 1o all present and future eligible employees, Eoch employee must
satisty all eligibility requirerments stated in this Application and in the Evidence of Coverage {(Member Handbook) before coverage
becomes effective. Only Tull-ime employees and their dependents are eligible for coverage under this Application. any variafion to this:
musi be agreed to by the Plan.. Rehires and employees changing from part-fime to full-ime status must complete the new:hire waiting
period, if any. unless otherwise agreed fo by the Plan. If the Employer has a probafion or waiting period during which @ new employee may
not enrall, or the subscriber is adding a newly acquired dependent, the Plan must receive a propery compieted enroliment form on or
before the coverage effective date. Enroliment requests received affer the tenth [10%) of the monih, in which coverage is to become
ettective, will have an effeciive date of the first {1%) of the following month {unless specified differently by the Employer and agreed fo by
the Plan). < : :

c. Walver of Coverage. Any employee who waives coverage al the lime of the initial Plan offering {or upon inifial eligibility) for
him/herself or dependents must complete a Waiver of Coverage stating the reason for declining coverage.

d. Special Enroliment, If eligible for Special Enroliment; employees or dependents may erroll immediately without waiting until the

Employer’s next open enroliment period or satistying the Employer's waifing period requirements, if any. if the employee completed a

Waiver of Coveroge declining coverage at the time of initial eligibility because of coverage under another group health plan or other

health insurance coverage. and the employee or dependent subsequently 10s! this coverage for the reasons stated in the Plan

Evidence of Coverage, the employee or dependent may be eligible for Special Enroliment.

e. Farficipation. Employer must have at leost tan {10) employees enrolled with the Plan if o dual choice with another carmier. For Flan
participation requirements sae the Pldn Lorge Group underwriting rules, The Plan, af any lime, may require a group to submit support

documeniation to assure minimum participation requirements are met and to verity eligibility,

Late Enroliment. Employees or dependents who do not enroll in The Plan at their initial eligibility, will Onlyrbe allowed to envoll during

0. Conirlbullen. Employer agrees to conlribute ot least 75% of the cost of the single premium, or 50% of the cost for all fiers, for all
employees covered by the Plan. Employer also agrees 1o contribute the same percentage toward the cost of employee healthcare
provided by the Pian that Employer contributes towards the cost of employee healthcare provided by other cariers, up fo fhe
amount of the enfire Plan premium,

h. Walling Perdod. The Plan will follow Employer's service waiting period if any, A properly compleled enroliment form must be received

roliment requests received after the tenth (10M) of the month in which

by the Pion on or before the effeclive date of coverage, En
coverage is to become effective will have on effective date of the first (1%} of the following month (unless specified differently by the

Employer and agreed 1o by the Plan). Service waiting periods shall nol be greater than $0 days.

Fremium Payments. Employer agrees to poy premiums when due fo the Plan, Employer acknowledges ond agrees thal foilure o pay

premiums may result in terminotion of coverage,
Type of Coverage. Employer agrees to prompfly fumish the Plan the name of eoch employee lo be covered and all the information
necessary to determing the employee’s fype of coverage.

part of the Master Group Policy between the Plan and the Employer.

k. Agreemeni. This Application and Agreement shall be made o
approved by the Pian,

Coverage under this Application shall not be effective until it is

provision applies only 1o GHPs (Group Health Plans) of Employers wilh 20 or more

I Medicare Secondary Payer (MSF). The working aged MSP
ast one Employer employs 20 or more emplayees, This

employees and to multi-<Employer and mulliple Employer GHPs in which al le
peri-fime employees for each working day in each of 20 or more

requirement is met if an Employer has 20 or more full-time and/or
colendor weeks in the cument or preceding year. An Employer is considered to have 20 or more employess for each working day of a
porticular week if the employer has at least 20full-time or part-time employees on its employment rolls each working day of that week, This
condition is me! as long as the tolal number of individuals on the Employer's rolls adds up fo at leqst 20 regargiess of the number of
employees who work or who are expected o repor! for work on @ parlicular day. Self-employed individuals paricipaiing in o GHP are not
counted as employees tor puposes of determining if the 20-or-more employee requirement is met. An individuel is considered to be on the
employment rolls even if the employee does not work on a porficular day. An Employer may not hove differeni employment rolls for
different days reflecting those scheduled.
Where an Employer does not have 20 or more employees in the preceding year, it is required to offerits employees and spouses age 65 or
aver primary coverage beginning with the point in fime at which the Employer has had 20 or mere employees on each working day of 20
eris then required to offer primory coverage for the remainder of thot year and throughout

calendar weeks of the current vear. The Employ.
the following year even if the number of employees drops below 20 ater thg Employer has met the requirement.

RENEW LRG GRF MSTR APP EFF 01.16.doe 3



LG KENEWAL

ERISA. It is expressly agreed by the parties that Employer will be the Plan Administrator and named fiduciary of the Plan {uniess it validly
fined by ERISA or any similor or successor law (colleclively refemred to

delegates that position to another person or enfity), as those lerms are de!

as ERISA) with the exclusive autherily to conlrol and manage the operation of the group plan and that the Plan will be o fiduciary with respect
lothe group plan solely for purposes of, and 1o the exient that, its services relating 1o claims processing and review of appeals are considered
fiduciary functions under ERISA and the Plan will have no other fiduciary obligations under the group on account of Ihis Application, the GSA
or the Evidence of Coverage (Member Hondbook), In reviewing and making decisions on clgims for benefits, the Plan will have the
discretionary authority to Interpret the lerms of the group and to make tactual determinations, including determining eligibility for benefits and
validity of charges submitied for reimbursement, subject to Employer's responsibility as Plan Administralor as sel forth above,

group plan for members. Claims for plan benefits must be submitted in o form that
and standards thal the Plan develops for benefit claim determination, Employer

ch procedures and siondards.

a.

The Plan shall process claims for covered benefits under the
is salistaciory 1o the Plan, The Plan will use claim procedures
delegates fo the Plan the discretion and autherity 1o use su
Employer expressly delegales to the Plan the discrefionary autherity 1o determine the validity of claims under the group plan. The Plan has the
discretionary authority to administer, construe and interpret the lerms of the group plon and fo make final, binding determinalions concerning
the availability of group plan benefits, including appeals concerning denial of the same,

i Cholee of Law. This Agreement will be construed under applicable state law, to the extent the same is not preempied in whole or in

part by federal law.

I hereby certify thal | have reviewed Ihe above information and it is frue and accurate to the best of my knowledge. | understand and agree
that the information on this Application and any ofher information | have provided, or will provide, sholl serve as fhe basis for the policy to be
issued and that | have a duty to notify the Plan of any changes. | further agree to be bound by the terms of this Application.

Employer Name

Employer Representalive's Name {Please print) Title

EmployerRepresentative!s Signature Date

BROKER INFORMATION AND STATEMENT

I understand that | have no right to bind this coverage, to aiter terms of the Agreemant or Application in any manner, or to adjust any claim -

for benefits under the Agreement,

| )(
Writing Broker's Nome: (\hld% L - Ch( License #:

(Please print)

By (Writing Broker’s Signaiure}:ﬁmm“_&w, Date;,

RENEW LRG GRP MSTR APP EFF 01.16.doc 5



1.6 RENFEWAL

The
f)feblthPlan

Corporate Office:

The Health Plan
52160 Noflonal Rd. Eost
§t. Clairsville, OH 43950-9365
Tofl Free 1,800.624.6941

Employear Master Application,
51+ Eligible Lives
The Employer named below applies to become an Employer Group under the policy/ies) issued by The Heolih Renewal Dgte
Plan (the Plan). Before signing this application, read carefully and complete all areas. Flease type, - -t]
?q fBusrr(w;r m Najure of Business [be spemfh_ Federal Tax 1.D, 4
Ju St oncecm 34 -
State Zip Code

Sireet Address

SL L aoln Ulm b

Mssillon

PN,

Contact Person

Mailing Addiress (if different]

Joe| Smﬁbh

Phone #

550 30 - l“lOa

A20- R30- 174

Email Address

Contact Person

Billing Information (if different) Address

NOTAN A

Joe) Sm@LLh

Email Address

Fox #

Phone #

330- 830 - (NOA

=

330 -820

- 1Y

| Employer’s Confribution for:
%

Employee Dependent(s)

Other

List Medlical & Rx. Plan(s) Selecied:

PN %olls)asn

I List Ridler(s) Selecteq:

MM L

If yes, does any

Is this @ multi-Employer group heallh plan?' ves [ NOM‘
¢ thon 20 employees

parlicipating Employer employ {including part-time) les
Yes[] No [ ormore than 100 Yes No [
Haos the Employer filed @ Smoll Employer Bxcepfion (SEE) with CM$/Medicare on
behalf of any employee(s}2: Yes{ ] No If yes, plegse list the name of the
empioyee(s)
Sponsor Type: Employer O unionJ Trustee of a Fund [J
Other [

Organlzation Type: Stote Governmeni [ Local Government [

Publicly Traded [C]  Privately Meld [}

Non-Profit ] Church Group [ Other [J
'Multi-Employer group health plan is any frust, plon associalion or any other
arangement made by one or more Employers to contribute, sponsor, directly
provide heallh benefits, or facilitote direclly or indirecily the acquisilion of
heaolth insurance by an Employer. If such facililotion exisls, the Employer is
considered 1o be a participant in @ multi-Employer GHP even it it has a
separale confract with on insurer,
#mali (fewer than 20 lull-fime and/or port-lime employees) Employer
exception is a request by o multi-Employer GHP to CMS for an exception(s) 1o

the Working-Aged MSP rules.

j Wnémmoyees”wd fimishaveinthe
aiendm’ years

Note: Confraci renewals are subject to mandatory
requirements as ouliined in Federol and Stole laws.

RENEW LRG GRP MSTR APP EFF (1.16.doc ]




The Pican will permit changes 1o these eligibility
administrative procedures for group member &

The ‘wz\

(HeithPlar

EXHIBIT G

rules enly at the renewal dale of the Medicol ond Hospital Group Service Agreement

LG RENEWA

nroliments/lerminations for the duration of this G$SA are based on the following:

(GSA). The

New Hire Walling Pedod:

iD Date of Hire & 30 days ] 60 days ;
[ Etfective foliowing day [ 14 of following menth_[J 90 days. Effective 91+ Day

-Eligiblilty lor Banefiis:

(X 30 Hours (per PPACA requirement)

See “Agreement" secfion letier "b" for addifional eligibility information.

]
|

Terminuﬂnm:

[ bate of Event (K End ot Month [ Other {explain);

Note: The Plan will refroactively terminale o member
there were ne claims poid after the requested termin

than 60 days. If claims were poid after the requeste
occur on the last pald ¢laim date er the above terminafion policy dale,

(ol the reques! of an Emplover) only if
ation date, and in any case no greoler
d termination date, termination will
whichever is later.

[¥ Date of Event [ 14 of foliowing menih

LMOI']’IUQ&.‘

& Dote of Event [ End of Month

[ Divorces:
Dependent Age Cut-off:

o 2¢

Date of Event

[ New Bom/Adoptions:
[ Layofis/Recalls:

Loyoffs: . | 1erm date of event

(R Term end of month

Recalls: )7l Reinstate date of event [ Reinstate first of following month

L
HIPAA Loss of Coverage:

first of the following monih, u,
information,

pon the Plan’s receipt of the compieted enroliment

[ Date of event, 'upon the Plan’s receipt of the compleled enroliment informafion.

HIFAA Family Status Change:

Federal COBRA Continvation Coverage {20 or
more employses, see "Agreement” seclion
letter "m” for more information):

Kves ONo adminisrator: [ In-House [ Other, Name:

Slck Leave Event

, m Yes [JNo WNote: If you have a specific written policy in place

not. see “Agreement” section letter "'n" will prevail.

please attach, If you do

|
|

!mYes [ ne

FMLA Quedified 50+ Empioyees;

[ Section 125:
/ Y

[ ves Ono

Note: It you have a specific written polic

“Agreemeni” seclion letter "n" will prevail.

y in ploce please attach. If you do not, s80

t’lofkeu' Comp Event:

Unless otherwise required by law or b
more than 30 days, the employee’s ¢
employae It eliglble for and propery elects confinvation covera

y Flan lerms, { an employee Is absent from work for
overage under the plan will ferminale uniess the

ge.

Tetol # of FuE-Time Employees:
Total € of:Fari-Time Employees:

Tobal # of Eliglble Employees: Total # of Covered Employess;

(as defined by Medicare Secon
lefter "1" for addilonal Informaiion),

dary Payer (MSF) specilications, see "Agreement” section

[roerrene (3340 OF (N Vesi o [ 84ED 05

“roup Admlnlﬁdor-{d’gnafurj}:

Daoje:

1
|
|
]

J] Conticet Dales:

—t—

1o 18-l

Tl
, e,

RENEW LRG GRE MSTR APP EFF 01,16.doc



LG RENEWAL,

AGREEMENT;

Administrafion, The Employer ogrees 1o provide the Plan wilh ¢ list of oll employees and retirees who are eligible tor coverage under
ge for each employee and his/her dependents.

this Employer Master Application |Application) and the effective date of covera
Employer also agrees lo provide the Plon with the eflective dale of any change in each employee's coverage including the affective
dale of any termination in coverage of an employee or dependent. Employer agrees to provide any other information that maoy be
reasonably required by the Plan io administer this Agreement in a timely manner

b. Ellglblitty. Employer agrees to make the Plan group coverage available to all present and future eligible employees. Each employee must
safisfy all eligibility requirements stated in this Applicalion and in the Evidence of Coverage (Member Handbook) belore coverage
becomes effective. Only full-lime employees and fheir dependents are eligible for coverage under this Application, any variation fo his
must be agreed fo by the Plan.. Rehires and employees changing from pari-time to full-time staius musi complete the new hire waiting
pediod, if any. unless otherwise agreed fo by the Plan. If the Employer has a probation of wailing period during which a new employee may
not enroll, or the subscriber i adding o newly acquired dependent, the Plan musi receive o properly compleled enrollment form on or
before the coverage etfective date. Enroliment requests received aller the tenth (10™) of the month, in which coverage is to become
effective. willhove on effective date of the first | 1#| of the following month (unless specified differently by the Employer and agreed to by

the Pian): ‘
¢ Walverof Coverage. Any employee who waives cbvemge al the time of the initial Plan offering (or upen iniifial eligibility) for
him/herself or dependents must complote a Waiver of Coverage slaling the reason for declining coverage.

d. Spaclal Enroliment. If eligible for Spacial Enroliment, employees or dependents may enroll immediately without waiting until the
Employer's next open enroliment period or satisfying the Employer's wailing period requirements, if any, If the employee completed a
Waiver of Coverage declining coverage af the time of inifial eligibility because of coverage under ansiher group health plan or other
health insurance coveroge, and the ermployee or dependent subsequently lost this coverage for the reasons stated in the Pion
Evidence of Coverage, the employee or dependent may be eligible for Special Enroliment.

employees enrolled with the Plan if @ dual choice with another comier. For Plon

Poriclpatien, Employer must have ot least ten (10}
may require o group to submil support

e.
participation requirements see the Plan Large Group underwriting rules. The Plan, of any time,
documentation fo assure minimum participation requirements ore met and 1o verily eligibility,
f, Late Enroliment. Employees or dependents who do not enroll in the Plan ol their initial eligibility, will only be allowed 1o errol during
g. Contribution. Employer ogrees to confribute af least 75% of the cost of the single premiumn, ar 50% of the cost for all tiers, for qll
ployer also agrees to contiibute the same percentage foward the cosl of employee healihcare

employees covarsd by the Plan, Erm
provided by the Plan thot Employer contributes towards the cost of employee heatthcare provided by other carriers, up lo the
amount of the entire Pion premium,

h, Walting Feriod, The Plan will follow Employer's sarvice wailing period if any. A properly compleled enroliment form must be received
by the Plan on or before the effeciive dale of coverage. Enroliment requests received after the tenth (10M) of the month in which
coveroge is 1o become effective will have an effective date of the firs! (17} of the foliowing month {unless specitied differently by the
Employer and agreed fo by the Plan), Service waiting periods shall not be greater than 90 days,

Fremium Paymenls. Employer agrees o pay premiums when due to the Plan, Employer acknowledges ond agrees that failure 1o poy
premiums may result in termination of coverage,

Type of Coverage, Employer ogrees to promptly furnish the Plgn the name of ecch employee to be covered and all the information
necessary fo delermine the employee's lype of coverage.

a part of the Master Group Policy between the Plan and the Employer.

K. Agresment, This Application and Agreement shall be made
is approved by the Plan.

Coverage under this Application shall not be elieclive until it

L Medicare Secondary Payer (MS$F). The working aged MSP provision applies only to GMPs {Group Heolth Plans} of Employers with 20 or more

employees and to multi-Employer and mulliple Employer GHPs in which at least one Employer employs 20 or meore employees. This
fime and/or porl-time employees for each working day in each of 20 or more

requirement is mel if on Employer has 20 or more Uil
calendor weeks in the cument or preceding year. An Employer is considered o have 20 or more employees for each working day of o
parlicular week if Ihe employer has af least 20full-fime or pori-lime employees on its employment rolls each working day ot that week, This
condition is met as long as the total number of individuals on the Employer's rolls adds vp 1o of least 20 regardiess of the number of
employed individuals parficipoting in a GHP are not

empioyees who work or who are expecied fo report for work on a particular day. Self-
counted as employees for purposes of determining if the 20-or-more employee requirement is met. An individual is considered {o be on the

employment rolls even if the employee does not work on @ particular day. An Employer may nol have ditterent employment rolls for
different days reflecling those scheduled.

Where an Employer does not have 20 ormore employees in the preceding year, it is required to offer its employees and spouses age &5 o
over primary coverage beginning with the point in ime of which the Employer has had 20 or more employees on each working day of 20
colendar weeks of the curen| year, The Employer is then required 1o offer primary coverage lor the remainder of that year and throughout
the following ycar cven if the number of employees drops below 20 affer the Employer has met Ihe requirement,
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ERISA. 1t is expressly agreed by the porlies thot Employer will be the Plan Adminisirator and named fiduciary of the Plan {unless jt validly
ed by ERISA or any similar or successor law [collectively refered to

4.
delegotes that position 1o another person or entity). as those terms are defin
ge the operation of the graup plan and that the Plan will be a fiduciary with respect

as £RISA) with the exclusive autherily fo control ond mana

to the group plon solely for purposes of, and lo the exfent that, its services relating to claims processing and review of appedls are considered
fiduciory functions under ERISA and the Plan will have no ofher fiduciary obligafions under the group on account of this Application, the GSaA
or the Evidence of Coverage (Member Handbook), In reviewing and moking decisions on cloims for benelits, the Plan will have the
discrefionary authority to interpret the ferms of the group and fo make foctual deteminafions, including determining eligibility for benefits and
validity ot charges submitted for reimbursement, subject fo Employer's responsibility as Plan Administrator as set torth above,

under the group plan for members, Claims for plan benefits must be submitled in o form that
rocedures and standards thol the Plan develops for benefit claim determination. Employer

y 1o use such procedures and standards.

The Plan sholl process claims for covered benetits

is satistactory 1o the Plan, The Plan will use claim p

delegates fo the Plan the discration and authorit
Employer exprossly delegates to the Plan the discretionary authority to determine the validity ot claims under the group plan. The Plan has the
discretionary authority to administer, construe and interpret the terms of the group plan and to make final, binding determinations concerming
the availabiiity of group plan benefils, including appeals conceming denial of the same.

Cholce of Law, This Agreemen) will be construed under applicable state law: to the extent the same is not preempted in whole or in

part by tederal law.

bove information and it s frue and accurate to the bes! of my knowledge. | understond and agree
y other information | have provided, of will provide, shall serve as the basis for the policy to be

I hereby certity that [ have reviewed the a
of any changes, | further agree 10 be bound by the terms of this Application,

that the information on this Application and an
issued and that | have e duty 1o nofify the Plan

Employer Name

Employer Representative’s Name [Please print) Title

Dale

presentative s Signatire

BROKER INFORMATION AND STATEMENT

I understand thal | bave no right o bind this coverage, to aller terms of the agreement or Application in any manner, or 1o adjust any claim

for benefits under the Agreement,

wriling Broker's Name: @ ! lﬂ h é L U‘a( License #;
[Plegse print)

By (Wriling Broker's Signaiure):, @l\[}l )\_Q,P R tQ M Date; _
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