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AGREEMENT

This Agreement is made and entered into by and between the County of Cook, a public body
corporate of the State of Illinois, on behalf of Office of the Chief Procurement Offrcer hereinafter
referred to as "County" and Blue Cross and Blue Shield of Illinois ("BCBSIL"), a division of
Health Care Service Corporation, a Mutual legal Reserve Company, an Illinois corporation
hereinafter referred to as "BCBSIL", pursuant to artthonzation by the Cook County Board of
Commissioners on October 28,2015, as evidenced by Board Authorization letter attached hereto
as Exhibit 11.

BACKGROUND

The County of Cook issued a Requestfor Proposals "RFP" for the provision of health beneJits
to Cook County Employees. Proposals were evaluated in accordance with the evaluation criteria
published in the RFP. BCBSIL was selected based on the proposal submitted and evaluated by
th e C o unty r epres entative s.

WHEREAS, the County offers a health maintenance organization benefit plan ("HMO") and a
preferred provider orgarization benefit plan ("PPO") to its employees; and

WHEREAS, the County has selected BCBSIL to provide the aforementioned plans to its
employees, in accordance with the Plan Designs attached hereto as Attachment A to Exhibit 1.

Scope of Work; and

WHEREAS, BCBSIL represents that it has the professional experience and expertise to provide
the necessary Services (as described herein) and further agrees that it is ready, willing and able to
perform in accordance with the terms and conditions as set forth in this Agreement; and

WHEREAS, in consideration of the Services provided by BCBSIL, the County agrees to pay
BCBSIL an amount not to exceed Eight Hundred Eighty Four Million One Hundred Ninety Five
Thousand Five Hundred Dollars ($884,195,500), for the initial three year term of this Agreement
as provided herein; and

WHEREAS, the County's funding type elections (self-funded or fully insured) for the Services
described herein shall be made on an annual basis as memorialized in the Benefit Program
Applications. attached hereto in Exhibit 2; and

WHEREAS, the County's Director of Risk Management has requested authorization by the Cook
County Board of Commissioners (the "County Board") to make these annual funding type
elections by executing the Benefit Program Applications; and

WHEREAS, such a.uthorization by the County Board is evidenced in Exhibit 11. Board
Authorization; and

NOW, THEREFORE, the County and BCBSIL agree as follows:
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TERMS AND CONDITIONS

ARTICLE 1) INCORPORATION OF BACKGROUND

The Background information set forth above is incorporated by reference as if fully set forth herein.

ARTICLE 2) DEFINITIONS

a) Definitions

The following words and phrases have the following meanings for purposes of this
Agreement:

"Additional Services" means those Services which are within the general scope of
Services of this Agreement, but beyond the description of Services required under Article
3. Any Additional Services requested by the Using Agency require the approval of the
Chief Procurement Officer in a written amendment to this Agreement before BCBSIL is
obligated to perform those Additional Services and before the County becomes obligated
to pay for those Additional Services.

"Agreement" means this Professional Services Agreement, including all Exhibits attached
to it and incorporated in it by reference, and all amendments, modifications or revisions
made in accordance with its terms, unless specified otherwise.

"Business Proprietary Information" means the following: operating manuals,
intellectual property, trade secrets, inventions, applications, tools, methodologies,
software, technology, technical documentation, techniques, product or service
specifications or strategies, operational plans and methods, automated claims processing
systems, payments systems, membership systems, security measures, cost or pricing
information, business plans and strategies, symbols, trademarks, service marks, designs,
know-how, data, databases, processes, plans, procedures, and information, whether
developed or acquired before or after the Effective Date of this Agreement when (i)
marked as such by BCBSIL, (ii) BCBSIL advises the County or its representatives as such,
or (iii) a reasonable person would consider from the nature of the information, as such. The
County willuse reasonable efforts to identifu Business Proprietary Information. "Business
Proprietary Information" also includes modifications, enhancements, derivatives and
improvements ofthe Business Proprietary Information described in the preceding sentence.

"Chief Procurement Officer" means the Chief Procurement Officer for the County of
Cook and any representative duly authorized in writing to act on his behalf.

"Core Services" means claims determinations, network management, utilization reviews,
case management, appeal determinations, or customer service involving any direct contact
with the members. Core Services does not include the work necessary to support the
infrastructure for these functions (including, but not limited to, phone systems, computer,
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software, facilities, database or information management, quality or security services) and
does not include Backroom Operations. "Backroom Operations" are those activities that
do not involve direct contact with the County's covered persons.

"Proprietary Marks" means the name, symbols, copyrights, trademarks or service marks
of BCBSIL.

"Services" means, collectively, the services, duties and responsibilities described in Article
3 of this Agreement but does not include the work necessary to support the infrastructure
for these functions (including, but not limited to, phone systems, computer, software,
facilities, database or information management, quality or security services) and does not
include Backroom Operations.

"Subcontractor" means a third party with whom BCBSIL contracts directly to provide
any pafi of the Core Services.

"Using Agency" shall mean the Cook County Department of Risk Management

b) Interpretation

D The term "include" (in all its forms) means "include, without limitation" unless
the context clearly states otherwise.

ii) All references in this Agreement to Articles, Sections or Exhibits, unless
otherwise expressed or indicated are to the Articles, Sections or Exhibits of this
Agreement.

iii) Words importing persons include firms, associations, partnerships, trusts,
corporations and other legal entities, including public bodies, as well as natural
persons.

iv) Any headings preceding the text of the Articles and Sections of this Agreement,
and any tables of contents or marginal notes appended to it are solely for
convenience or reference and do not constitute apartofthis Agreement, nor do they
affect the meaning, construction or effect of this Agreement.

v) Words importing the singular include the plural and vice versa. Words of the
masculine gender include the correlative words ofthe feminine and neuter genders.

vi) All references to a number of days mean calendar days, unless expressly indicated
otherwise.

c) Incorporation of Exhibits

The following attached Exhibits are made apart of this Agreement:
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In the event that the terms and conditions in the body of this Agreement shall be in conflict with
any of the Exhibits with respect to any matter, the provisions of the Exhibits shall prevail with
respect to such matter, except that where a conflict exists between any Exhibit and the Business
Associate Agreement as provided in Exhibit 10, then the Business Associate Agreement shall
prevail except that the parties acknowledge and agree that if Business Proprietary Information also
contains Protected Health Information (as defined in the Business Associate Agreement), BCBSIL
retains its ownership of such Business Proprietary Information.

ARTICLE 3) DUTIES AND RESPONSIBILITIES OF BCBSIL

a) Scope of Services

This description of Services is intended to be general in nature and is neither a complete
description of BCBSIL's Services nor a limitation on the Services that BCBSIL is to
provide under this Agreement. BCBSIL must provide the Services in accordance with the
standards of performance set forth in Section 3)c). The Services that BCBSIL must provide
include, but are not limited to, those described in Exhibits 1. Scope of Work. in accordance
with the terms of this Agreement and Exhibits 6-9 as applicable, which are attached to this
Agreement and incorporated by reference as if fully set forth herein.

b) Deliverables

In carrying out its Services, BCBSIL must prepare or provide to the County various
Deliverables. "Deliverables" include work product, such as reports and analyses, produced
by BCBSIL for the County.

The County may reject Deliverables that do not include relevant information or data, or do
not include all documents or other materials specified in this Agreement or reasonably
necessary for the purpose for which the County made this Agreement or for which the
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County intends to use the Deliverables. If the County reasonably determines that BCBSIL
has failed to comply with the foregoing standards, it has 30 days from the discovery to
notifr BCBSIL of its failure. If BCBSIL does not correct the failure, if it is commercially
reasonable to do so, within 10 days after receipt of notice from the County specifying the
failure, then the County, by written notice, may treat the failure as a default of this
Agreement under Article 9.

Partial or incomplete Deliverables may be accepted for review only when required for a
specific and well-defined purpose and when consented to in advance by the County. Such
Deliverables will not be considered as satisfying the requirements of this Agreement and
partial or incomplete Deliverables in no way relieve BCBSIL of its obligations under this
Agreement.

Standard of Performance

BCBSIL must perform all Services required of it under this Agreement with that degree of
skill, care and diligence normally shown by a contractor performing services of a scope
and purpose and magnitude comparable with the nature of the Services to be provided
under this Agreement. BCBSIL acknowledges that it is entrusted with or has access to
valuable and confidential information and records of the County and will protect that
information as described in this Agreement. If the County elects BCBSIL to be the limited
claims and appeals fiduciary for the administration of PPO Services under this Agreement,
then the language in Exhibit 9, PPO Administrative Services Agreement, Sections 5-7
(REFERRAL OF CERTAIN CLAIMS/INQUIzuES, CLAIM DISPUTE RESOLUTION,
and FINAL DETERMINATION OF CLAIMS/INQUIzuES (respectively)) and Section
13.4 (Claim Administrator's limited fiduciary responsibility) will apply. If the County does
not elect BCBSIL to be the limited claims and appeals fiduciary for the administration of
its PPO Services under this Agreement, then the language in Exhibit 9 Section 8

(CLAIMS/INQUIRIES) and Section 13.3 (In relation to Claim Administrator's
Responsibilities) will apply.

BCBSIL must assure that all Services that require the exercise of professional skills or
judgment are accomplished by professionals and it reasonably believes are qualified and
competent in the applicable discipline and appropriately licensed to practice, if required by
law. BCBSIL must provide copies of any such licenses upon request. BCBSIL remains
responsible for the professional and technical accuracy of all Services or Deliverables
furnished, whether by BCBSIL or its Subcontractors or others on its behalf, unless the
professional and technical inaccuracy or error was caused by inaccurate information being
supplied by the County. All Deliverables must be prepared in a form and content consistent
with this Agreement and delivered in a timely manner consistent with the requirements of
this Agreement.

If BCBSIL fails to comply with the foregoing standards, BCBSIL must perform again, at
its own expense, all Services required to be re-performed as a direct or indirect result of
that failure. Any review, approval, acceptance or payment for any of the Services by the
County does not relieve BCBSIL of its responsibility for the professional skill and care and
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technical accuracy of its Services and Deliverables. This provision in no way limits the
County's rights against BCBSIL either under this Agreement, at law or in equity.

Personnel

i) Adequate Staffing

BCBSIL must, upon receiving a fully executed copy of this Agreement, assign and
maintain during the term of this Agreement and any extension of it an adequate staff of
competent personnel that is fully equipped, licensed as required, available as needed,
qualified and assigned to perform the Services. BCBSIL must include among its staff the
Key Personnel and positions as identified below. The level of staffing may be revised
from time to time by notice in writing from Consultant to the County. If the County fails
to object to the revision within 14 days after receiving the notice, then the revision willbe
considered accepted by the County.

ii) Key Personnel

BCBSIL must not reassign or replace Key Personnel without the written consent of the
County, which consent the County will not unreasonably withhold. "Key Personnel"
means those job titles and the persons assigned to those positions in accordance with the
provisions of this Section 3)d)iD. The Using Agency may at any time in writing notifu
BCBSIL that the County will no longer accept performance of Services under this
Agreement by one or more Key Personnel listed. Upon that notice BCBSIL must promptly
suspend the services of the key person or persons and must replace him or them in
accordance with the terms of this Agreement.

List of Key Personnel as of the date of execution of this Agreement:

Name: Danielle Steele
Title: MajorAlational Strategic Account Executive

Name: Robert Miller
Title: Divisional Vice President

Municipal and Major Accounts

iiD Salaries and Wages

BCBSIL and Subcontractors must pay all salaries and wages due all employees performing
Services under this Agreement unconditionally and at least once a month without deduction
or rebate on any account, except only for those payroll deductions that are mandatory by
law or are permitted under applicable law and regulations. If in the performance of this
Agreement BCBSIL underpays any such salaries or wages, the Comptroller for the County
may withhold, out of payments due to BCBSIL, an amount sufficient to pay to employees
underpaid the difference between the salaries or wages required to be paid under this
Agreement and the salaries or wages actually paid these employees for the total number of
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hours worked. The amounts withheld may be disbursed by the Comptroller for and on
account of BCBSIL to the respective employees to whom they are due. The parties
acknowledge that this Section 3)d)iii) is solely for the benefit of the County and that it does
not grant any third party beneficiary rights.

Minority and Women's Business Enterprises Commitment

In the performance of this Agreement, including the procurement and lease of materials or
equipment, BCBSIL must abide by the minority and women's business enterprise
commitment requirements of the Cook County Ordinance, (Article IV, Section 34-267
through 272) except to the extent waived by the Compliance Director, which are set forth
in Exhibit 4. BCBSIL's completed MBE/WBE Utilization Plan evidencing its compliance
with this requirement are a part of this Agreement, in Form 1 of the MBE/WBE Utilffi
Plan, upon acceptance by the Compliance Director. BCBSIL must utilize minority and
women's business enterprises at the greater of the amounts committed to by BCBSIL for
this Agreement in accordance with Form I of the MBE/WBE Utilization Plan.

Insurance

BCBSIL must provide and maintain at BCBSIL's own expense, during the term of this
Agreement and any time period following expiration if BCBSIL is required to return and
perform any of the Services or Additional Services under this Agreement, the insurance
coverages and requirements specified below, insuring all operations related to this
Agreement.

i) Insurance To Be Provided

(1) Workers Compensation and Employers Liability

Workers Compensation Insurance, as prescribed by applicable law,
covering all employees who are to provide a service under this Agreement

and Employers Liability coverage with limits of not less than $500.000 each
accident or illness. BCBSIL policy shall contain a waiver of subrogation.
BCBSIL will require Subcontractors to carry and maintain Workers'
Compensation insurance when prescribed by applicable law, who are on
County premises (owned, leased or rented). Waiver of subrogation shall
also be awarded to any property manager or landlord of record.

Commercial General Liability (Primary and Umbrella)

Commercial General Liability Insurance or equivalent with limits of
$2.000.000 per occurrence for bodily injury, personal injury and property
damage liability. Coverages must include the following: Premises and
operations, products/completed operations, separation of insureds, defense
and contractual. Cook County is to be named as an additional insured on a

f)

(2)
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primary, non-contributory basis on the BCBSIL policy. BCBSIL policy
shall contain a waiver of subrogation

BCBSIL will require Subcontractors who are on County premises (owned,
leased, or rented) to maintain limits of no less than $1,000,000 per
occurrence. Additional insured status and waiver of subrogation shall also
be awarded to any property manager or landlord of record.

Automobile Liabilitv (Primary and Umbrella)

When any motor vehicles (owned, non-owned and hired) are used in
connection with Services to be performed, BCBSIL must provide
Automobile Liability Insurance with limits of not less than $1.000.000 per
occrlrrence limit, for bodily irj*y and property damage. The County is to
be named as an additional inswed on the BCBSIL policy. BCBSIL policy
shall contain a waiver of subrogation.

BCBSIL will require Subcontractors who utilize motor vehicles who are on
County premises (owned, leased, or rented) to maintain limits of no less

than $1,000,000 per occurrence. The County is to be named as an additional
insured. Waiver of subrogation and additional insured status shall also be

awarded to any property manager or landlord of record.

Professional Liabilitv

iD

Professional Liability Insurance covering acts, errors or omissions must be
maintained with limits of not less than $2.000.000. When policies are renewed or
replaced, the policy retroactive date must coincide with, or precede, start of
Services on this Agreement. A claims-made policy which is not renewed or
replaced must have an extended reporting period of 2 years.

Subcontractors performing professional services for must maintain limits of not less

than $1.000.000 with the same terms in this Section.

Additional Requirements

BCBSIL must furnish the County of Cook, Cook County, Office of the
Chief Procurement Officer, 118 N, Clark St., Room 1018, Chicago, IL
60602, Certificates of Insurance to be in force on the date ofthis Agreement,
and Renewal Certificates of Insurance, or such similar evidence, if the
coverages have an expiration or renewal date occurring during the term of
this Agreement. BCBSIL must submit evidence of insurance on ACORD
or equivalent prior to the effective date of this Agreement. The receipt of
any certificate does not constitute agreement by the County that the
insurance requirements in this Agreement have been fully met or that the
insurance policies indicated on the certificate are in compliance with all

(1)
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Agreement requirements. The failure of the County to obtain certificates or
other insurance evidence from BCBSIL is not a waiver by the County of
any requirements for BCBSIL to obtain and maintain the specified
coverages. Non-conforming insurance does not relieve BCBSIL of the
obligation to provide insurance as specified in this Agreement.
Nonfulfillment ofthe insurance conditions may constitute a violation of this
Agreement, and the County retains the right to terminate this Agreement or
to suspend this Agreement until proper evidence of insurance is provided.

Deductibles or self-insured retentions on referenced insurance coverages
must be borne by BCBSIL. BCBSIL agrees that insurers waive their rights
of subrogation against the County of Cook, its employees, elected offtcials,
agents or representatives on the Commercial General Liability, Auto
Liability and Workers Compensation policies. BCBSIL will provide 30
days notice to the Office of the Chief Procurement Officer in the event
coverage is materially changed, canceled or non-renewed and when the
policy is not replaced or reinstated.

The coverages and limits furnished by BCBSIL in no way limit BCBSIL's
liabilities and responsibilities specified within this Agreement or by law.
Any insurance or self-insurance programs maintained by the County of
Cook apply in excess of and do not contribute with insurance provided by
BCBSIL under this Agreement.

The required insurance is not limited by any limitations expressed in the
indemnification language in this Agreement or any limitation placed on the
indemnity in this Agreement given as a matter of law.

BCBSIL must require all Subcontractors to provide the insurance required
in this Agreement, or BCBSIL may provide the coverages for
Subcontractors. Subcontractors are subject to the same insurance
requirements as BCBSIL unless otherwise specified in this Agreement. If
BCBSIL or Subcontractor desires additional coverages, the party desiring
the additional coverages is responsible for its acquisition and cost. BCBSIL
will contact County Risk Management for approval of any variances or
differences from Subcontractors insurance requirements.

The County's Risk Management Office maintains the rights to modifu,
delete, alter or change these requirements. "Risk Management Office"
means the Risk Management Office, which is under the direction of the
Director of fusk Management and is charged with reviewing and analyzing
insurance and related liability matters for the County. Any agreed to
modifications by BCBSIL will be added to this Agreement by a signed
addendum.

(4)

(s)
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s) Liability

BCBSIL's Obligation to Indemnifi,. BCBSIL covenants and agrees to indemnifr
and save harmless the County and its commissioners, officials, employees, and
representatives, and their respective heirs, and permitted successors and assigns,
from and against any and all costs, expenses, attorney's fees and costs, losses,
damages and liabilities incurred or suffered directly from any claims arising out of
or incident to the performance or nonperfornance of This Agreement by BCBSIL,
or the acts or omissions of the officers, agents, employees, Subcontractors,
licensees or invitees of BCBSIL, if and to the extent caused by the fault or
negligence of BCBSIL, (i) mutually agreed to by the parties, (ii) determined
pursuant to Article 6 Q.{otice and Satisfaction, Disputes) of this Agreement, or (iii)
as found by a court of competent jurisdiction. BCBSIL expressly understands and
agrees that any Performance Bond or insurance protection required of BCBSIL, or
otherwise provided by BCBSIL, shall in no way limit the responsibility to
indemnifu the County as hereinabove provided.

The County's Liability. The County aeknowledges that it will be liable to BCBSIL
for costs, expenses, attorney's fees and costs, losses, damages and liabilities
incurred or suffered directly from any claims arising out of or incident to the
performance or nonperformance of this Agreement by the County, or the acts or
omissions of the officers, agents, employees, contractors, Subcontractors, licensees
or invitees of the County, unless caused by the fault or negligence of BCBSIL, if
and to the extent so found by a court of competent jurisdiction.

1. If the County elects HMO Cost Plus Insured, the following sections of Exhibit 6.
HMO Cost Plus Group Administrative Document, will also apply:

a. Section IV.D.2
b. Section O
c. Section XI

2. If the County elects HMO 151 Plus Insured, the following sections of Exhibit 7.
HMO 151-Plus Grandfathered Group Administrative Document, will also apply:

a. Section IV.D.4
b. Section IV.O
c. Section IV.U
d. Section X

3. If the County elects PPO Insured, the following sections of Exhibit 8, PPO Group
Administrative Document, will apply:

a. Section IV.L
b. Section IV.S
c. Section X

4. If the County elects PPO Administrative Services Only ("ASO"), Section 9 of
Exhibit 9, PPO Administrative Service Agreement, will also apply.

Confidentiality and Ownership of Documents and Other Property

(i)

(ii)

h)

10
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BCBSIL acknowledges and agrees that information provided to BCBSIL by the County
regarding this Agreement is confidential and shall not be disclosed, or used by BCBSIL in
any way, whether during the term of this Agreement or at any time thereafter, except solely
as required in the course of BCBSIL's performance hereunder, or as may be necessary in
connection with BCBSIL's regulatory compliance and reporting obligations, or as authorized
in this Agreement or as may be required or permitted by law. The foregoing notwithstanding,
the parties acknowledge that the parties have entered into various HIPAA Documents. The
Business Associate Agreement will only apply to any self-funded benefit plan and the
HIPAA Certifications will apply to fully insured benefit plans. Nothing in this Agteement
shall limit the permitted use or disclosure of PHI and other information as described in such
HIPAA Documents, as amended or replaced from time-to-time. For avoidance of doubt, the
parties acknowledge and agree that if Business Proprietary Information is also Protected
Health Information (as defined in the Business Associate Agreement), BCBSIL retains its
ownership of such Business Proprietary Information.

The County shall be granted a revocable, royalty-free, non-exclusive, non-transferable
license to use claims data received by BCBSIL under this Agreement, excluding Business
Proprietary Information of BCBSIL and BCBSIL's Subcontractors, for the County's
administration of the benefits under the County's benefit plan. The form and format of such
claims data shall be mutually agreed to by the parties.

Notwithstanding anything in this Agreement to the contrary, the County acknowledges that
BCBSIL's Proprietary Marks are the sole property of the Blue Cross and Blue Shield
Association or of BCBSIL and agrees not to contest the Blue Cross and Blue Shield
Association's or BCBSIL's ownership or the license granted to BCBSIL for use of such
Proprietary Marks. The County agrees not to infringe upon, dilute or harm the Blue Cross
and Blue Shield Association's ownership rights or BCBSIL's rights as a licensee in its
Proprietary Marks. The County will cooperate with BCBSIL to obtain appropriate
confidentiality and protective orders for BCBSIL's Business Proprietary Information.

The County must maintain as confidential and protect from unauthonzed disclosure all
Business Proprietary Information of BCBSIL and its Subcontractors, except as specifically
authorized in this Agreement.

Patents, Copyrights and Licenses

BCBSIL agrees to hold harmless and indemnifr the County, its officers, employees and
affiliates from and defend, as permitted by Illinois law, at its own expense (including
reasonable attorneys', accountants' and consultants' fees), any suit or proceeding brought
against County based upon a claim that the ownership and./or use of equipment, hardware
and software or any part thereof provided to the County or utilized in performing BCBSIL's
services constitutes an infringement of any patent, copynght or license or any other property
right. Where applicable, the County shall notifu BCBSIL in writing of any such suit or
proceeding or significant threat thereof.

11



i)

Contract No. 15 18-14008
Employer Sponsored Health Insurance Benefits

In the event the use of any equipment, hardware or software or any part thereof is enjoined,
BCBSIL with all reasonable speed and due diligence shall provide or otherwise secure for
County, at BCBSIL's election, one of the following: the right to continue use of the
equipment, hardware or software; an equivalent system having the Specifications as provided
in this Agreement; or BCBSIL shall modifr the system or its component parts so that they
become non-infringing while performing in a substantially similar manner to the original
system, meeting the requirements of this Agreement.

Examination of Records and Audits

BCBSIL agrees that the Cook County Auditor or the County's duly authorized third party
auditor (collectively, the "Auditor") shall, upon ninety (90) days prior wrifien notice during
the term of this Agreement and during the three (3) years after the final payment under this
Agreement, have access and the right to examine any books, documents, papers, canceled
checks, bank statements, purveyor's and other invoices, and records of BCBSIL related to
the Services performed under this Agreement, or to BCBSIL's compliance with any term,
condition or provision thereof, unless such access is limited or prohibited by applicable law
or contract. BCBSIL will provide a reasonable altemative in the event access to certain
records is limited by a contract. BCBSIL shall be responsible for establishing and
maintaining records sufficient to document the costs associated with performance under the
terms of this Agreement. The audit must be free of bias, influence or conflict of interest.
Audit samples will be limited to a reasonable sample size mutually agreed to between
BCBSIL and the County. The County will be responsible for its own costs and the cost of
the Auditor. The audit will be limited to the immediately preceding twenty-fow Qa)
calendar months. No more than one (1) audit shall be conducted during a twelve (12)
consecutive-month period, except as required by state or federal government agency or
regulation. The Auditor that has access to the information and files maintained by BCBSIL
will agree not to disclose any proprietary or confidential information and an Audit
Agreement will be mutually agreed to by the parties that sets forth the terms and conditions
of the audit. In the event that an Audit Agreement is executed by the County, the authorized
signatory shall be the Cook County Auditor. The County agrees to require any third party
auditor to hold harmless and indemni$/ BCBSIL in writing of any liability from disclosure
of such information prior to engaging in any audit. The County will also provide BCBSIL
with written authorization for the authorized third party auditor to conduct the audit and
written approval of the scope of the audit. The County agrees that their employees, officers,
representatives and agents will have access to and utilize such information disclosed to them
solely for the purpose of carrying out the audit for the County.

BCBSIL further agrees that it shall include in all of its Subcontracts hereunder a provision to
the effect that the Subcontractor agrees that BCBSIL, BCBSIL's internal and external
auditors or any other third party retained by BCBSIL shall for up to three years after
termination of the Subcontractor's agreement, have access and the right to examine all
relevant records and data relating to the Services delegated by BCBSIL to the Subcontractor.

In addition to the BCBSIL audit rights contained in the Exhibits, during the term of this
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Agreement and within one hundred eighty (180) days after its termination, BCBSIL may,
upon at least thirty (30) days prior written notice to the County, conduct reasonable audits of
the County's membership records with respect to eligibility.

In the event BCBSIL receives payment under this Agreement, reimbursement for which is
later disallowed by the County and the amount of which has been mutually agreed to by
BCBSIL, BCBSIL within 60 business days shall refund the disallowed amount to the County
on request, or at the County's option, the County may credit the amount disallowed from the
next payment due or to become due to BCBSIL under any contract with the County. BCBSIL
shall only be responsible for the correction of erors identified in specific Claim Payments
and Net Claim Payments subject to the terms and conditions of this Agreement and shall not
be obligated to reimburse the County for alleged erors calculated, using extrapolation
methodologies, to exist in a population of Claim Payments and Net Claim Payments based
on an error rate in a sample drawn from that population. If a pattern of error is identified,
BCBSIL shall identifu claims with similar enors and BCBSIL agrees to correct such claims
with similar erors. Further, BCBSIL has the right to implement reasonable administrative
practices in the administration of Claims.

Third Party Data Release

In the event the County requests BCBSIL to provide data directly to its third party
consultant andlor vendor, and BCBSIL agrees, the County acknowledges and agrees, and
will cause its third party consultant and/or vendor to acknowledge and agree:

1. The personal and confidential nature of the requested documents, records and other
information (for purposes of this Section 3)k), is "Confidential Information").

2. Release of the Confidential Information may also reveal BCBSIL's or
Subcontractor' s Business Proprietary Information.

3. To maintain the confidentiality of the Confidential Information and any Business
Proprietary Information (for purposes of this Section 3)k), collectively,
"Information"). The third party consultant and/or vendor shall:
a. Use and copy the Information only for the pulpose of complying with the terms

and conditions of its agreement with BCBSIL, to the extent consistent with
applicable law.

b. Advise its employees who receive the Information of the existence and terms
of these provisions and of the obligations of confidentiality herein.

c. Use, and require its employees to use, at least the same degree of care to protect
the Information as is used with its own proprietary and confidential information.

5. Not to use the nzune, logo, trademark or any description of each other or any
subsidiary of each other in any advertising, promotion, solicitation or otherwise
without the express prior written consent of the consenting party with respect to each
proposed use.

6. The third party consultant andlor vendor shall execute BCBSIL's then-current
confi dentiality agreement.

7. The County shall designate the third party consultant and/or vendor on the
appropriate HIPAA documentation.
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8. County shall provide BCBSIL with the appropdate avthonzation and specific written
directions with respect to data release or exchange with the third party consultant
and/or vendor.

The County shall be liable to BCBSIL for any and all losses, liabilities, damages, penalties
and expenses, including attorneys' fees and costs, or other cost or obligation resulting from
or arising out of claims, lawsuits, demands, settlements or judgments brought against
BCBSIL in connection with any claim based upon BCBSIL's disclosure to the third party
consultant and/or vendor (consistent with the County's directions) of any information
and/or documentation regarding any of the County's covered person at the direction of the
County or breach by the third party consultant and/or vendor of any obligation described
in this subsection (k).

Subcontracting or Assignment of Agreement or Agreement Funds

Once awarded, except as otherwise provided in this Agreement, this Agreement shall not be
subcontracted or assigned to a Subcontractor, in whole or in part, without the advance written
approval of the Chief Procurement Officer, which approval shall not be unreasonably
withheld. In no case, however, shall such approval relieve BCBSIL from its obligations or
change the terms of this Agreement. BCBSIL shall not transfer or assign any Agreement
funds or any interest therein due or to become due without the advance written approval of
the Chief Procurement Officer. The unauthoized subcontracting or assignment of this
Agreement, in whole or in part, or the unauthorized transfer or assignment of any Agreement
funds, either in whole or in part, or any interest therein, which shall be due or are to become
due BCBSIL shall have no eflect onthe County and are null and void.

Anything in this Agreement notwithstanding, at the time of a telephone call to BCBSIL
customer service, if a member elects to interact with BCBSIL in a non-English language,
then that call could be handled by a third party with access to confidential information and
such third party's employees may be located outside of the U.S..

Prior to the commencement of this Agreement, the BCBSIL shall identifu in writing to the
Chief Procurement Officer the names of any and all Subcontractors it intends to use in the
performance of this Agreement by completing the Identification of Subcontractor/Supplier
Form ("ISF"). The Chief Procurement Officer shall have the right to disapprove any
Subcontractor which shall not be unreasonably withheld. All Subcontractors shall perform
services in accordance with the terms of this Agreement.

BCBSIL must disclose the name and business address of each Subcontractor, lobbyist,
BCBSIL has retained or expects to retain in connection with this Agreement, as well as the
nature of the relationship, and the total amount of the fees paid or estimated to be paid.
BCBSIL is not required to disclose employees who are paid or estimated to be paid. BCBSIL
is not required to disclose employees who are paid solely through BCBSIL's regular payroll.
"Lobbyist" means any person or entity who undertakes to influence any legislation or
administrative action on behalf of any person or entity other than: (l) a not-for-profit enttty,
on an unpaid basis, or (2), himself.
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"Lobbyist" also means any person or entity any part of whose duties as an employee of
another includes undertaking to influence any legislative or administrative action. If
BCBSIL is uncertain whether a disclosure is required under this Section, BCBSIL must
either ask the County, whether disclosure is required or make the disclosure.

The County reserves the right to prohibit any person from entering any County facility for
any reason, unless prohibited by applicable law. BCBSIL and any Subcontractor of BCBSIL
while on any County property shall abide by all health and safety rules reasonably imposed
by the County or any other rules and regulations provided by the County in writing to
BCBSIL and its Subcontractor.

m) Professional Social Semices

fintentionally Omitted]

ARTICLE 4) TERM OF PERFORMANCE

Term of Performance

This Agreement takes effect when approved by the Cook County Board and its term shall
begin on December 1,2015 ("Effective Date") and continue until November 30, 2018 or
until this Agreement is terminated in accordance with its terms, whichever occurs first.

Timeliness of Performance

i) BCBSIL must provide the Services and Deliverables and the County must perform
its obligations, within the term and within
the time limits required under this Agreement Further, the parties acknowledges
that TIME IS OF THE ESSENCE and that the failure of a party to comply with the
time limits described in this Section 4.b may result in economic or other losses to
the other party.

ii) Neither BCBSIL nor BCBSIL's agents, employees nor Subcontractors are
entitled to any damages from the County, nor is arry party entitled to be reimbursed
by the County, for damages, charges or other losses or expenses incurred by
BCBSIL by reason of delays or hindrances in the performance of the Services,
whether or not caused by the County, except as otherwise provided in this
Agreement or under applicable law.

Agreement Extension Option

The Chief Procurement Officer may at any time before this Agreement expires elect to
renew this Agreement for up to two additional one-year periods under the same terms and
conditions as this original Agreement, except as provided otherwise in this Agreement, by
180 calendar days notice or as mutually agreed to by the parties. After notification by the

c)
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Chief Procurement Officer, this Agreement must be modified to reflect the time extension
in accordance with the provisions of Section 10.c.

ARTICLE 5) COMPENSATION

a) Basis of Payment

The County's funding type elections for the Services shall be made on an annual basis on or
before September 1 of each year as memorialized in the Benefit Program Applications,
mutually agreed to by the parties. The County shall notifu BCBSIL on or before September
I of each year of any decision to change funding option(s). A copy of the Benefit Program
Applications for the plans elected by the County is attached hereto in Exhibit 2. The Benefit
Program Applications will be incorporated into this Agreement upon execution by the
County, without further need to amend this Agreement in accordance with Article l0 (c).

The County will pay BCBSIL as set forth in:
1. The most current BPA(s);
2. Exhibit 6, HMO Cost Plus Group Administration Document, Section III;
3. Exhibit 7, HMO 151-Plus Grandfathered Group AdministrationDocument, Section

il;
4. Exhibit 8, PPO Group Administration Document, Section III (if applicable); and
5. Exhibit 9, PPO Administrative Services Agreement, Appendix 2 (if applicable).

If the County elects HMO Cost Plus andlor PPO Self-funded funding arangement(s) for
its benefit plan(s), BCBSIL is willing to extend a grace period of two (2) months beyond
the payment due date. If the County elects HMO Fully Insured and/or PPO Fully-insured
funding arrangement(s) for its benefit plan(s), BCBSIL is willing to extend a grace period
of two (2) months beyond the premium payment due date. If the County fails to pay the
amounts owed to BCBSIL during the grace period, the County will have ten (10) days from
the date of the BCBSIL's written notice of payment default to cure. Interest payments may
be charged in accordance with Section 9)b)2 of this Agreement.

If the County modifies (or chooses not to modify) a plan or the Services in such manner
that BCBSIL can demonstrate an increase in BCBSIL's cost of performing the Services or
if any legislation, rule, regulation or other governmental action is enacted or taken which
obligates BCBSIL to pay or make arrangements to pay to the goveflrment any new taxes
or other new govemmental fees, surcharges or amounts, BCBSIL must provide notice
thereof to the County. Thereafter, the County shall amend the Agreement in accordance
with this Section 10)c) of this Agreement to equitably adjust BCBSIL's compensation
within one hundred twenty (120) days of the notice, by BCBSIL

Likewise, in the event of a change in federal or state laws or regulations affecting the
Services provided under the terms of this Agreement, BCBSIL may propose changes to
the Agreement, including the Exhibits, with thirty (30) days prior written notice to the
County.

In the event that the actual number of the County's covered employees (in total, by product,
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or by benefit plan), varies by +l- 10% from BCBSIL's projections or the information upon
which BCBSIL's projections were based (benefit levels, census/demographics,
commissions, etc.) becomes outdated or inaccurate, BCBSIL reserves the right to adjust the
compensation owed by the County at the time of the annual renewal as reflected in the
Benefit Program Applications in Exhibit 2.

If, during the contract year (December I through November 30), BCBSIL determines an
adjustrnent to the compensation is required, the adjustment will be incorporated into the
following contract year' s compensation.

In accordance with Section 34-177 ofthe Cook County Procurement Code, the County shall
have a right to set off and subtract from any invoice(s) or Agreement compensation, a sum
equal to any fines and penalties, including interest, for any tax or fee delinquency and any
debt or obligation owed by BCBSIL to the County upon thirty (30) days prior written
notificationto BCBSIL.

BCBSIL acknowledges its duty to ensure the accuracy of all invoices submitted to the County
for payment. In the event that it is discovered that the County is entitled to a reimbursement
or credit from BCBSIL, whether due to inaccuracy in an invoice submitted for payment or
for any other reason, BCBSIL shall apply such credit or otherwise reimbursement the County
for the mutually agreed upon amounts due within sixty (60) days of written notice by the
County. When BCBSIL receives any payment from the County for any supplies,
equipment, goods, or services, it has provided to the County pursuant to this Agreement,
BCBSIL must make payment to its subcontractors within 15 days after receipt of payment
from the County to the extent required by applicable law, provided that such subcontractor
has satisfactorily provided the supplies, equipment, goods or services in accordance with
this Agreement and provided BCBSIL with all of the documents and information required
of BCBSIL. BCBSIL may delay or postpone payment to a subcontractor when the
subcontractor's supplies, equipment, goods, or services do not comply with the
requirements of this Agreement, BCBSIL is acting in good faith, and not in retaliation for
a subcontractor exercising legal or contractual rights. For purposes of this Section,
"subcontractor" means a third party that BCBSIL hired solely for the County Services under
this Agreement. Except for adjustments related to Claims and Administrative Fees, all one

time payrnents and annual performance guarantee settlements will be made by BCBSIL by
check or wire transfer to the County, unless otherwise agreed by the parties.

Funding

The source of funds for payments under this Agreement is identified in Exhibit 3, Schedule
of Compensation. Payments under this Agreement must not exceed Eight Hundred Eighty
Four Million, One Hundred Ninety Five Thousand Five Hundred Dollars ($884,195,000)
for the initial three year term without a written amendment in accordance with Section 10.c.

Non-Appropriation
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If no funds or insufficient funds ilre appropriated and budgeted in any fiscal period of the
County for payments to be made under this Agreement, then the County will notifi
BCBSIL in writing of that occurence, and either party may terminate on the earlier of the
last day of the fiscal period for which sufficient appropriation was made or whenever the
funds appropriated for payment under this Agreement are exhausted. In the event that no
funds are appropriated, the County shall make payments for Services completed and claims
cost incurred up to the start of the next fiscal year as defined in Cook County's Code of
Ordinances 34-1. In the event that there are insufficient funds then the County shall make
payments for Services completed and claims costs incurred up to the date that appropriated
funds are exhausted. No other payments will be made or due to BCBSIL and under this
Agreement beyond those amounts appropriated and budgeted by the County to fund
payments under this Agreement.

Taxes

The County has informed BCBSIL that (i) Federal Excise Tax does not apply to materials
purchased by the County by virtue of Exemption Certificate No. 36-75-0038K, and (ii)
Illinois Retailers' Occupation Tax, Use Tax and Municipal Retailers' Occupation Tax do not
apply to deliverables, materials or services purchased by the County by virtue of statute. The
price or prices quoted herein shall include any and all other federal and/or state, direct and/or
indirect taxes which apply to this Agreement. The County's State of Illinois Sales Tax
Exemption Identifi cation No. is E-9998-20 1 3-07.

Price Reduction
[Intentionally Omitted]

BCBSIL Credits

BCBSIL credits, if any, are set forth in Exhibit 1 Statement of Work.

ARTICLE 6) NOTICE AND SATISFACTION, DISPUTES

a) Notice and Satisfaction. Prior to excising any rights under Article 9 (Events of Default,
Remedies, Termination, Suspension, and Right to Offset), the County, through its Director
of Risk Management and the Key Personnel of BCBSIL agree to give one another written
notice of any complaint or concern the other party may have about the performance of
obligations under this Agreement, including any concern regarding an invoice presented by
BCBSIL pursuant to this Agreement and any potential event of default as described in Article
9. If the County reasonably disputes an invoice, the County must pay the undisputed amount
when due and submit written notice of the disputed amount (with details of the nature of the
dispute and the invoice(s) disputed) within five (5) business days of receipt of the invoice.
If BCBSIL disagrees with the County's written reason for failing to pay the disputed portions
of the invoice, and finds that the failure to pay the disputed portions is an event of default as

set forth in Section 9)a)2.(i) it shall issue a notice pursuant to this Section and to the County.
Such notice will allow the County ten (10) days in which to make necessary adjustrnents or
corrections to satisfy the complaint or concern prior to taking any further action as provided

e)

f)
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in Article 9 If the County fails to make the requested payment of the disputed amount after
the ten ( 1 0) day dispute period described in this Section, BCBSIL shall have the right to issue

aNotice to Cure in accordance with Article 9)b)2. (Notices by BCBSIL) and the parties shall
exercise all remedies set forth in Article 9)b)2. (Notices by BCBSIL).

Any other notice of potential event of default set forth under Article 9.a) will allow the
notified party thirty (30) days in which to make necessary adjustrnents or corections to
satisfu the complaint or concem prior to taking any further action as provided in Article 9.

Disputes. Any dispute arising out of or relating to this Agreement that is not resolved
pursuant to Section 6)a) shall be reviewed by the Chief Procurement Officer. The
complaining party shall submit a wriuen statement detailing the dispute and specifuing the
specific relevant Agreement provision(s) to the Chief Procurement Officer. Upon request of
the Chief Procurement Officer, the party complained against shall respond to the complaint
in writing within five business days of such request. The Chief Procurement Offrcer will
reduce her recommendations to writing and mail or otherwise fumish a copy thereof to
BCBSIL and the Director of Risk Management within thirty (30) days. BCBSIL shall
continue to discharge all its obligations, duties and responsibilities set forth inthe Agreement
during any dispute resolution proceeding unless otherwise agreed to by the Director of Risk
Management or her designee in writing. Notwithstanding the preceding, the parties do not
waive, then either party may exercise their right to bring suit in court as set forth in Section
6)c) below if a dispute cannot be resolved by the means set forth here. All negotiations, as

well as any recommendations by the Chief Procurement Officer, pursuant to this Article 6

are confidential, except to the extent disclosure is required by law, and shall be treated as

compromise and settlement negotiations for purposes of applicable rules of evidence.

The parties agree that their representatives will meet whenever necessary to promptly resolve
any problems that occur relating to the administration or perfornance of this Agreement. The
parties will exercise commercially reasonable efforts to resolve in good faith any such
problems. A11 reasonable requests for information, not otherwise inconsistent with the terms
of this Agreement, made by one party to the other in the course of attempting to resolve
disputes will be honored.

Exhaustion of Mandatory Dispute Resolution Provisions. If the parties have exhausted
the mandatory dispute resolution provisions described in this Article 6)a) and b), and a

dispute still remains between them, either party may pursue any remedy in a court of
competent jurisdiction in Cook County, Illinois, provided, however, that if a party elects to
pursue litigation, the party shall provide the other party notice at least ten (10) business days
before the litigation is filed.

ARTICLE 7) COOPERATION WITH INSPECTOR GENERAL AND COMPLIAI\CE
WITH ALL LAWS

The County and BCBSIL, Subcontractor, licensees, grantees or persons or businesses who have a
County contract, grant, license, or certification of eligibility for County contracts shall abide by all

c)
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",t'f,:of the applicable provisions of the Office of the Independent Inspector General Ordinance (Section
2-281et. seq. of the Cook County Code of Ordinances). Failure to cooperate as required may result
in monetary and/or other penalties.

The County and BCBSIL shall observe and comply withthe laws, ordinances, regulations and codes

of the Federal, State, County and other local government agencies applicable to performance of its
respective duties under this Agreement including, but not limited to, those County Ordinances set

forth in the Certifications attached hereto and incorporated herein. Assurance of compliance with
this requirement by BCBSIL's employees, agents or Subcontractors shall be the responsibility of
BCBSIL.

BCBSIL shall secure and pay for all federal, state and local licenses, permits and fees that are

required for it to provide Services under this Agreement. The County has the sole responsibility for
and shall bear the entire cost of compliance with all federal, state and local rules, laws and regulations
that apply to it or to any of its benefit plans, including, but not limited to, any licensing, filing,
reporting, modification requirements and disclosure requirements, and all costs, expenses and fees

relating thereto, including but not limited to local, state or federal taxes, penalties, surcharges or other
fees or amounts.

Illinois Department of Insurance Approval. The obligations of BCBSIL pursuant to this
Agreement, with respect to HMO and insured PPO plans, are conditioned upon BCBSIL procuring
all required approvals by the Director of the Illinois Department of Insurance ("DOI"). BCBSIL will
inform the County in the event the DOI does not approve the Agreement, and the parties will enter
into good faith negotiations to amend this Agreement in accordance with Section 10)c).

ARTICLE 8) SPF"CIAL CONDITIONS

a) Representations

In connection with signing and carrying out this Agreement, BCBSIL:

i) agrees that BCBSIL is appropriately licensed under Illinois law to perform
the Services required under this Agreement and will perform no Services for which
a professional license is required by law and for which BCBSIL is not appropriately
licensed;

ii) agrees it is financially solvent; based upon its knowledge after diligent inquiry, it
and each of its employees, agents and Subcontractors of are competent to perform
the Services required under this Agreement; and BCBSIL is legally authorized to
execute and perform or cause to be performed this Agreement under the terms and

conditions stated in this Agreement;

iii) agree that it will not knowingly use the services of any ineligible consultant or
Subcontractor for any purpose in the performance of its Services under this
Agreement that has been declared ineligible as described under the applicable
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provisions of: (i) the Cook County Code of Ordinances Section 34-170 and34-179
or (ii) Article IV of the Cook County Procurement Code;

represents that BCBSIL and, based upon its knowledge after diligent inquiry, its
Subcontractors are not in default at the time this Agreement is signed, and has not
been considered by the Chief Procurement Officer to have, within 5 years
immediately preceding the date of this Agreement, been found to be in default on
any contract awarded by the County;

represents that it has carefully examined and aralyzed the provisions and
requirements of this Agreement; it understands the nature of the Services required;
from its own analysis it has satisfied itself as to the nature of all things needed for
the performance of this Agreement; this Agreement is feasible of performance in
accordance with all of its provisions and requirements;

represents that BCBSIL and, based upon its knowledge after diligent inquiry, its
Subcontractors are not in violation of the provisions of the Illinois Criminal Code,
720ILCS 51338 as amended; and

acknowledges that any certification, affidavit or acknowledgment made under oath
in connection with this Agreement is made under penalty of perjury and, if false, is
also cause for termination under Sections 9)a) and 9)c).

b) Ethics

D In addition to the foregoing representations, BCBSIL agrees, based upon its
knowledge after diligent inquiry:

(1) no officer, agent or employee ofthe County is employed by BCBSIL or has

a financial interest directly or indirectly in this Agreement or the
compensation to be paid under this Agreement except as may be permitted
in writing by the Board of Ethics.

(2) no payment, gratuity or offer of employment will be made in connection
with this Agreement by or on behalf of any Subcontractors to BCBSIL or
higher tier Subcontractors or anyone associated with them, as an

inducement for the award of a subcontract or order.

c) Joint and Several Liability

If BCBSIL, or its successors or assigns, if any, is comprised of more than one individual
or other legal entity (or a combination of them), then under this Agreement, each and
without limitation every obligation or undertaking in this Agreement to be fulfilled or
performed by BCBSIL is the joint and several obligation or undertaking of each such
individual or other legal entity.

iv)

v)

vi)
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Business Documents

At the request of the County, BCBSIL must provide copies of its latest articles of
incorporation, by-laws and resolutions, or partnership or joint venture agreement, as

applicable and as may be allowed under law or by contract.

Conflicts of Interest

Based upon BCBSIL's knowledge after diligent inquiry, no member of the
governing body of the County or other unit of govemment and no other officer,
employee or agent of the County or other unit of government who exercises any
functions or responsibilities in connection with the Services to which this
Agreement pertains is permitted to have any personal interest, direct or indirect, in
this Agreement. Based upon BCBSIL's knowledge after diligent inquiry, no
member of or delegate to the Congress of the United States or the Illinois General
Assembly and no Commissioner of the Cook County Board or County employee is
allowed to be admitted to any share or part of this Agreement or to any financial
benefit to arise from it.

BCBSIL represents that it, and based upon its knowledge after diligent inquiry, its
Subcontractors if any (collectively, "Consulting Parties"), presently have no direct
or indirect interest and will not acquire any interest, direct or indirect, in any project
or contract that conflicts with the performance of its Services under this Agreement.

Furthermore, if any federal funds are to be used to compensate or reimburse
BCBSIL under this Agreement, BCBSIL represents that it is and will remain in
compliance with federal restrictions on lobbying set forth in Section 319 of the
Department ofthe Interior and Related Agencies Appropriations Act for Fiscal year
1990,31 U.S.C. $ 1352, and related rules and regulations set forth at 54 Fed. Reg.
52,309 ff. (1989), as amended. If federal funds are to be used, the County must
notiff BCBSIL prior to the use of such funds and BCBSIL must execute a
Certification Regarding Lobbying, which will be attached as an exhibit and
incorporated by reference as if fully set forth here.

0 Non-Liabitity of Public Officials

BCBSIL and any assignee or Subcontractor of BCBSIL must not charge any official, employee or
agent of the County personally with any liability or expenses of defense or hold any official,
employee or agent of the County personally liable to them under any term or provision of this
Agreement or because of the County's execution, attempted execution or any breach of this
Agreement.

D

ii)

iii)
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ARTICLE 9) EYENTS OF DEFAULT, REMEDIES, TERMINATION, SUSPENSION
AND RIGHT TO OFFSET

a) Events of Default Defined

The following constitute events of default by BCBSIL:

Any material misrepresentation, whether negligent or willful and whether in the
inducement or in the performance, made by BCBSIL to the County.

BCBSIL's failure to perform any of its obligations under this
Agreement to the level that such failure constitutes a material breach of this
Agreement, including, but not limited to, the following:

(a) Failure due to a reason or circumstances within BCBSIL's reasonable
control to perform the Services with sufficient personnel and equipment or
with sufficient material to ensure the performance of the Services;

(b) Failure to perform the Services in the manner set forth in this Agreement as

a result of insolvency, filing for bankruptcy or assignment for the benefit of
creditors;

(c) Failure to promptly re-perform, as required by this Agreement, within a

reasonable time Services that were rejected by the County as permitted by
this Agreement;

Discontinuance of the Services for reasons within BCBSIL's reasonable
control; and

1.

i)

iD

(d)

iiD

(e) Failure to comply with any other material term of this Agreement,
including the provisions concerning insurance and nondiscrimination.

BCBSIL's default under any other agreement it may presently have or may enter
into with the County during the life of this Agreement. BCBSIL acknowledges and
agrees that in the event of a default under this Agreement the County may also
declare a default under any such other Agreements.

Failure to comply with Article 7 inthe performance of this Agreement.

BCBSIL's repeated or continued violations of County ordinances unrelated to
performance under this Agreement that in the opinion of the Chief Procurement
Offrcer indicate a willful or reckless disregard for County laws and regulations..

The following constitute events of default by the County:

County's failure to timely pay any amount due under this Agreement;

v)

vi)

i)

2.

23



b)

Contract No. 1518-14008
Employer Sponsored Health Insurance Benefits

ii) Any material misrepresentation, whether negligent or willful and whether in the
inducement or in the performance, made by the County to BCBSIL;

iii) Malfeasance, misfeasance, negligence or fraud by the County or its agents with
respect to this Agreement; and

iv) County's failure to perform any of its obligations under this Agreement to the level
that such failure constitutes a material breach of this Agreement.

Remedies

Notices by the County. The occurrence of any event of default set forth under
Section 9)a)1. permits the County, at the County's sole option, to declare BCBSIL
in default. The Chief Procurement Officer may in his sole discretion give BCBSIL
an opportunity to cure the default within a certain period of time, which period of
time must not be less than a reasonable time nor exceed sixty (60) days, unless
extended by the Chief Procurement Officer. Whether to declare BCBSIL in default
after the dispute resolution process outlined in Article 6 is exhausted is within the
sole discretion of the Chief Procurement Officer but nothing shall impair the ability
or rights of BCBSIL to dispute the basis for that decision to declare default or seek

damages arising from a default declaration that is wrongful in a court of competent
jurisdiction.

The Chief Procurement Officer will give BCBSIL written notice of the default,
either in the form of a cure notice ("Cure Notice"), or if the default is impossible
to cure, then such notice may be in the form of a default notice ("Default Notice").
If the Chief Procurement Officer gives a Default Notice, he will also indicate any
present intent he may have to terminate this Agreement, and the decision to
terminate (but not the decision not to terminate) is final and effective upon giving
the notice. The Chief Procurement Officer may give a Default Notice if BCBSIL
fails to affect a cure within the cure period given in a Cure Notice. When a Default
Notice with intent to terminate is given as provided in this Section 9)b) and Article
11, BCBSIL must discontinue any Services, unless otherwise directed in the notice
or as otherwise provided in this Agreement, and upon reasonable request BCBSIL
shall deliver all County Owned Property.

Notices by BCBSIL. The occurrence of any event of default set forth under Section
9)a)2 permits BCBSIL, at its sole option, to declare County in default, either in the
form of a Cure Notice, or, if the default is impossible to cure, then such notice may
be in the form of a Default Notice. If BCBSIL gives a Default Notice, it will also
indicate any present intent it may have to terminate this Agreement, and the
decision to terminate (but not the decision not to terminate) is final and effective
upon giving the notice by delivery to the County of written notice of the default in
the form of a cure notice ("County Cure Notice") The County will have ten (10)
days to cure a default of Section 9)a)2.(i).If the County defaults under Sections
9)a)2.(ii)-(iv) then the County will have thirty (30) days to cure. With respect to
any default under Sections 9)a)2.(i) or 9)a)2.(ii), BCBSIL may, at its option, (but
at no time during the dispute process described under Article 6)a)) include in the

1.

2.
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Cure Notice an assessment of a late charge at arateequal to the lesser of (i) .032gP/o

per day (which equates to an amount of twelve percent (12%) per annum), or (ii)
the maximum rate permitted by state law, which shall be applied if the County fails
to cure within 10 days Notwithstanding the foregoing, late charges may be assessed
without electing to declare the County in default. If either party makes a good faith
determination that an event of default set forth in the Cure Notice or Default Notice
did not occur, it may challenge the default determination under the Disputes
provision of this Agreement at Section 6)b). BCBSIL may give a Default Notice if
the County fails to effect a cure within the applicable cure period as set forth above.

Exercise of Remedies. After giving a Default Notice, and, the defaulting party
fails to cure during the specified cure period in accordance with Sections 9)a)1. or
9)a)2. above, the non-defaulting party may invoke any or all of the following
remedies:

The right to terminate this Agreement as to any or all of the Services yet to be
performed effective at a time specified by the non-defaulting party;

The right of specific performance, an injunction or any other appropriate equitable
remedy;

The right to money damages;

In the case of default by BCBSIL, the right to withhold all or any part of BCBSIL's
compensation under this Agreement;

In the case of default by BCBSIL, the right to consider BCBSIL non-responsible in
future contracts to be awarded by the County.

Notwithstanding the non-defaulting party's ability to assert any of the remedies in
this section, nothing in this section 9)b)3. prohibits the other party from pursuing
its rights under the dispute resolution provisions of Article 6.

Reservation of Rights. If a party considers it to be in its best interests, it may elect
not to declare default or to terminate this Agreement. The parties acknowledge that
this provision is solely for the benefit of the non-defaulting party and that if (i) the
County permits BCBSIL to continue to provide the Services despite one or more
events of default by BCBSIL, BCBSIL is in no way relieved of any of its
responsibilities, duties or obligations under this Agreement, nor does the County
waive or relinquish any of its rights, or (ii) BCBSIL continues to provide the
Services despite one or more events of default by County, the County is in no way
relieved of any of its responsibilities, duties or obligations under this Agreement,
nor does BCBSIL waive or relinquish any of its rights.

5. Non-Exclusivity of Remedies. The remedies under the terms of this Agreement,
including any rights under Article 6, are not intended to be exclusive of any other

i)

ii)
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iv)

v)
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remedies provided, but each and every such remedy is cumulative and is in addition
to any other remedies, existing now or later, at law, in equity or by statute. No
delay or omission to exercise any right or power accruing upon any event of default
impairs any such right or power, nor is it a waiver of any event of default nor
acquiescence in it, and every such right and power may be exercised from time to
time and as often as the party considers expedient.

Early Termination

In addition to termination under Sections 9)a) and 9)b) of this Agreement, either party may
terminate this Agreement, or all or any portion of the funding types in accordance with
following provisions:

1. For terminations of the HMO Cost Plus lnsured benefit plan, the termination
language in Exhibit 6 Sections III.G.2 and V willapply.

2. For terminations of the HMO 151 Plus Insured benefit plan, the termination
language in Exhibit 7 Section VI.A will apply.

3. For terminations of the PPO Insured benefit plan, the termination language in
Exhibit 8 Section IX.A will apply.

4. For terminations of the PPO Administrative Services Only benefit plan, the
termination language in Exhibit 9 Section 11.1a will apply.

The terminating party will give notice to the other party in accordance with the provisions
of Article 1 1. The effective date of the termination will be the date stated in the notice when
consistent with this Agreement. If the County elects to terminate this Agreement in full,
all Services to be provided under it must cease and all County-Owned Property must be
delivered, upon request, to the County effective 60 days after the effective date of such
termination, or such other date mutually agreed to by the parties.

After BCBSIL receives a termination notice from the County, BCBSIL must restrict its
activities, and those of its Subcontractors, to winding down any reports, analyses, or other
activities previously begun. No costs incured after the effective date of the termination
are allowed, except as otherwise provided by this Agreement. Payment for any Services
actuaIly and satisfactorily performed before the effective date of the termination is on the
same basis as set forth in Article 5 The settlement and financial obligations upon
termination of the Agreement will be resolved in accordance with the following sections:

1. If a party elects to terminate the HMO Cost Plus Insured benefit plan, the following
Sections of Exhibit 6 will apply:

a. Sections ILI.C.2.
b. Section III.E.3.
c. Section III.G

2. If a party elects to terminate the HMO 151 Plus Insured benefit plan, Section II.D
of Exhibit 7.

3. If a party elects to terminate the PPO Insured benefit plan, Section III.D. of Exhibit
8 will apply.

26



d)

Contract No. 151 8-14008
Employer Sponsored Health Insurance Benefits

4. If a party elects to terminate the PPO Administrative Services Only benefit plan,
the following Sections of Exhibit 9 will apply:

a. Appendix 2 Section 3.4.
b. Appendix 2 Section 8.

BCBSIL agrees that any early termination by the County complies with the terms of this
Agreement, BCBSIL will not make any early termination claims against the County based
on any Subcontractor's claims against BCBSIL or the County to the extent inconsistent
with this provision.

If a party's election to terminate this Agreement for default under Sections 9)a) and 9)b) is
determined under the dispute resolution process in Article 6 or a court of competent
jurisdiction to have been wrongful, then the termination is to be considered to be an early
termination under this Section 9)c).

Right to Offset

In connection with performance under this Agreement, either party may offset upon thirty
(30) days notice as provided below:

i) if a party terminates this Agreement for default or any other reason resulting
from the other party's performance or non-performance;

ii) if a party exercises any of its remedies under Sections 9)a and 9)b of this
Agreement;
or

iii) if a party has any amounts past due after applicable grace period under this
Agreement; however, BCBSIL's right to offset amounts it owes to the County from

amounts due from the County under this subsection (d)(iii) is limited to withholding
payment, unless otherwise mutually agreed to by the parties.

Either party may offset these excess costs by use of any payment due before termination
of this Agreement or before the exercise of any remedies. If the amount offset is insufficient
to cover those excess costs, the other party is liable for and must promptly remit to the
County offsetting party the balance upon written demand for it. This right to offset is in
addition to and not a limitation of any other remedies available to the aparty.

Delays

BCBSIL agrees that no charges or claims for damages shall be made by BCBSIL for any
delays or hindrances during the progress of any portion of this Agreement, except that
BCBSIL may assert charges or claims for damages for delays or hindrances caused solely by
the County, where such delays are related to, eligibility information, benefit design, approval
of benefit booklets and funding type decisions ("Delay Claims"). Any Delay Claims
pursuant to this subsection 9)e) shall not exceed Seven Hundred Fifty Thousand Dollars

e)
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($750,000) in any one benefit year during the term of this Agreement.

Notwithstanding the foregoing, this subsection 9)e) shall not apply to any delayed payments
by the County, adjusfrnents to premiums or fees, or umecovered payments to providers.

Prepaid Fees

In the event this Agreement is terminated by either party, for cause or otherwise, and the
County has prepaid for any Deliverables, BCBSIL shall refund to the County, on a prorated
basis to the effective date of termination, all amounts prepaid for Deliverables not actually
provided as of the effective date of the termination. The refund shall be made within thirfy
(30) days of the effective date oftermination.

Subrogation
Upon written notice of the County, BCBSIL shall immediately cooperate with and
provide all support necessary and practical for the County's subrogation program for
claims arising out of accidental injuries, including support to transition the program to the
County. This cooperation and support shallinclude, but shall not be limited to, the
following components:
A. Inclusion of the County's enhanced subrogation language for all self-funded

plans, as provided in Exhibit 9, Administrative Service Agreement.

B. Communication and transmission of the following information, in such form and

manner as established by the Plan Administrator:
o A daily download of all completed claims submitted which cuury an accident-

related diagnosis, in the 1600-byte format containing the fields necessary to

identifu the claim, participant, and provider. The file format shall be that used by

existing Municipal Account customers. The codes shall be defined in the ICD-9
list, including E-Codes, and the replacement ICD-10 codes when implemented.

BCBSIL shall also include claims with accident checkboxes on HCFA-submitted
claims.

. Access to image reproduction of claims for the purpose of the subrogation

program documenting its third-party demands.

C. Real-time access of the claims data (Blue-Chip system) to persons designated by
the County, so they can research and compile all accident-related claims.

D. BCBSIL shall cooperate with County personnel or the County's subrogation

vendor to deliver necessary information.
E. BCBSIL shall provide the County notification of all refunds sent from providers

on account of accident reimbursements or coordination of benefits on accident

insurance.

BCBSIL shall implement set offof future benefits onthe County's determinationthat
the participant received third-parfy funds without reimbursing the Plan.

s)
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a)

ARTICLE 10) GENERAL CONDITIONS

Entire Agreement

D General

(b)
(c)

(d)

(e)
(0

ii)

This Agreement, and the Exhibits attached to it and incorporated in it, constitute
the entire Agreement between the parties and no other wa:ranties, inducements,
considerations, promises or interpretations are implied or impressed upon this
Agreement that are not expressly addressed in this Agreement

No Collateral Agreements

BCBSIL acknowledges that, except only for those representations, statements or
promises expressly contained in this Agreement and the Exhibits attached to it and
incorporated by reference in it, no representation, statement or promise, oral or in
writing, of any kind whatsoever, by the County, its officials, agents or employees,
has induced BCBSIL to enter into this Agreement or has been relied upon by
BCBSIL, including any with reference to:

(a) statements as to the meaning, correctness, suitability or completeness of any
provisions or requirements of this Agreement;
the nature of the Services to be performed;
the nature, quantity, quality or volume of any materials, equipment, labor
and other facilities needed for the performance of this Agreement;
the general conditions which may in any way affect this Agreement or its
performance;
statements as to the compensation provisions of this Agteement; or
any other matters, whether similar to or different from those referred to in
(a) through (e) immediately above, affecting or having any connection with
this Agreement, its negotiation, any discussions of its perforrnance or those
employed or connected or concerned with it.

No Omissions

Each party acknowledges that it was given an opportunity to review all documents
forming this Agreement before signing this Agreement in order that it might request
inclusion in this Agreement of any statement, representation, promise or provision
that it desired or on that it wished to place reliance. The parties state that they each
did so review those documents, and either every such statement, representation,
promise or provision has been included in this Agreement or else, if omitted, the
parties relinquishes the benefit of any such omiued statement, representation,
promise or provision and is willing to perform this Agreement in its entirety without
claiming reliance on it or making any other claim on account of its omission.

iii)
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Counterparts

This Agreement is comprised of several identical counterparts, each to be fully signed by
the parties and each to be considered an original having identical legal effect.

Amendments

The parties may during the term ofthis Agreement make amendments to this Agreement but
only as provided inthis Section. Such amendments shall only be made by mutual agreement
in writing.

The Chief Procurement Officer may agree with BCBSIL to amend this Agreement without
Board approval provided that any such amendment does not extend this Agreement by more
than one (1) year, and further provided that the total cost of all such amendments does not
increase the total amount of this Agreement beyond $150,000. Such action may only be

made with the advance written approval of the Chief Procurement Officer. If the amendment
extends this Agreement beyond one (1) year or increases the total award amount beyond
$150,000, then Board approval will be required.

Except with regard to the execution of the Benefit Program Applications by the Director of
Risk Management, which shall not be considered amendments pursuant to this Section 10)c),
no Using Agency or employee thereof has authority to make any amendments to this
Agreement. Any amendments to this Agreement made without the express written approval
of the Chief Procurement Officer is void and unenforceable.

BCBIL is hereby notified that, except for amendments which are made in accordance with
this Section l0)c) Amendments, no Using Agency or employee thereof has authorrty to
make any amendment to this Agreement.

Governing Law and Jurisdiction

This Agreement shall be govemed by and construed under the laws of the State of Illinois.
The parties irrevocably agrees that, except as provided in Article 6 any action or proceeding
in any way, manner or respect arising out of this Agreement, or arising from any dispute or
controversy arising in connection with or related to this Agreement, can be litigated only in
courts within the Circuit Court of Cook County, State of Illinois, and BCBSIL consents and
submits to the jurisdiction thereof. In accordance with these provisions, the parties waive
any right it may have to transfer or change the venue of any litigation brought related to this
Agreement.

Severability

If any provision of this Agreement is held or considered to be or is in fact invalid, illegal,
inoperative or unenforceable as applied in any particular case in any jurisdiction or in all
cases because it conflicts with any other provision or provisions of this Agreement or of
any constitution, statute, ordinance, rule of law or public policy, or for any other reason,
those circumstances do not have the effect of rendering the provision in question invalid,

d)
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illegal, inoperative or unenforceable in any other case or circumstances, or of rendering
any other provision or provisions in this Agreement invalid, illegal, inoperative or
unenforceable to any extent whatsoever. The invalidity, illegality, inoperativeness or
unenforceability of any one or more phrases, sentences, clauses or sections in this
Agreement does not affect the remaining portions of this Agreement or any part of it.

Assigns

All ofthe terms and conditions of this Agreement are binding upon and inure to the benefit
ofthe parties and their respective legal representatives, successors and assigns.

Cooperation

Each party must at all times cooperate with the other in connection with their respective
rights and obligations under this Agreement. If this Agreement is terminated for any
reason, or if it is to expire on its own terms, the parties must take commercially reasonable
efforts to promote an orderly transition to another provider of the Services, if any, orderly
demobilization of its own operations in connection with the Services, unintemrpted
provision of Services during any transition period and must otherwise comply with the
reasonable requests and requirements of the other party in connection with the termination
or expiration.

Waiver

Nothing in this Agreement authorizes the waiver of a requirement or condition contrary to
law or ordinance or that would result in or promote the violation of any federal, state or
local law or ordinance.

Whenever under this Agreement authority party waives the other party's performance in
any respect or waives a requirement or condition to either the County's or BCBSIL's
performance, the waiver so granted, whether express or implied, only applies to the
particular instance and is not a waiver forever or for subsequent instances of the
performance, requirement or condition. No such waiver is a modification of this
Agreement regardless of the number of times a party may have waived the performance,
requirement or condition. Such waivers must be provided to the other party in writing.

r) Independent Contractor

This Agreement is not intended to and will not constitute, create, give rise to, or otherwise
recognize a joint venture, partnership, corporation or other formal business association or
organization of any kind between BCBSIL and the County. The rights and the obligations
of the parties are only those expressly set forth in this Agreement. BCBSIL must perform
under this Agreement as an independent contractor and not as a representative, employee,
agent, or partner of the County.

h)
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Governmental Joint Purchasing Agreement

Pursuant to Section 4 of the Illinois Governmental Joint Purchasing Act (30 ILCS 525) and
the Joint Purchase Agreement approved by the Cook County Board of Commissioners
(April 9,1965), other units of government may purchase goods or services similar to those
provided pursuant to this Agreement.

In the event that other agencies participate in a joint procurement, the County reserves the
right to seek to renegotiate the financial terms of this Agreement to accommodate the larger
volume.

Comparable Government Procurement
[Intentionally Omitted]

X'orce Majeure

Neither BCBSIL nor County shall be liable for failing to fulfiII any obligation under this
Agreement if such failure is caused by an event beyond such party's reasonable control and
which is not caused by such party's fault or negligence. Such events shall be limited to acts
of God or nature, acts of war, terrorism, fires, lightning, floods, epidemics, or riots.

Change in Ownership or Control

BCBSIL will inform the Cook County Chief Procurement Officer and the County's
Director of Risk Management of any change in ownership or control of BCBSIL and shall
be required to provide updated written disclosures of ownership or control pursuant to the
Cook County Code of Ordinances Article 7, Division 2, Subdivision VI, Section 610.

Service Mark Regulation
i) Ifthe County elects HMO CostPlus Insured, HMO 151 Plus Insured andlor PPO Insured
benefit plan(s), then on behalf of the County and its covered persons, the County hereby
expressly acknowledges its understanding that the policy constitutes a contract solely
between the County and BCBSIL. BCBSIL is an independent corporation operating under
a license with the Blue Cross and Blue Shield Association (the "Association"), an
association of independent Blue Cross and Blue Shield Plans. The Association permits
BCBSIL to use the Blue Cross and Blue Shield Service Mark in BCBSIL's seryice area

and BCBSIL is not contracting as the agent of the Association. The County further
acknowledges and agrees that it has not entered into the policy based upon representations
by any person other than authorized persons of BCBSIL and that no person, entity or
organization other than BCBSIL shall be held accountable or liable to the County for any
of BCBSIL's obligations to the County created under a policy. This paragraph shall not
create any additional obligations whatsoever on the part of BCBSIL, other than those
created under other provisions of the applicable Group Administration Document.
ii) If the County elects PPO self-funded benefit plan, then the County acknowledges that
that BCBSIL's Proprietary Marks and Business Proprietary Information are the sole
property of the Blue Cross and Blue Shield Association or of BCBSIL and agrees not to

k)
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contest the Blue Cross and Blue Shield Association's or BCBSIL's ownership or the
license granted to the BCBSIL for use of such Proprietary Marks.

ARTTCLE 11) NOTTCES

All notices required pursuant to this Agreement shall be in writing and addressed to the parties at
their respective addresses set forth below. All such notices shall be deemed duly given if hand
delivered or if deposited in the United States mail, postage prepaid, registered or certified, return
receipt requested, or by national ovemight courier. Notice as provided herein does not waive service
of summons or process.

If to the County:

and

Cook Count Department of Risk Management
County Building
118 North Clark Street, Room 1072
Chicago, Illinois 60602-1304
Attention Director of Risk Management

Cook County Chief Procurement Officer
118 North Clark Street. Room 1018
Chicago, Illinois 60602
(Include County ContractNumber on all notices)

Robert Miller
Divisional Vice PresidentBlue Cross and Blue Shield of Illinois
300 E. Randolph Street, 22"dFloor
Chicago, Illinois 6060 1 -5099

If to BCBSIL:

With Copies to: Blue Cross and Blue Shield of Illinois Legal Department
28th Floor
300 East Randolph Street
Chicago, Illinois 60601
Attention: General Counsel

Changes in these addresses must be in writing and delivered in accordance with the provisions of
this Article 1 1. Notices delivered by mail are considered received three days after mailing in
accordance with this Article 1 1. Notices delivered personally are considered effective upon
receipt. Refusal to accept delivery has the same effect as receipt.

ARTTCLE 12) AUTHORITY

Each party's execution of this Agreement is duly authorized by that party's respective and
applicable processes. The County is authorized to enter into this Agreement based upon the
authorizations of the Cook County Board on October 28,2015. The signature(s) on behalf of
BCBSIL has been made with complete and full authority to commit BCBSIL to all terms and
conditions of this Agreement, including each and every representation, certification and wa:ranty
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the representations, certifications and warranties collectively

[Signature Page and Exhibits follow.]
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EXHIBIT 1

Statement of Work



Exhibit 1
SCOPE OF SERVICES/Statement of Work

1.1 General

Cook County (the "County") has identified Blue Cross Blue Shield of lllinois ("BCBSIL") as an

administrator that can provide quality administrative and insurance services for the County's benefit

plans in a cost-effective manner in a rapidly changing health-care environment. BCBSIL was selected

based on a combination of competitive fees, strong networks, innovative program offerings and

excellent member and client service.

The County requires that BCBSIL match the County's current plan designs as reflected in the annual Benefit

Program Applications (BPA). However, the County is currently engaged in the collective bargaining process

with all unions and benefit plans designs are subject to the collective bargaining process. Negotiated plan

design changes resulting from the collective bargaining process will require implementation effective

December L, 201,5 for certain members of the County's benefit plan(s) and a future date for additional

members of the County's benefit plan(s). Plan designs are included as Attachment A to this document. All

such benefit design changes and funding type elections are governed by the terms and conditions of the

Agreement.

A. BCBSIL resources include a sufficient number of staff and phone lines and adequate backup

capability.

B. BCBSIL shall maintain a website for the County's members and plan administrators. Members can

access tools, activities, and resources at www.BCBS|L.com/cookcounty/, or such other website

established by BCBSIL.

C. BCBSIL shall have a Disaster Recovery Plan and procedures, including off-site storage of critical data

and specific provisions for responses to inquiries, continuation of customer service, access to

eligibility files, claims processing, and financial data.

D. BCBSIL agrees to accept the transfer of pharmacy claims data from the County's Pharmacy Benefit

Manager ("PBM") at no additional cost, for purposes of accumulating total claims toward plan out-of-

pocket maximums and for purposes of administering health promotion programs.

E. BCBSIL will provide weekly eligibility full-file FTP feeds to Caremark, subject to the requirements of

the "Third Party Data Release" subsection of the PSA, at no additional cost.

1.2 Account Management

BCBSIL shall provide a designated account manager to handle day-to-day requests from the

County and any service issues that may arise.

BCBSIL will allow the County the ability to request a change in account management and the

ability to interview and approve any key account staff changes.



a. Previously, four (4) BCBSIL team members provided support to the County. Under the

terms of this Agreement, the BCBSIL team supporting the County has expanded to seven

(7) team members to include support from the following:

i. Strategic Account Executive

ii. Tactical Account Executive

iii. lmplementationManager

iv. MarketingService Representative

v. Two Group Benefit Specialists

vi. Municipal Accounts Vice President

b. By leveraging the team members listed above, BCBSIL will:

i. Provide the Services under this Agreement in an efficient manner;

ii. Track and identify trends;

iii. lncrease its visibility at various County locations; and

iv. Provide a solution to issues raised by the County.

C. BCBSIL will provide onsite assistance at various County locations to provide reasonable levels of
worksite wellness and account support to resolve County and member issues in a timely and efficient

manner and will deliver BCBSIL wellness education and programs, as determined by the County, in

addition (D)below.

D. BCBSIL will provide staff knowledgeable of the County's plans/programs to participate in open

enrollment meetings and wellness fairs each year, which currently are anticipated to annually

include a minimum of 5 benefits fairs and 14 open enrollment meetings, though needs may

change from year to year upon mutual agreement of the parties.

1.3 lmplementation

A. lmplementation Milestones

a. County approval on account structure - August L7,2015

b. County determining funding for PPO benefit plan - September L,2OI5
c. Member Open Enrollment: To be held in October, 201-5

d. Eligibility File received by County - November 3,20L5
e. New HDHP design coded and implemented - November t3,2OL5

f. Eligibility transfer to H.S.A. bank and Caremark - November 13, 2015

g. Renewal (benefit, rate changes, , etc.) processed - November 15, 2015

h. lssuance of lD cards - mailed by November L7,2OL5

i. BVA implemented - ready for production November 27 ,20!5, begins December 1-,2015

j. Banking arrangement in place - December L,2Ot5
k. Claim testing and validation - complete by January L,2.OLG

B. ln the event of a significant addition of new employees, dependents, or product offerings, a

dedicated municipal accounts implementer willwork with the County to implement the transition

by the agreed to start date.



c.

D.

BCBSIL will provide S125,000 in implementation credits for year one and 5150,000 in communication

and/or Wellness credits per year for three years to the County. The County may use the

communication and/or Wellness credits to fund programs, communications, and/or projects that
promote the member experience and wellness.

Examples of wellness activities that are designed to promote a healthier lifestyle or that tie to the

health of the employee, improving baseline biometrics, health education to maintain or improve it

include but are not limited to:
a. Chef demonstration

b. Flu shots

c. Custom banners

d. Payroll stuffers

e. Custom communications, design, postage

f. Wellness giveaways

g. Wellness education

h. Educating members on programs available to them on Blue Access for Members

("BAM")

E. BCBSIL fee includes all costs associated with implementation services. No additional charges will

apply.

F. BCBSIL will provide educational materials to members on how to use the BCBSIL website including

the system tools and capabilities. lD cards for new groups and renewal groups with benefit

changes will be mailed within seven (7) business days following the receipt of all necessary

information from the County and submission to BCBSIL's vendor. When member changes occur

during the plan year, new lD cards are generally mailed in less than seven (7) business days

following BCBSIL's receipt of the new information, approval of the County, and submission of such

information to the BCBSIL's vendor.

G. BCBSIL will provide reasonable customization to the lD card at no additional charge. The card will

include the County's logo and custom message based on the benefit programs offered, to the

extent permitted by the BCBSA lD Card rules. Currently, the following information may also be

customized:

a. company name, logo, and Web URL

b. descriptive titles (subscriber, member, lD number)

c. copayment descriptions and values

d. appropriate client-specific contact phone numbers

e. various messages on the card carrier

G. Anti-Fraud Program. BCBSIL will maintain an Anti-Fraud Program.

H. Fiduciary Responsibility:

a. (Self-lnsured) BCBSIL will continue to accept claim processing fiduciary responsibility for

an additional fee of St.OO per employee per month.

b. (Fully lnsured) BCBSIL accepts claim fiduciary responsibility at no additional charge.

BCBSIL accepts all risk of claims for benefits insured under the policy.



l. The County authorizes BCBSIL to coordinate with a preferred HSA banking vendor for the County's

H.S.A. Administration and to transfer eligibility data to the preferred HSA banking vendor. BCBSIL

will provide HSA administration materials as needed.

1.4 Eligibility & Enrollment
A. Auditing eligibility data

BCBSIL will update its eligibility system within two days of receiving valid and complete

enrollment data from the County. Once the County transmits the data to BCBSIL, the assigned

BCBSIL FSU will be notified electronically and data quality checks will be performed to assess

whether the data is complete. The FSU will then correct any errors on the file, if the necessary

information is available, and add the eligibility records to the BCBSIL system. The complexity of
the eligibility error may require a sequence of edits resulting in a maximum of five business days

to fully assess the eligibility file. lf a manual paper application is received it could take up to seven

business days to process.

B. Transfer of eligibility data to the County's other vendors (e.S. PBM)

BCBSIL will transfer: eligibility data to the County's PBM (currently CVS Caremark) as well as other

vendors as designated by the County, subject to the requirements of the "Third Party Data

Release" subsection of the PSA, and manage the resolution of any errors or discrepancies at no

additional cost and on a reasonable timeframe. BCBSIL will allow one standard file lay out with a

preferred vendor for eligibility and claims for fully insured and ASO funding.

1.5 Member Services

A. All BCBSIL customer advocates have been trained in claims processing and have the authority to

authorize adjudication of claims, with varying degrees of authority. Customer advocates can

access claims history/status, SPDs/plan documents and the history and status of member

questions/complaints, when available, to respond to member inquiries.

B. BCBSIL shall provide toll-free telephone, TDD access and IVR for member service. Rockford Full

Service Unit ("FSU") is the current FSU. The current hours of operation for the FSU are Monday

through Friday, from 8:00 a.m. to 6:00 p.m., Central Time, and the current hours of operation for

the Chicago FSU are Monday through Friday, from 8:00 a.m. to 5:30 p.m., Central Time.

C. Customer Advocate Training

Customer Advocates will be trained in BCBSIL's systems, policies and procedures. BCBSIL will

provide specific training in Cook County plans, policies and procedures to customer advocates.

BCBSIL will work with the County to develop member service scripts to deliver customized

messaging, where appropriate, to individuals covered under the County's benefit plans.

D. Customer service inquiry tracking and reporting
The information provided below is applicable to the County's PPO and HMO FSUs.

r All calls are currently recorded
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r Calls are currently archived for 7 years

o All calls and inquiries are documented

o Currently, up to 1-50 member service calls are audited for each customer advocate

annually.

E. Call transfers

As part of the Blue Care Connection team, BCBSIL customer advocates will provide direct referrals

to the program for PPO members, answer members' initial questions, and assist members in

accessing a Blue Care Advisor. BCBSIL will accept warm transfers from and provide a warm

transfer to the County's other vendors mutually agreed to by the parties. Additionally, other

vendors can be selected as options through the IVR system.

Warm transfers are not provided for HMO care management, as BCBSIL delegates this function to

the lPA.

Web lities

Members can:

t. Access provider credentialing/statistical information Y

2. Access provider directories or check whether providers are in the
network. This should include hospitals, physicians and urgent care
centers.

Y

3. Access provider directories with driving instructions Y

4. Change a PCP Y for HMO; N/A for
PPO

5. Access provider quality information Y

6. Participate in community forums Y

7. Access benefit plan summaries Y

8. Check eligibility Y

9. Order replacement lD cards Y

1-0. View and print lD cards from the website Y

t1-. "Talk" to providers (i.e., "Ask-the-Physician") N

L2. Research symptoms, medical conditions or wellness information Y

1-3. File a claim Y

14. Review a history of medical claims Y

15. Download printable versions of claim forms Y

16. Check claim status Y

17. Submit appeals Y

18. Access cost estimators Y, PPO only
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19. Submit inquiries to member service via email Y

20. Ability to access and complete satisfaction surveys N

21. Access to download smart phone applications Y

Pl o n S pon sor/ Em pl oye r Su ppo rt

Cook County can:

22. Check claim status online Y

23. Update eligibility online Y

24. Create reports online Y

Care Management (Case Management, Utilization Management, Disease Management & Wellness

Programs)

BCBSIL will provide a PPO Case Management Program that assesses, plans, implements,

coordinates, monitors, and evaluates options and services designed to meet members' medical,

functional, psychosocial, financial, and vocational needs. Case managers will coordinate and

promote transition of care by providing members with information about available resources that

promote quality and cost-effective outcomes. They will also serve as the member's resource and

provide information about any unmet needs that could act as barriers and prevent the member

from achieving their highest level of medical wellness or functional autonomy.

Case managers will work towards the following goals:

r coordination and access to required services

o maximize appropriate, efficient, and cost-effective utilization of resources

o promote continuity of care across the health care continuum

o reduce unnecessary ambulatory sensitive inpatient admissions and readmissions

o reduce unnecessary emergency room (ER) encounters

r increase member self-care and management of diagnosed diseases and conditions when

appropriate
o increase use of appropriate alternative settings

Case management staff receives referrals from various sources, Within one business day of

referral to case management, a Blue Care Advisor, who has experience in case management, will

contact the member and provider; provided, however, that if a member is deemed to be "hard to

reach", BCBSIL's responsibility is as outlined below in Section 1,.7.E . Each case will be reviewed by

case management and screened for case management opportunities, such as medical/surgical,

catastrophic, obstetrical, neonatal/pediatric, and transplant.

BCBSIL will make available the Benefit Value Advisor (BVA) program, at no additional cost.



HMO Case Management
Case management services will be provided collaboratively between BCBSIL and the contracting lPAs.

This case management process must include the assessment of the patient's health care needs,

development of a discharge treatment plan, evaluation of treatment plan, and evaluation of the
outcome. HMO care management will include providing a range of disease management and quality
improvement programs, embedded (at no additional cost) in the HMO product. These programs offer
incentive compensation to contracting lPAs based on improved outcomes. ln addition to the disease

management programs, BCBSIL will offer a wellness program and preventive care and condition-
specific programs for HMO members.

Post-hospitalization follow-up and post-hospitalization care

PPO

BCBSIL will coordinate with the hospital with respect to discharge planning and post-

hospitalization services that the provider is recommending for County members so that benefits
available for the place of service for care after a hospitalization has been factored into the
provider's and member's decisions about place of treatment.

HMO
The IPA will designate an individual who is responsible for identifying and implementing discharge
plans/needs.

B. BCBSIt will offer, at a minimum, the following disease/condition management programs:

Disease/Condition
Offered?
(Y/N}

Arthritis Y, managed as co-morbidity for PPO members.

Asthma Y

Cancer Y, managed through our case management

benefit for PPO members.

Cerebrovascular Disease Y, managed through our case management
benefit for PPO members.

CHF Y

COPD Y

Coronarv Arterv Disease Y

Depression Y. manaeed as co-morbiditv for PPO members.

Diabetes Y

GERD Y, managed as co-morbidity for PPO members,

High Risk Pregnancy Y, managed through our case management
benefit for PPO members.

HtV/Aids Y, managed through our case management

benefit for PPO members.

Hypercholesterolemia Y, managed as co-morbidity for PPO members.

Joint Disorders Y, managed as co-morbidity for PPO members.

Low Back Pain Y, managed as co-morbidity for PPO members.



c.
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Pain Management Y, managed as co-morbidity for PPO members.

Renal Failure Y, managed through our case management
benefit for PPO members.

Smoking Cessation Y, managed through our Lifestyle Management
prosram for PPO and HMO members

Weight Management Y, managed through our Lifestyle Management
orosram for PPO and HMO members

Stress Management Y, managed through our Lifestyle Management
program for PPO and HMO members

BCBSIL will provide case coordinate services for members with certain multiple conditions or
enrolled in more than one disease/condition management program, when agreed to by the
member.

Call transfers
As part of the Blue Care Connection team, BCBSIL advocates will provide direct referrals to
the program for PPO members, answer members' initial questions, and assist members in

accessing a Blue Care Advisor. BCBSIL will accept warm transfers from and provide a

warm transfer to the County's other vendors mutually agreed to by the parties.

Additionally, other vendors can be selected as options through the IVR system. BCBSIL will

provide referrals to programs based on member needs (i.e., lifestyle management member to a

condition management program).

Warm transfers are not provided for HMO care management, as this function is delegated to the

IPA.

BCBSIL will work with the County to establish a regular schedule of customer service engagement

campaigns at no additional cost.

Efforts currently in place to contact hard-to-reach members
BCBSIL will make initial outreach to a member with an introductory letter stating a Blue Care

Advisor will be calling them. Approximately one week after a letter is sent, two outreach calls

will be made to member. lf the member is not reached after two attempts and there is no
response from messages left for the member, an unable to reach letter is then mailed to the
member asking the member to call the Blue Care Advisor. A minimum of three interactions are
conducted within a six-month period for enrolled members. Members who were engaged and
at the time of their follow-up interaction could not be reached are sent a "Lost to Follow-up"
letter.

lf BCBSIL does not have accurate information for outreach, BCBSIL will use commercial
databases to attempt to identify alternative contact information. For those members who
remain with unimproved contact information, a phone number search firm will be used to
attempt to enhance contact results.



Specific to the HMO benefit, this function is delegated to the lPA.

For the Lifestyle Management Program, three outreach attempts are made to eligible
members to engage in the Lifestyle Management Program. After the first unsuccessful

outreach attempt, the system generates a letter to the member informing them of the
program. A minimum of six interactions are conducted within a nine to L2 month period for
enrolled members. Members who were engaged and at the time of their follow-up interaction
could not be reached are sent a "Lost to Follow-up" letter.

For the maternity program, potential participants identified through the preauthorization may

receive outreach; however, this program is generally a self-referral program. Engaged

members complete a pregnancy-specific assessment telephonically or online.

Based on information stored in a customer/member profile, a Condition Management
Program

Lifestyle Management Progra m

For all members, BCBSIL can offer wellness consultants to support a results-oriented Wellness

Program. For HMO members, additional outreach is delegated to the lPA.

BCBSIL agrees to provide quarterly reports on members participating in the PPO programs as well
as those BCBSIL is unable contact and those declining participation.

24/7 Nurse Line
For HMO members, participating lPAs are contractually required to have a 24-hour answering
service and have a physician respond to any emergency call within 30 minutes.

For PPO members, BCBSIL provides a Nurse Line 24 hours a day, seven days a week, to answer
members general health questions and guide members to their primary care physician, urgent
care center, the ER or other care as necessary.

Health coaching
BCBSIL will provide members with a Lifestyle Management Program within Blue Care Connection,
or a successor program, on health issues including tobacco cessation, weight management, and

metabolic syndrome, as well as via its wellness portal, on issues including tobacco cessation,

weight management, stress management, nutrition, and physical activity programs. Based on

member need, severity, or request, the member will be contacted with up to six follow up calls for
additional support, re-assessment, and modification of goals. lndividuals enrolled in the coaching
program will work with one health coach throughout the time that they are enrolled in the
program.

Web based health management tools
BCBSIL will provide health management tools including Care onTarget, or a successor program, so

that members can use to learn about and manage their condition.

(1)

{2)

F.

G.

H.
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K.

Preventive care
BCBSIL will provide its Well onTarget solution, or a successor program, that encompasses wellness

coaching, online tools and resources, fitness programs, wellness consulting services, premium

communication packages, and onsite health events and screenings.

Additional wellness programs

ln addition to the programs already noted, BCBSIL will provide Blue Care Advisors, predictive

modeling tool, the Blue ResourcesM program, the Worksite Wellness program, BlueExtrassM.

HMO Wellness lnformation

Health and wellness initiatives are a joint responsibility of BCBSIL and the contracted medical

groups and lPAs. BCBSIL will provide tools to support health and wellness, including a health risk

assessment, provides member education including health and wellness information (the member

newsletter and preventive care reminders), Ql Fund (Quality lmprovement Fund) payments to

motivate lPAs to be actively engaged in health and wellness initiatives, and employer-specific

wellness initiatives through the customer service Campaign Manager program.

Wellness program promotion

BCBSIL will provide supporting communications that can be made available either electronically or

in print to support the ongoing education of plan members. BCBSIL will provide a senior

communication consultant to meet with the County's benefits communication team and develop

a L2-month employee communication campaign based on both communication objectives and

health care management goals. BCBSIL will provide resources to supplement the campaign

including print-on-demand enrollment guides, rich media such as flash and/or video, fliers, email

campaigns, and brochures that support purchased services and programs. Additional costs may

be applicable.

For HMO, members will receive targeted mailings. The primary engagement efforts come from

the individual medical groups, lPAs, and physicians providing care to the identified members.

i. On-site health promotion programs

BCBSIL offers the following on-site Worksite Wellness Events and will work with the County

to incorporate any of the below offerings in an annual plan:

o Heolth Forrc-The County can host onsite learning opportunities to educate employees on

various health topics. These seminars are four to six hours in length, are fully staffed, and

include relevant displays. The following topics are available: blood pressure screening,

L.

M.
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body fat/BMl analysis, stress management, physical activity, heart healthy, nutrition,

preventive health and self-exams, sanitize for safety, or tobacco awareness.

c Health Educotion Classes-The County can educate its employees either onsite or online on

wellness topics. Onsite and online (webinar) programs are taught by a health educator

and last one hour. Class topics available include: stress management, physical activity,

heart health, tobacco awareness, nutrition, wellness for men and wellness for women, the
power of preventive health care, effects of sleep deprivation, back health, and New Year's

resolutions. Recommended for at least 20 to 25 participants. Specific wellness classes not

listed above can also be requested at an additionalfee.
o lnjury Prevention Screenings ond Closses-The County can organize both injury prevention

classes, as well as onsite sessions, where employees can undergo a musculoskeletal

assessment that evaluates flexibility, movement, mobility (side to side, front to back, and

rotational), and balance. After these assessments employees receive educational feedback

including a customized exercise program designed to improve their musculoskeletal

health. Recommended for at least 10 participants per hour, with a four hour minimum.

c Onsite Fitness Closses-The County can purchase onsite fitness classes led by certified
professionals, who can instruct on a range of 30- to 90-minute physical movement classes.

The class choices include: Boot Camp, Aerobics, Stretch and Tone, Pilates, Zumba, and

Yoga. A minimum of eight class hours is required.
o Onsite Biometric Screenings-Basic onsite biometric screenings can be offered as an

independent event or as part of a health fair offering. This enhanced service includes

screenings for height/weight, BMl, blood pressure, waist circumference, and our basic

finger stick which includes: total cholesterol, high density lipoprotein (HDL), and random

glucose followed by immediate onsite coaching. lmmediate onsite coaching lasts for
approximately 10 minutes (enough time to fully review all results and for the employee to
receive recommendations), and hourly coaching services by a degreed specialist can also

be purchased. The additional hourly coaching can be done one-on-one or in a group.

Biometric screenings are a good way to reach those employees who may not seek regular

medical care and identify individuals who are at risk for-or in the early stages of-certain
common conditions or diseases. The opportunity to learn more about their current health

status in a familiar setting is appealing to many people who might not otherwise take this

first step.

. Flu Voccines-BCBSIL offers immunizations to the County's employees and dependents

enrolled in the County's plan.

c Tobacco Cessotion-BCBSIL will educate the County's members on Tobacco Cessation

programs available to them on Blue Access for Members ("BAM").

. Wellness Coordinotor-The primary role of this service is to coordinate client wellness

activities and build health promotion activities. This will facilitate behavior changes,

maximize engagement, and promote customer satisfaction. The wellness coordinators will

conduct most of their activities onsite at the client's workplace.

11



Wellness Communications

Additionally, BCBSIL will provide BlueResource, a series of employee communications on a

variety of health and wellness topics intended to help educate and motivate employees to
make and sustain posltive behavioral changes. Some of the available communications

support onsite events, such as the Worksite Wellness Toolkit, which provides poster copy

and additional "how to" support in planning a health fair.

Wellness Reporting

All locations that have held a worksite wellness event are eligible for the report; in

alignment with HIPAA requirements, a 3O-person minimum participation threshold is

applicable for any of the reports. Three types of reports are available to clients:

o by site - if there is more than one event
. by the date of the event - if the events span multiple days

. aggregate report - combines multiple events by client

The reports will be made available 20 business days after the date of the last worksite wellness

event. External reporting will initiate communication with the Account Executives to determine

the reporting needs prior to the worksite wellness event date.

iv. Wellness incentive programs

BCBSIL will leverage data already in-house (claims, condition management, and lifestyle

management) to develop mutually agreed upon short-term and long-term incentives strategies

to increase employee participation. lt will also track the claims and activities for those actively

engaged in health promotion programs.

N. Member Satisfaction
BCBSIL will survey and report on member satisfaction at least annually.

1.8 Communication & Education

A. Open Enrollment Communication

BCBSIL will draft comm0nication pieces for the County. The annual communication credit may be

used for printing and mailing.

B. Plan booklets and customization

BCBSIL will produce plan booklets at the request of the County.

il.

llt.
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Communication materials are included in the proposed fee; however, to print the following hard

copy communications:

. Plan Booklets: SS.ZS per booklet, hard copy reprints to one location
o Provider Directories: 510.00 per hard copy directory
o Customized Communication Materials: 5100 per hour

Plan booklets and other contractual documents may be customized by working with the County's

account team.

BCBSIL will, upon request, provide member communication material as requested regarding the

PPO Network providers.

C. Legislative or regulatory changes reporting and updating
BCBSIL will communicate any legislative or regulatory changes related to plan operations to the

County within 60 days of any applicable law going into effect or regulation adopted. BCBSIL will
update plan booklets at no additional cost to the County.

D. Co-branded communications
BCBSIL will provide co-branding of existing electronic communications or other minor
modifications at no additional expense.

E. Mobile Technology Applications
BCBSIL will provide a free iPhone and Android app that gives members access to Blue
Access for Members, provider directories, and payment options.

BCBSIL will provide notice to the County as additional mobile applications become available
(Health Family, My Doctors, AlwaysOn, etc.).

1.9 Network Management
BCBSIL agrees to offer coverage for retail clinic visits and urgent care facilities, when available, for
the PPO Network.

A limited supply of printed directories is available to the County upon request, and at open

enrollment for members' use. Printed directories are updated annually for PPO plans and

quarterly for HMO plans; therefore, BCBSIL encourages the use of its website for the most up-to-

date information. Members who do not have access to the Web may call the customer service

toll-free number at any time to obtain current information on provider status.

o The cost for Provider Directories is $10.00 per hard copy directory

A. "Must have" providers

BCBSIL is willing to recruit "must have" providers,

13



B. PPO

BCBSIL is willing to accept written provider nominations from the County and/or the County's

members. The nominated providers must meet credentialing standards and accept the

contractual terms of our PPO program.

It takes approximately 30 business days to process a provider's contract/application. The

provider's state medical license in which he or she is practicing must be active with no restrictions.

The Corporate Compliance database, which consists of federal and state governmental databases,

is checked to ensure the provider is not sanctioned from any governmental program.

C. HMO

A large number of physicians already participate in our HMO provider networks. The HMOs

contract with multi-specialty lPAs that are responsible for contracting with physicians; therefore

any physician nominations should be directed to participating lPAs. All nominated physicians must

meet the HMOs' strict provider selection criteria.

D. CCHHS

BCBSIL will actively work towards inclusion of CCHHS in all networks.

E. Quality
BCBSIL will monitor the quality, cost-effectiveness and efficiency of providers and make this

information available to members.

BCBSIL will provide access to Blue Distinction Centers Plus program for identified conditions for PPO

members.

1.10 Reporting and Data

A. BCBSIL will provide all plan experience and financial data resulting from the administration of all

plans (HMO and PPO) to the County. BCBSIL has agreed to quarterly reviews. BCBSIL will make

specific team members available for these reviews at the request of the County.

B. Standard reporting package and Frequency

BCBSIL will offer the County access to its Web-based reporting application called Blue lnsightsM. Blue

lnsight allows the County to define data by member, account, sub-populations, time dimensions, and

much more. Key analyses within the reporting application include utilization trend, financial analysis,

provider, and plan analysis. Features of this reporting application include:

. Billed charges

o Not Covered Charges

r Covered Charges

r Allowed Charges

t4
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r Deductible

r Coinsurance amounts
r Copayment amounts

o Subrogation amounts
r COB amounts

r Other adjustment amounts
o Net paid amounts

o Customized reports to include logos

r Standard executive summary reports
t 2417 online access

r Drill-down and reach through functionality
o Benchmarking data against the Plan's book of business

o Multiple security levels

o Monthly data loads with rolling 38 months of data

Blue lnsight will be available to the County's designated account manager to complete any ad hoc

reporting needs. Data and reports are available 15 days after the close of the reporting period. A

one-page monthly report of all paid claims, individual stop loss (lSL) and aggregate stop loss (ASL)

violations, and administration expenses is provided if BCBSIL provides stop loss. Customization

reports by plan, locations, unions, or other fields will be made available as deemed necessary.

Custom reports can be created.

BCBSIL is in the process of updating and finalizing all of the custom data fields that will be available

within the Blue lnsight application. The application is targeted to have over 200 data fields that will

be used as standard fields and/or custom fields. ln addition, there will be custom reporting segments

that will allow the user to create custom metrics and dimensions that define and categorize members

into groups and reporting on these specific groupings. Other key customized data fields will be

available within the four major views: financial, claims, enrollment, and utilization. These updates are

expected to be implemented September 1, 201"5.

Online reporting system

BCBSIL will provide group-specific reporting information to empower the County to manage and

analyze health care data as needed. While this application provides standard reporting capabilities,

such as incurred claims, paid claims, and large claims notifications, it also allows for ad hoc and

custom reporting based on the County's needs. Should the County require any custom reports in the

future that are not available through Blue lnsight, BCBSIL will work with the County to create any

reports necessary,

Online reports are pushed out to clients 15 days after the close of the reporting period.

D.
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E. BCBSIL will provide a designated client consultant to support the County's reporting needs. Report

analytics and outcomes will be discussed on a quarterly basis. Meetings should be scheduled at the

beginning of the year for each quarter.

1.11 Reinsurance

BCBSIL does not contract/interface with any external or third party reinsurer. lf Stop Loss coverage

is carved outto an externalreinsurer, BCBslLwillprovide a standard reporting package directlyto

the account and it will be the responsibility of the account to provide the reports to the external

or third party reinsurer.

16



r-.t

ar12I
aht!o
z
J
o-
J-t
l!
?

L
o
o,6
.9
E
E
o
U
s
o
!
L(!
o
co

o
6
o
L
o-
o-
(E

o
Ec
(E

c
o.,F
(D
(J

{=
(I,

C
.9
C
f

o)':fo
ol
L

C
(u

a
o

.=

-o
:s
E
*

o
=

t
9 tt2Z
.!1G,
J-

EFSUfiOsz#=q59E
Lr-ts<d

P IJJtrT
o)

(.)
P(!
P
U)

*
ln
oN

N

o.:
IJ
o,

lr,l
.tl
.E
q,
c
o,

GO

E
0.,
P(o

.E
E

LU

x(!

o-
oO
eoo_o
OPug
:(o<=

E
(J
(J
(tr

=E
to

Oo
N
m
1,r>

o
bo
C'6
ooro
-l{,.}

.t
E
E
(l,
L
o
o-
(u
o-
o(J
Oorl
<t>

.IJ
o
o
o(J
}R
O
C)rt

(D
o-
o()
o<tt

(E
o-
o(J
rn
-l{/}

(E
o-
o(J
oc!
<t>

(I,
o-
o
U
o{/|

(g
o.
o(J
rn
r.l
{4

(Ito
o(J

LN
N
<ft

rJ1

oN
C)(n
rl

c
=o.:
(,'
o

tr,l
t

o
E
oo

P
c)
0)

t!
c

x
(o

oz.Caoo!O
9o
i!Po- oJ

85
hDfft
odu

G'

=E
(I,+
ooo
cn
1t,

o)
o0
C'6
o
O
lJ1
.i
{i

E
E
!
(D

OJ
o.
(I,
o.
ou
Oo
-l<.r>

(I,
o.
o(,)
o
Fl
ltt

(u
o.
o(J
o
Fl
<ft

(I,
o.
o()
o
el
lJt

(o
o-
o(J
o
1t>

(I,
o-
o
I
o
F{
1r\

ro
o-
oo
ost
{J)

c
.9
P
o_
o
o
co

.(-)

(I,

o

E

E
xtr
u
AJ

.r<
o
o
a-t
o

E
5
h'i
B

!
0J

.\<
L)
o
a-
o'
5o

\!
IJ
B

l{

q)

tr
a-

q)

u
OJ

qJ

a-

q.)

B
U
Tc
AJ
ol
)
a-
(-)
a-
AJ

!o

s

o
(J
qJ
a-(/)

=B
!'n

s3
3S
uo
v)6
ss
BB6P\\\.oOEqarxe

qJ
s
=
!s
0J!
u
U

E
o
oq
x
U
q.,

B|\
qJ

Etu



co

v\z(,
CI
lrlo
z
J
o-
-t
lrl
I

o
o-
L
o
.o
(J
5t,
oo
s
,g
I

**
rD

o
N

N

o
.e
{.J
o
tu
o
.=
0,
E
o

CO

€r
3>
Eo-
r=O3o!o
oP
Oo)
Ercc=rcl
>tsiEfAU
5H

ooPoo=oc)u-s8i=
\-'\ \ c
oo^.r.u
LnlnX\
s's'r E
::"i!2
.e.q bF F'l=

^oo=ooxo

3'3X=\- \. trI i8 tr
oxo--
c.i:^- d or*ti3 

P
l^i ;:2o,rh-''= ,Y o' t- i::

>R>RS
OOC)
ot@N
Jilcr;
0Joo.Ftr.F

E
OJ
L
OJ

o()
>Ro
O

>e>R>Roc)o
ot6N
J^irr;
LgL
oJ oJ 0)
tr tr'r=

bR >R >Roc)o
ol@N
J^id;
gLLoroo

-YL
o

=oz
s
o
P

o
:C
OJ
U
c
(o

f
.g
o
U
xo
or

x
o
3
Poz
o

=o
g

o(J
c
(o
L
f
Atc'o
L)
>R(>
o't

\oo\o
Ol

FFF

rO

o
N
o
tvl
rt

tr
=o

uo
lr|
vt

oc
o

GO

o,)

o
(I,
.()
o-
o-

Poz

o
o
(E
.()
o-o
oz

0)
6
(U

.()Eo
P
oz

o
-o(I,
.9a
o-

I
oz

OJ

!
(I,

.c)
o-
o-

Poz

OJ

-o(I,
.9
o-
o-

oz

o
-orI,
,L)
Eo
P
o
z.

OJ

=(DU
o]

-o
rI,()

o
-o(U
Q

a
o.

oz

Eo
P
oz

E
o.

P
oz

!
q.)
.Y
(J
o
o-
o'
!

=o
!c
o
0J-

.\J

U\
*x
or iiaa

qJ

a
U
5\
qJ

a
B

sq

E
5
tr
x
B

!
q.)
.Y
(J
o
o-

t-
5o

c
o,6
.9
E
!

c
OJ,,p
(Eo
o
P
g
o'F
(Doc

q)

!s
q)

AJ

a-
o-
U
a-

!

B
l)q)
a_(/)

OJ

6(J

qJ
E)
f,

E
o
oq
\(J
qJ

B)
qJ

Et!

c
.9
o.C
(J
6
OJ

o-

0
o)
o)

o
o-
E
o
c
.9c
f

Ic
oc
o
P
E
q)
E

E
c
rU

o-

oE
E
-o
:&
E
*
.*



Contract No. l5 18-14008

Employer Sponsored Health Insurance Benefits

EXHIBIT 2

Benefit Program Applications and Summary of Benefits and Coverage Addendums



Iffi W 3lli,f#:sBlueshierd

City: _
Billing Address (if different from above): _
Employer ldentification Number ("ElN"):

City: _

Benefit Program Application ('nBPA")
(All items are applicable to 151-Plus Grandfathered and Non-Grandfathered lnsured Group Accounts unless

otherwise specified.)

Employer Account Number:

HMO lllinois Employer Group Numbe(s):
HMO lllinois Section Numbe(s):
BlueAdvantage@ HMO Employer Group Numbe(s):

BlueAdvantage HMO Section Number(s):

Employer Name: _
(Sp'eciiy the EmployerJhe employee trust, or the association applying for coverage. Names of subsidiary or affiliated
companies to be covered must also be included below. An employee benefit plan may not be named.)
Address:

The HMOs of Blue Cross
and BIue Shield of lllinois

Zip Code:

Zip Code:

Email: _

Email:

State:

State:

Wholly Owned Subsidiaries:

Affiliated Companies:

(lf Affiliated Companies to be covered are listed above, a separate "Addendum to the Benefit Program Application
Regarding Affiliated Companies" must be completed, signed by the Employer's authorized representative, attached to this
BPA, and is made a part of the Policy.)
Administrative Contact: Phone:

Blue Access for Employers ("BAE') Contact:

(The BAE Contact is the employee of the account authorized by the Employer to access and maintain its account via
BAE.)
Title: Fax:

Policy Effective Date: PolicyAnniversary Date: _ I _l
Month Day Year

The Employee Retirement lncome Security Act of 1974 (ERISA) is a federal law that sets minimum standards for
employee benefit plans in the private industry. ln general, all employer groups, insured or ASO, are subject to ERISA

^'''5i1."Jff:'Si;::":"J'f ,.":EiE["'l;3 ]'THi,!"3;,'"["i:];ff Ii"^''
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provisions except for governmental entities, such as municipalities and public school districts, and "church plans" as
defined by the lnternal Revenue Code.
ERISA Regulated Group Health Plan*: Yes E No n
lf Yes, specify ERISA Plan Year*: Beginning Dale. _l I End Date: (month/day/year)

ERISA Plan Sponsor*: _
(lf the Employer is required to file Form 5500 Schedule A with the lRS, the following ERISA items must be completed):

ERISA Plan Administrator*:

ERISA Plan Administrator's Address:

City: _
ERISA Plan Administrator's Email:

Zip Code:

Please provide your Non-ERISA Plan Month/Year: _l_
lf you contend ERISA is inapplicable to your group health plan, please give legal reason for exemption":

f] Federal Governmental Plan (e.g., the government of the United States or agency of the United States)

fl Non-Federal Governmental Plan (e.g., the government of the State, an agency of the state, or the
government of a political subdivision, such as a county or agency of the State)

I Churcn Plan (complete and attach a Medical Loss Ratio Assurance form)

E Otner, please specify:

For more information regarding ERISA, contact your Legal Advisor.
*All as defined by ERISA and/or other applicable law/regulations.

Eligible Person means a person who resides in the Service Area of a Participating IPA and is:

tr A full-time employee of the Employer.
tr A member of (name of union or association): _
tr Other (please specify):

Full-Time Employee means:
tr A person who is regularly scheduled to work a minimum of _ hours per week and is on the payroll of the

Employer.
tr Other (please specify):

Civil Union Partner Coverage:

A Civil Union Partner and his or her dependents are automatically eligible to enroll for coverage and, once enrolled,
eligible for continuation of coverage as described in the Certificate Booklet. The Employer as Policyholder is
responsible for providing notice of possible tax implications to those lnsureds with coverage for Civil Union Partners.

Domestic Partner Coverage: I yes E tlo

lf Yes, a Domestic Partner, as defined in the Policy, shall be considered eligible for coverage. The Employer is
responsible for providing notice of possible tax implications to those Covered Employees with Domestic Partner
Coverage.

Continuation coverage for Domestic Partners: lf Employer elects coverage for Domestic Partners, Domestic Partners
are not eligible for continuation coverage under Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA),
but are eligible for continuation coverage similar to that available to spouses under COBRA continuation.

Domestic Partner Coverage Continuation (only available if Domestic Partners are covered): E Yes E ttlo

The Limiting Age for covered children is twenty-six (26) yeans. Hereafter, covered children means a natural
child, a stepcnitO, an eligible foster child, an adopted child (inciuding a child involved tn a suit for adoption,) a child for
whom the lnsured is the legal guardian, under twenty-six (26) years of age, regardless of presence or absence of a
child's financial dependency, residency, student status, employment status (if applicable under the Policy), marital
status, or any combination of those factors. lf the covered child is eligible military personnel, the Limiting Age is thirty
(30) years as described in the Certificate Booklet.

To cover children age twdnty-six (26) or over, you may select option (a) or (b) below:

State:

1.

2.

4
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(a) E t-lmiting Age for covered children age twenty-six (26) or over, f] who are married E who are unmarried E
regardless of marital status, is years (twenty-seven (27) - thirty (30) are the available options). lf the covered
child is eligible military personnel, the Limiting Age is thirty (30) years as described in the Certificate Booklet.

(b) D Limiting Age for covered children who are full-time students and age twenty-six (26 or over, I who are
married fl who unmarried ! regardless of marital status, is years (twenty-seven (27) - thirty (30) are the
available options). lf the covered child is eligible military personnel, the Limiting Age is thirty (30) years as described
in the Certificate Booklet.

Coverage will term inate:

E nt tfre end of the period for which premium has been accepted.
n Rt tne end of the month in which the Limiting Age is reached.
E nt tne end of the calendar year in which the Limiting Age is reached.
E On the Limiting Age Birthday.
E Otner (please specify):

However, coverage shall be extended due to a leave of absence in accordance with any applicable federal or state
law.

6. Total number of employees: (indicate the total
Of the Employer lllinois employees

number of actual employees, not enrollees)
National employees

7. Eligibility Date: All current and new employees must satisfy the required waiting period indicated below before
coverage will become effective. No waiting period may result in an effective date that exceeds ninety-one (91)
calendar days from the date that an employee becomes eligible for coverage, unless otherwise permitted by
applicable law.

tr The date of employment.
tr The 

- 

day of employment. Note: This may not exceed ninety-one (91) calendar days.
tr The 

- 

day (select 1st or 15th) of the month following month(s) (option of 1 or 2 months) of
employment.
The _ day (select 1st or 15th) of the month following days (option of up to 60 days) of employment.
The _ day of the month following the date of employment.
Other (please specify): _Note: This may not exceed ninety-one (91) calendar days.

A full month's premium will be charged for the first month of coverage for those employees whose Coverage Dates
fall between the first (1"t) and fifteenth (15th) day of the Premium Period. No premium will be charged for the first
month of coverage for those employees whose Coverage Dates fall between the sixteenth (16th) day and the end of
the Premium Period.

Special Enrollment: An Eligible Person may apply for coverage, Family coverage or add dependents within thirty
one (31) days of a Special Enrollment event if he/she did not apply prior to his/her Eligibility Date or when eligible to
do so. Such person's Coverage Date, Family Coverage Date, and/or dependent's Coverage Date will be the effective
date of the Special Enrollment event or, in the event of Special Enrollment due to termination of previous coverage,
the date of application for coverage. ln the case of a Special Enrollment event due to loss of coverage under
Medicaid or a state children's health insurance program, however, this enrollment opportunity is not available unless
the Eligible Person requests enrollment within sixty (60) days after such coverage ends.

coverage or add dependents if he/she did not apply prior to his/her Eligibility Date or did not apply when eligible to do
so, during the Employer's Open Enrollment Period. Such person's Coverage Date, Family Coverage Date, and/or
dependent's Coverage Date will be a date mutually agreed to by Blue Cross and Blue Shield of lllinois, A Division of
Health Care Service Corporation, A Mutual Legal Reserve Company ("HCSC") and the Employer. Such date shall be
subsequent to the open enrollment period.

9. Effective Date of Termination for a person who ceases to meet the definition of an Eligible Person

tr
tr
tr
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The date such person ceases to meet the definition of Eligible Person.
The last day of the calendar month in which such person ceases to meet the definition of an Eligible Person.
Other (please specify) :

10. Extension of Benefits due to Temporary Layoff, Disability or Leave of Absence:

Temporary Layoff: _ days, Disability: _ days; Leave of Absence: _ days

n Other (please specify):

However, benefits shall be extended for the duration of an Eligible Person's leave in accordance with any applicable
federal or state law.

11 . Funding Arrangement: ! Premium Prospective (complete section 12.) E Cost Plus (complete section 15.)

12, STANDARD PREMIUM INFORMATION:
The following elections apply to both Grandfathered and Non-Grandfathered Groups:
Premium Period:
! fne first (1't) day of each calendar month through the last day of each calendar month. (This option applies to all
coverages if the Employer has BlueCare@ Dental HMO Coverage.)
E ffre day of each calendar month through the _ day of the next calendar month. (This option is not
available for any coverage if the Employer has BlueCare Dental HMO Coverage.)

13. MINIMUM EMPLOYERCONTRIBUTION INFORMATION:
(a) The following elections apply to Grandfathered and Non-Grandfathered Groups:

Employer Contribution :

fl One hundred percent (100%) of the lndividual Coverage Premium and an amount equal to one hundred
percent (100%)of the lndividualCoverage Premium will be contributed toward the Family Coverage Premium.

J 

-Yo 

of the lndividualCoverage Premium, and 

-Yo 

of the Family Coverage Premium.
E Otner (please specify): 

-(b) The following applies to Grandfathered and Non-Grandfathered Groups:
HCSC reserves the right to change premium rates when a substantial change occurs in the number or composition
of subscribers covered. A substantial change will be deemed to have occurred when the number of subscribers
covered changes by ten percent (10%) or more over a thirty (30) day period or twenty five percent (25%) or more
over a ninety (90) day period.

(c) The following applies to Non-Grandfathered Groups:

HCSC reserves the right to take any or all of the following actions: 1) initial rates will be finalized for the effective date
of the policy based on the employer contribution levels; 2) after the policy effective date the group will be required to
maintain a minimum Employer contribution of twenty five percent (25%).ln the event the group is unable to maintain
the contribution requirements, then the rates will be adjusted accordingly; and/or 3) non-renew or discontinue
coverage unless the twenty five percent (25%) minimum employer contribution is met. Employer will promptly notify
HCSC of any change in Employer contribution.

14. Essential Health Benefits ("EHB') Definition Election:

Employer elects EHBs based on the following:

E a. EHBs based on a HCSC state benchmark:
E lllinois ("11")

n Montana ('MT')
! orhnoma ("oK")
I Texas ("TX")

E ruew Mexico ("NM')

E O. eHAs based on benchmark of a state other than lL, MT, NM, OK and TX

ln the absence of an affirmative selection by Employer of its EHBs, then Employer is deemed to have elected the
EHBs based on the lL benchmark plan.

tr
tr
D
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1. Employee only
HMO lllinois $ BlueAdvantage HMO $_

2. Employee plus one dependent (i.e. Employee
plus one spouse or one child) HMO iltinois $_ BlueAdvantage HMO $_

3. Employee plus two or more dependents
HMO lllinois $_ BlueAdvantage HMO $_

4. Employee plus Spouse
HMO illinois $_ BlueAdvantage HMO $_

5. Employee plus Child(ren) (i.e. Employee plus
one or more children) HMO lllinois $_ BlueAdvantage HMO $_

6. Family
HMO lllinois $_ BlueAdvantage HMO $_

Single Tier rate structure - complete item 1

Two Tier rate structure - complete items 1. and 6

Three Tier rate structure - complete items 1., 2., and 3.

Four Tier rate structure - complete items 1 ., 4., 5., and 6.

Single Coverage
HMO iltinois $_ BlueAdvantage HMO $_

Family Coverage
HMO lllinois $ BlueAdvantage HMO $_

15. Cost Plus Program:

a) Service Charges for Claim Payments:
f] HMO lllinois: _Yo of Claim Payments; $_ per Enrollee per month for health Claim
Payments.
E BlueAdvantage HMO: _Yo of Claim Payments; $_ per Enrollee per month for health Claim
Payments.

b) Physician's Services Fees:
fl HMO lllinois: $- per month per single Enrollee; $_per month per Enrollee with one or more
Dependents.

E BlueAdvantage HMO: $- per month per single Enrollee; $-per month per Enrollee with one or
more Dependents.

c) E HMO Managed Care Fee: $_ per HMO enrollee per month.

d) [ Transfer Payment Method:

! Wire Transfer fl Draft f] Electronic Fund Transfer E Other (please specify):

Tentative Final Settlement Period - Transfer payments required after termination for:

E 3 months fl 6 months E 9 months ! 12 months E Other (please specify):

e) E Post Payment Method

f) Payment Period:
E Oaity f] Weekly E Bi-Weekty tr Monthty E Otfrer (please specify):
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g) Claim Settlement Period:
! Monthly fl Quarterly D Otrer (please specify)

h) Prescription Drug Rebate:
$- per Enrollee per month is the guaranteed Prescription Drug Rebate savings reflected as a
Prescription Drug Rebate credit.

Changes in state or federal law or regulations or interpretations thereof may change the terms and conditions of coverage.

The undersigned representative is authorized and responsible for purchasing insurance on behalf of the Ernployer, has
provided the information requested in this BPA and on behalf of the Employer offers to purchase the benefit program as
outlined in the proposal document submitted to the Employer by the Sales Representative. lt is understood and agreed
that the actual terms and conditions of the benefit program are those contained in the Policy. This BPA is subject to
acceptance by HCSC. Upon acceptance, HCSC shall issue a Policy to the Employer and this BPA shall be incorporated
and made a part of the Policy. Upon acceptance of this BPA and issuance of the Policy, the Employer shall be referred to
as the Policyholder. ln the event of any conflict between the proposal document and the Policy, the provisions of the
Policy shall prevail. No coverage will begin until receipt of the first premium by HCSC.

The undersigned representative acknowledges that any broker/producer is acting on behalf of the Employer for purposes
of purchasing the Employer's insurance, and that if HCSC accepts this BPA and issues a Policy to the Employer, HCSC
may pay the Employer's broker/producer a commission and/or other compensation in connection with the issuance of
such Policy. The undersigned representative further acknowledges that if the Employer desires additional information
regarding any commissions or other compensation paid to the broker/producer by HCSC in connection with the issuance
of a Policy, the Employer should contact its broker/producer.

The undersigned representative hereby acknowledges that the Employee Retirement lncome Security Act of 1974, as
amended, ('ER|SA"), establishes certain requirements for employee welfare benefit plans. As defined in Section 3 of
ERISA, the term "employee welfare benefit plan" includes any plan, fund or program which is established or maintained by
an employer or by an employee organization, or by both, to the extent that such plan, fund or program was established or
is maintained for the purpose of providing for its participants or their beneficiaries, through the purchase of insurance or
otherwise, medical, surgical or hospital benefits, or benefits in the event of sickness, accident or disability. The
undersigned representative further acknowledges that: (i) an employee welfare benefit plan must be established and
maintained through a separate plan document which may include the terms hereof or incorporate the terms hereof by
reference, and that (ii) an employee welfare benefit plan document may provide for the allocation and delegation of
responsibilities thereunder. However, notwithstanding anything contained in the employee welfare benefit plan document
of the Employer (or any group member if the group is an association), the Employer agrees that no allocation or
delegation of any fiduciary or non-fiduciary responsibilities under the employee welfare benefit plan of the Employer (or
any group member if the group is an_association) is effective with respect to or accepted by HCSC except to the extent
specifically provided and accepted in this BPA or the Policy or otherwise accepted in writing by HCSC.

Prescription Drug Rebate Credit per Covered Employee per month is the guaranteed Prescription Drug Rebate savings
reflected as a Prescription Drug Rebate credit. Expected rebate amounts to be received by HCSC are passed back to the
Employer with one hundred percent (100%) of the expected amount applied as a credit on the monthly billing statement
on a per Covered Employee per month basis. Rebate credits are paid prospectively to the Employer and shall not
continue after termination of the Prescrrption Drug Program. (Further information concerning this credit is included in the
governing Group Administrative Document to which this BPA is attached under the section titled "The Plan's Separate
Financial Arrangements Regarding Prescription Drugs.").

OTHER PROVISIONS:
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2.

Certificate of Creditable Coverage: E yes tl No (The "yes/no" option is applicable to one hundred (100) plus
only; A Certificate of Creditable Coverage is issued automatically under one hundred (100) lives to the extent required
by applicable law.)

lf yes: lt is understood and agreed that HCSC will issue a Certificate of Creditable Coverage consistent with the
requirements under the Health lnsurance Portability and Accountability Act of 1996, to the extent required by
applicable law. The Certificate of Creditable Coverage shall be based upon coverage under the Plan during the term
of the Policy and information provided to HCSC by the Employer.

lf no: The Certificate of Creditable Coverage Release and lndemnification letter is attached to this BPA and made
part of the Policy.

Summary of Benefits and Coverage ("SBC"):

a) HCSC willcreate SBC?

E yes. lf Yes, please answer question (b). The SBC Addendum is attached and made a part of the Policy.

E ruo. lf No, then the Policyholder acknowledges and agrees that the Policyholder is responsible for the creation
and distribution of the SBC as required by Section 2715 of the Public Health Service Act (42 USC 30099-15) and
SBC regulations (45 CFR147.200), as supplemented and amended from time to time, and that in no eventwill
HCSC have any responsibility or obligation with respect to the SBC. HCSC may, but is not required to, monitor
Policyholder's performance of its SBC obligations, audit the Policyholder with respect to the SBC, request and
receive information, documents and assurances from Policyholder with respect to the SBC, provide its own SBC
(or SBC corrections) to participants and beneficiaries, communicate with participants and beneficiaries regarding
the SBC, respond to SBC-related inquiries from participants and beneficiaries, and/or take steps to avoid or
correct potential violations of applicable laws or regulations. The Plan is not obligated to respond to or forward
misrouted calls, but may, at its option, provide participants and beneficiaries with Policyholder's contact
information. A new clause (e) is added to Subsection C. in the Additional Provisions as follows: "(e) the SBC".
(Skip question (b).)

b) HCSC will distribute SBC to participants and beneficiaries?

E tlo. The Plan will create SBC (only for benefits the Plan insures under the Policy) and provide SBC to the
Policyholder in electronic format. Policyholder will then distribute SBC to participants and beneficiaries (or hire a
third party to distribute) as required by law.

! Yes. The Plan will create SBC (only for benefits the Plan insures under the Policy) and distribute SBC to
participants and beneficiaries via regular hardcopy mail or electronically in response to occasional requests
received directly from individuals. All other distribution is the responsibility of the Policyholder.

BlueEdge FSA (Vendor: ConnectYourCare) purchased: flyes n ruo

It is understood and agreed that in the event HCSC makes a recovery on a third-party liability claim, HCSC will retain
twenty five percent (25o/o) of any recovered amounts (under cost-plus funding) or deduct twenty five percent (25%) of
any recovered amounts from the amount credited to the group's experience (under premium funding), other than
recovery amounts received as a result of, or associated with, any Workers' Compensation Law.

Excess Loss Coverage purchased: I Yes E ttto

lf yes: Complete separate Application for Excess Loss Coverage.

Blue Directions (Private Exchange) purchased: E yes D ttlo

ADDITIONAL PROVISIONS :

3.

4.

5.

6.
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A. Grandfathered Health Plans: Policyholder shall provide HCSC with written notice prior to renewal (and during the
plan year, at least sixty (60) days advance written notice) of any changes in its Contribution Rate Based on Cost of
Coverage or Contribution Rate Based on a Formula towards the cost of any tier of coverage for any class of Similarly
Situated lndividuals as such terms are described in applicable regulations. Any such changes (or failure to provide
timely notice thereof) can result in retroactive and/or prospective changes by HCSC to the terms and conditions of
coverage. ln no event shall HCSC be responsible for any legal, tax or other ramifications related to any benefit
package of any group health insurance coverage (each hereafter a "plan") qualifying as a "grandfathered health plan"
under the Affordable Care Act and applicable regulations or any representation regarding any plan's past, present and
future grandfathered status. The grandfathered health plan form ("Form"), if any, shall be incorporated by reference
and part of the BPA and Group Policy, and Policyholder represents and warrants that such Form is true, complete and
accurate. lf Policyholder fails to timely provide HCSC with any requested grandfathered health plan information,
HCSC may make retroactive and/or prospective changes to the terms and conditions of coverage, including changes
for compliance with state or federal laws or regulations or interpretations thereof.

B. Retiree Only Plans and/or Excepted Benefits: lf the BPA includes any retiree only plans and/or excepted benefits,
then Policyholder represents and warrants that one or more such plans is not subject to some or all of the provisions
of Part A (lndividual and Group Market Reforms) of Title XXVII of the Public Health Service Act (and/or related
provisions in the lnternal Revenue Code and Employee Retirement lncome Security Act) (an "exempt plan status').
Any determination that a plan does not have exempt plan status can result in retroactive and/or prospective changes
by HCSC to the terms and conditions of coverage. ln no event shall HCSC be responsible for any legal, tax or other
ramifications related to any plan's exempt plan status or any representation regarding any plan's past, present and
future exempt plan status.

C. Policyholder shall indemnify and hold harmless HCSC and its directors, officers and employees against any and all
loss, liability, damages, fines, penalties, taxes, expenses (including attorneys' fees and costs) or other costs or
obligations resulting from or arising out of any claims, lawsuits, demands, governmental inquiries or actions,
settlements or judgments brought or asserted against HCSC in connection with (a) any plan's grandfathered health
plan status, (b) any plan's exempt plan status, (c) any directions, actions and interpretations of the Policyholder, (d)
any provision of inaccurate information, (e) the SBC, (f) any plan's design (including but not limited to any directions,
actions and interpretations of the Policyholder, and/or (g) Employer's selection of EHB definition for the purpose of the
Patient Protection and Affordable Care Act ("ACA"). Changes in state or federal law or regulations or interpretations
thereof may change the terms and conditions of coverage.

The provisions of paragraphs A-C (directly above) shall be in addition to (and do not take the place of) the other terms and
conditions of coverage and/or administrative services between the parties.

ACA FEE NOTICE: ACA established a number of taxes and fees that will affect our customers and their benefit plans.
Two of those fees are: (1) the Annual Fee on Health lnsurers or "Health lnsurer Fee", and (2) the Transitional
Reinsurance Program Contribution Fee or "Reinsurance Fee".
Section 9010(a) of ACA requires that "covered entities" providing health insurance ("health insurers") pay an annual fee to
the federal government, commonly referred to as the Health lnsurer Fee. The amount of this fee for a given calendar year
will be determined by the federal government and involves a formula based in part on a health insurer's net premiums
written with respect to health insurance on certain health risk during the preceding calendar year. This fee will go to help
fund premium tax credits and cost-sharing subsidies offered to certain individuals who purchase coverage on health
insurance exchanges.

ln addition, ACA Section 1341 provides for the establishment of a temporary reinsurance program(s) (for a three (3) year
period (2014-2016)) which will be funded by Reinsurance Fees collected from health insurance issuers and self-funded
group health plans. Federal and state governments will provide information as to how these fees are calculated. Federal
regulations establish a flat, per member, per month fee. The temporary reinsurance programs funded by these
Reinsurance Fees will help stabilize premiums in the individual market.

Except for the Cost Plus Program, your premium, which already accounts for current applicable federal and state taxes,
includes the effects of the Health lnsurer Fees and Reinsurance Fees. The Cost Plus HMO premium includes the Health
lnsurer Fee. These rates may be adjusted on an annual basis for any incremental changes in Health lnsurer Fees and
Reinsurance Fees.

Notwithstanding anything in the Policy or Renewal(s) to the contrary, HCSC reserves the right to revise our charge for the
cost of coverage (premium or other amounts) at any time if any local, state or federal legislation, regulation, rule or
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guidance (or amendment or clarification thereto) is enacted or becomes effective/implemented, which would require
HCSC to pay, submit or forward, on its own behalf or on the Policyholder's behalf, any additional tax, surcharge, fee, or
other amount (all of which may be estimated, allocated or pro-rated amounts).

Renewals Only: lf this BPA is blank, it is intentional and this BPA is an addendum to the existing BPA. ln such case, all
terms of the existing BPA as amended from time to time shall remain in force and effect. However, beginning with the
Policyholder's first renewal date on or after September 23,2010, the provisions of paragraphs A-C (above) shall be part of
(and be in addition to) the terms of the existing BPA as amended from time to time.

Any reference in this BPA to eligible dependents may include Domestic Partners or Civil Union partners, but will include
dependent covered children under the Limiting Age of twenty-six (26), or election made above.

Any reference in this BPA to the Limiting Age for covered children means twenty-six (26) years, or election made above,
regardless of presence or absence of a child's financial dependency, residency, student status, employment, marital
status or any combination of those factors. lf the covered child is eligible military personnel, the Limiting Age is thirty (30)
years as described in the certificate booklet.

Any reference in this BPA to the "Employee plus one dependent" rate structure means "Employee plus one spouse
(includes Civil Union partner and/or, if elected, Domestic Partner) or one child."

Any reference in this BPA to the "Employee plus Child(ren)" rate structure means "Employee plus one or more children."

Sales Representative Signature of Authorized Purchaser

Phone No.

Producer Representative Date

Signature of Producer Representative Witness

Producer Firm

Producer Address $_ Amount Submitted (not required for renewals )

Producer Tax lD No

Title
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PROXY
The undersigned hereby appoints the Board of Directors of Health Care Service Corporation, a Mutual Legal Reserve
Company, or any successor thereof ("HCSC'), with full power of substitution, and such persons as the Board of Directors
may designate by resolution as the undersigned's proxy to act on behalf of the undersigned at all meetings of members of
HCSC (and at all meetings of members of any successor of HCSC) and any adjournments thereof, with full power to vote
on behalf of the undersigned on all matters that may come before any such meeting and any adjournment thereof. The
annual meeting of members shall be held each year in the corporate headquarters on the last Tuesday of October at
12:30 p.m. Special meetings of members may be called pursuant to notice mailed to the member not less than 30 nor
more than 60 days prior to such meetings. This proxy shall remain in effect until revoked in writing by the undersigned at
least 20 days prior to any meeting of members or by attending and voting in person at any annual or special meeting of
members.

Group No(s).:

Print Signer's Name Here

Group Name:

Address: Signature and Title

State: Zip Code:

Dated this:

By:

+
City:

day of _,
Month Year

Cut ulong dotted lines
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BlueCross BlueShield
of lllinois

BENEFTT PROGRAM AppLtCATtON ("BPA")
(Al! items are applicable to 15f -Plus Grandfathered and Non-Grandfathered lnsured Group Accounts unless

otherwise specified.)

Employer Account Number:

Section Number(s).

Employer Name:

Address:

Administrative Contact: Phone:

Blue Access for Employers ("BAE") Contact:

Employer Group Numbe(s):

(Specify the employer, the employee trust, or the association applying for coverage. List subsidiary or
affiliated companies to be covered below. An employee benefit plan may not be named.)

City: _
City: _

State: _ Zip Code:

State: _ Zip Code:

Email:

Billing Address (if different from above): _
Employer ldentification Number ("ElN"):

Wholly Owned Subsidiaries:

Affiliated Companies:

(lf Affiliated Companies to be covered are listed above, a separate "Addendum to the Benefit Program Application
Regarding Affiliated Companies" must be completed, signed by the Employer's authorized representative, attached to this
BPA, and is made a part of the Policy.)

Fax:

(The BAE Contact is the employee of the account authorized by the Employer to access and maintain its account via
BAE.)
Title: Phone: Fax: Email:

Policy Effective Date: Policy Anniversary Date:
Month Day Year

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company
an lndependent Licensee of the Blue Cross and Blue Shield Association
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The Employee Retirement lncome Security Act of 1974 (ERISA) is a federal law that sets minimum standards for
employee benefit plans in the private industry. ln general, all employer groups, insured or ASO, are subject to ERISA
provisions except for governmental entities, such as municipalities and public school districts, and "church plans" as
defined by the lnternal Revenue Code.

ERISA Regulated Group Health Plan*: Yes n No E
lf Yes, specify ERISA Plan Year*: Beginning Date: _l--_-l End Date: _l__1- (month/day/year)
ERISA Plan Sponsor*: _

(lf the Employer is required to file Form 5500 Schedule A with the lRS, the following ERISA items must be completed):
ERISA Plan Administrator".
ERISA Plan Administrator's Address:

City: _
ERISA Plan Administrator's Email.

Zip Code:

Please provide your Non-ERISA Plan Monthl/ear: _l_
lf you contend ERISA is inapplicable to your group health plan, please give legal reason for exemption*:

fl Federal Governmental Plan (e.g., the government of the United States or agency of the United States)

f] Non-Federal Governmental Plan (e.g., the government of the State, an agency of the State, or the
government of a political subdivision, such as a county or agency of the State)

n Churcn Plan (complete and attach a Medical Loss Ratio Assurance form)

E Ottrer, please specify:

For more information regarding ERISA, contact your Legal Advisor.
*All as defined by ERISA and/or other applicable law/regulations.

ELIGIBILITY
1 Eligible Person:
Employer has decided that Eligible Person means:

tr A Full-Time employee of the Employer.
tr A Full-Time employee who is a member of: _ (name of union or association)
tr Other (please specify):

Full-Time Employee means:
tr An Employee of the Employer who is regularly scheduled to work a minimum of 

- 

hours per week..
tr Other (please specify):
tr An Eligible Person may also include a retiree of the Employer. Please specify:

The term "Employee" shall have the meaning set forth under ERISA and applicable law. HCSC reserve the right to audit
Employer's initial and ongoing eligibility determinations.

Civil Union Partner Coverage:
A Civil Union partner, as defined in the Policy, and his or her dependents are automatically eligible to enroll for
coverage and, once enrolled, eligible for continuation of coverage as described in the Certificate Booklet. The
Employer as Policyholder is responsible for providing notice of possible tax implications to those lnsureds with
coverage for Civil Union partners.

3. Domestic Partner Coverage: f] Yes E ruo
lf Employer elects Yes, a Domestic Partner, as defined in the Policy, shall be considered eligible for coverage. The
Employer is responsible for providing nottce of possible tax implications to those lnsureds with Domestic Partner
Coverage.

Continuation coverage for Domestic Partners: lf Employer elects coverage for Domestic Partners, Domestic Partners
are not eligible for continuation coverage under Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA),
but are eligible for continuation coverage similar to that available to spouses under COBRA continuation.

Domestic Partner Coverage Continuation (only available if Domestic Partners are covered) [ yes E t'lo

State:
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4. The Limiting Age for covered children:
Hereafter, covered children means a natural child, a stepchild, an eligible foster child, an adopted child (including a

child involved in a suit for adoption,) a child for whom the lnsured is the legal guardian, under twenty-six (26) years of
age, regardless of presence or absence of a child's financial dependency, residency, student status, employment
status (if applicable under the Policy), marital status, or any combination of those factors. lf the covered child is

eligible military personnel, the Limiting Age is thirty (30) years as described in the Certificate Booklet.

To cover children age twenty-six (26) or over, you may select option (a) or (b) below:
(a) E Limiting Age for covered children age iwenty-iix (26) or over, E who are married I who are unmarried E
regardless of marital status, is years (twenty-seven (27) - thirty (30) are the available options). lf the covered
child is eligible military personnel, the Limiting Age is thirty (30) years as described in the Certificate Booklet.

(b) tr Limiting Age for covered children who are fulltime students and age twenty-six (26 or over, f] who are
married fl who unmarried ! regardless of marital status, is years (twenty-seven (27) - thirty (30) are the
available options). lf the covered child is eligible military personnel, the Limiting Age is thirty (30) years as described
in the Certificate Booklet.

Coverage will terminate at the end of the period for which premium has been accepted. However, coverage shall be
extended due to a leave of absence in accordance with any applicable federal or state law.

5. Eligibility Date: All current and new employees must satisfy the required substantive eligibility criteria and waiting
period indicated below before coverage will become effective. No waiting period may result in an effective date that
exceeds ninety-one (91) calendar days from the date that an employee becomes eligible for coverage, unless
otherwise permitted by applicable law.

Eligibility Date for a person who becomes an Eligible Person after the Effective Date of the Employer's health care
plan:

tr The date of employment.
n The _ day of employment. Note: This may not exceed ninety-one (91) calendar days.

tr The _ day (select 1st or 15th) of the month following month(s) (option of 1 or 2 months) of
employment.

tr The _ day (select 1st or 15th) of the month following days (option of up to 60 days) of employment.

tr The _ day of the month following the date of employment.
tr Other (please specify): Note: This may not exceed ninety-one (91) calendar days.
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Substantive eligibility criteria.

Provide a representation below regarding the terms of any eligibility conditions (other than any applicable
waiting period already reflected above) imposed before an individual is eligible to become covered under the
terms of the plan. lf any of these eligibility conditions change, Employer is required to submit a new BPA to
reflect that new information.
Check allthat apply:

E Rn Orientation Period that:

1)Does not exceed one month (calculated by adding one calendar month and subtracting one calendar day
from an employee's start date); and
2)lf used in conjunction with a waiting period the waiting period begins on the first day after the orientation
period.

D A Cumulative hours of service requirement that does not exceed 1200 hours

n An hours of service per period (or fulltime status) requirement for which a Measurement period is used to
determine the status of variable-hour employees, where the measurement period:

1)Starts between the employee's date of hire and the first day of the following month;
2)Does not exceed 12 months; and
3)Taken together with other eligibility conditions does not result in coverage becoming effective later than

13 months from the employee's start date plus the number of days between a start date and the first day
of the next calendar month (if start day is not the first day of the month).

E Otner substantive eligibility criteria not described above; please describe:

6. Special Enrollment: An Eligible Person may apply for coverage, Family coverage or add dependents within thirty one
(3'1) days of a Special Enrollment event if he/she did not apply prior to his/her Eligibility Date or when eligible to do
so. Such person's Coverage Date, Family Coverage Date, and /or dependent's Coverage Date will be effective on
the date of the Special Enrollment event or, in the event of Special Enrollment due to termination of previous
coverage, the date of application for coverage.

AnnualOpen Enrollment: n Yes D Irto

lf Yes, specify Annual Open Enrollment Period:_. An Eligible Person may apply for coverage, Family coverage
or add dependents if he/she did not apply prior to his/her Eligibility Date or did not apply when eligible to do so,

during the Employer's Annual Open Enrollment Period. Such person's Coverage Date, Family Coverage Date,
and/or dependent's Coverage Date will be a date mutually agreed to by Blue Cross and Blue Shield of lllinois, a
Division of Health Care Service Corporation, a Mutual Legal Reserve Company (.HCSC') and the Employer. Such
date shall be subsequent to the annual open enrollment period.

7. Extension of benefits due to Temporary Layoff, Disability or Leave of Absence:
Temporary Layoff: _ days Disability: _ days Leave of Absence: _ days
(However, benefits shall be extended for the duration of an Eligible Person's leave in accordance with any applicable
federal or state law.)

8. FUNDING ARRANGEMENT

E Standard Premium - Prospective

E Standard Premium - Retrospective

! Minimum Premium Program ('MPP')

n Cost Plus Program

E Contingent Premium - Separate Agreement

9. STANDARD PREMIUM INFORMATION:
The following elections apply to both Grandfathered and Non-Grandfathered Groups:
Premium Period:
n fne first (1st) day of each calendar month through the last day of each calendar month. (This option applies to all

coverages if the Employer has BlueCare@ DentalHMO coverage)
E tne day of each calendar month through the _ day of the next calendar month. (This option is not
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10.

(a)

available for any coverage if the Employer has BlueCare Dental HMO coverage.)

MINIMUM PARTICIPATION AND EMPLOYER CONTRIBUTION INFORMATION:

The following elections apply to both Grandfathered and Non-Grandfathered Groups:
Employer contribution:

n One hundred percent (100%) of the lndividual Coverage Premium and an amount equal to one hundred percent
(100%) of the lndividual Coverage Premium will be contributed toward the Family Coverage Premium.

tr 

-% 

of the lndividual Coverage Premium and _o/o of the Family Coverage Premium.
tr Other (please specify): +
The following applies to both Grandfathered and Non-Grandfathered Groups:
HCSC reserves the right to change premium rates when a substantial change occurs in the number or composition of
subscribers covered. A substantial change will be deemed to have occurred when the number of subscribers covered
changes by ten percent (10%) or more over a thirty (30) day period or twenty five percent (25o/o) or more over a
ninety (90) day period.

The following applies to Non-Grandfathered Groups:
HCSC reserves the right to take any or all of the following actions: 1) initial rates will be finalized for the effective date
of the policy based on the enrolled participation and employer contribution levels; 2) after the policy effective date the
group will be required to maintain a minimum Employer contribution of 25%, and at least a 70% participation of
eligible employees (less valid waivers). ln the event the group is unable to maintain the contribution and participation
requirements, then the rates will be adjusted accordingly; and/or 3) non-renew or discontinue coverage unless the
25% minimum employer contribution is met and at least 7A% d eligible employees (less valid waivers) have enrolled
for coverage. Employer will promptly notify HCSC of any change in participation and Employer contribution.

The following applies to Grandfathered Groups:
It is understood that no Policy will be issued or renewed on a contributory basis unless at least 25o/o of the Eligible
Persons, and for Family Coverage 75% of the Eligible Persons with eligible dependents, have enrolled for coverage.

Essential Health Benefits (.EHB') Definition Election:
Employer elects EHBs based on the following:

E a. EHBs based on a HCSC state benchmark:
n lllinois ("11") flOthnoma ("oK")
E Montana ("MT') [ Texas ("TX")
E New Mexico (.NM')

E U. f UAs based on benchmark of a state other than lL, MT, NM, OK and TX

ln the absence of an affirmative selection by Employer of its EHBs, then Employer is deemed to have elected the
EHBs based on the lL benchmark plan.

(b)

(c)

(d)

11
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1. Employee only: $_ $ $ $ $_ $_
2. Employee plus one
deoendent:

$_ $_ $_ $_ $_ $_

3. Employee plus two or more
deoendents:

$ $_ $_ $_ $ $

4. Spouse: $_ $_ $ a $ $

5. Child(ren): $ $_ $_ $_ $_ $_
6. Family: $ $ $_ $- $_ $_
7. Other: $ $_ $ $ $_ $_

Sinqle Tier Rate structure - Complete item 1

Two Tier Rate structure - Complete items 1. and 6.

Three Tier Rate structure - Complete items 1., 2., and 3.

Four Tier Rate Structure - Complete items 1., 4., 5., and 6.

lndicate "N/A" in any rate field that does not apply.

Wi]]i.:s*:]l]i]llililiiiiil!ffi#,#,#x.ffi;,,...........*,.
Single Coverage: $_ $_ l$_ $ $_ l$_
Family Coverage: $_ $_ t$_ t$_ $_ l$_

E'T[ PRE}III.'ilI PROGRAS
Yes - D,l*o

Monthly Minimum Premium: E Rate per Employee or E Single and Family Rates
Health Coverage: $_ DentalCoverage: $_
Monthly CAP (Claims as Paid) Maximum: I Rate per Employee or n Single and Family Rates
Health Coverage: $_ DentalCoverage: $_
lndividual Pooling Limit per Covered Person: $_
Terminal Liabitity Payment: $-; ! Rate per Employee or fl Single and Family Rates

TerminalAdministrative Fee: $_; E Rate per Employee or E Single and Family Rates or f] N/A

Rates are based on an enrollment of: _Single Coverage Units and Family Coverage Units
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Service Charges:

Z _% of Net Claim Payments or $_ per employee per month
I Applies to allcoverage(s)

E Oifferent percentage(s) or amount(s) for the following types of coverage(s). Please specify below:

For- 

-% 

of 

-Claim 

Payments or$-peremployee permonth
Coverage:
For 

- -Yo 

of _ Claim Payments or $-per employee per month
Coverage:
Other (please specify):

Blue Care Gonnection@ ("BCC"):

BCC Program (may select one): ! Fee: $_ per covered employee per month

! Atue Care Advisor for administration of the program.

! Please refer to Additional Provisions I fee is included in the Service Charges.

Blue Care Custom:

n Health Dialog (may select one) Health Dialog Fee: $_ per covered employee per month
E Health Coach Line (ln bound)

E Health Coach Line (ln and out bound)

n Health Coach Line (With Disease Management)
E ruot applicable

E American Healthways (may select one)

I Package A
E Package B

! Package C

! trtot applicable

Conditions:

Diabetes:
Chronic Heart Disease:
Chronic Obstructive

Pulmonary Disease
Asthma:
lmpact Conditions:

Package B - Fees

$_
$_

$_
$_
Not Applicable

Package C - Fees

$_
$_
Not Applicable
Not Applicable
Not Applicable

Payment Method: E Transfer Payment E Post Payment
lf Transfer Payment, Method of Transfer Payment:
flWire Transfer E Draft E Electronic Fund Transfer
I-l Otner (please soecifv):

Payment Period: J Daily E Weekly
I Otner (please specify): .

! Bi-Weekly lJ Monthly

Ctaim Settlement: ! Monthly I Quarterty E Otner (please specify):

lf Transfer Payment, Tentative Final Settlement Period:
Transfer Payments to be made for the following time period after termination:
! 3 months n 6 months f] 9 months E 12 months n Other (please specify):

The Effective Date of Termination for a person who ceases to meet the definition of Eligible Person:
E fne date such person ceases to meet the definition of Eligible Person.
E fne last day of the calendar month in which such person ceases to meet the definition of an Eligible Person.

E other:-.
lL-LG-1 51 PLUS-P-BPA Rev. 05/1 5



Prescription Drug Rebate: $_ per covered employee per month is the guaranteed Prescription Drug Rebate
s reflected as a Prescription Drug Rebate credit.

Termination Administrative Charge

applies to the Run-Off Period indicated in the Payment Specifications section below:

i. For seruice charges (including, but not limited to, access fees) billed on a per Covered Employee basis at
the time of termination, the Termination Administrative Charge will be the amount equal to ten percent (10%) of
the annualized charges based on the service charges in effect as of the termination date and the Policy participation

of the two (2) months immediately preceding the termination date. Such aggregate amount will be due the Plan

within ten (10) days of the Plan's notification to the Policyholder of the Termination Administrative Charge described
herein.

ii. For seruice charges (including, but not limited to, access fees) billed on a basis other than per Covered
Employee at the time of termination, the Termination Administrative Charge will be such service charges in effect
at the time of termination to be applied and billed by the Plan, and paid by the Policyholder, in the same manner as
prior to termination.

Termination Administrative Charges assume the continuation of the Policy benefit program(s) and the administrative
services in effect prior to termination. Should such Policy benefit program(s) and/or administrative services change, or
in the event the average Policy enrollment during the three (3) months immediately preceding termination varies by ten
percent (10%) or more from the enrollment used to determine the service charges in effect at the time of termination,
the Plan reserves the right to adjust the rates for service charges (including, but not limited to, access fees) to be used
to compute the Termination Administrative C

ttitlryxg:ffi ii;iffi :lll!fr lil;ifi,!!l!]!ll1s

rffifdliB$i|t lfilg*tl!
tts w',.

$sNslffi$m
Group Number(s):

E % of ADP Savings: _Yo
E $ per Employee per month (For MPP, this amount also included in Monthly Minimum Premium): $-
Please complete for groups with multiple products (for example, Comprehensive Major Medical and PPO) with
separate access fees:
Group Number(s):

E% of ADP Savings: Yo

U $ Per Employee per month (For MPP, this amount also included in Monthly Minimum Premium): $-
The undersigned representative is authorized and responsible for purchasing insurance on behalf of the Employer, has
provided the information requested in this BPA and, on behalf of the Employer, offers to purchase the benefit program as
outlined in the Request For Proposal ("RFP") submitted to the Employer by the Sales Representative. Any changes to the
RFP are specified below. lt is understood and agreed that the actual terms and conditions of the benefit program are
those contained in the Policy. This BPA is subject to acceptance by HCSC. Upon acceptance, HCSC shall issue a Policy
to the Employer and this BPA shall be incorporated and made a part of the Policy. Upon acceptance of this BPA and
issuance of the Policy, the Employer shall be referred to as the Policyholder. ln the event of any conflict between the RFP
and the Policy, the provisions of the Policy shall prevail. No coverage will begin until receipt of the first premium by HCSC.

The undersigned representative acknowledges that any broker/producer is acting on behalf of the Employer for purposes
of purchasing the Employer's insurance, and that if HCSC accepts this BPA and issues a Policy to the Employer, HCSC
may pay the Employe/s broker/producer a commission and/or other compensation in connection with the issuance of
such Policy. The undersigned representative further acknowledges that if the Employer desires additional information
regarding any commissions or other compensation paid the broker/producer by HCSC in connection with the issuance of
a Policy, the Employer should contact its broker/producer.

The undersigned representative acknowledges that the Employee Retirement lncome Security Act of 1974, as amended,
('ERISA') establishes certain requirements for employee welfare benefit plans. As defined in Section 3 of ERISA, the term
"employee welfare benefit plan" includes any plan, fund or program which is established or maintained by an employer or
by an employee organization, or by both, to the extent that such plan, fund or program was established or is maintained
for the purpose of providing for its participants or their beneficiaries, through the purchase of insurance or otherwise,
medical, surgical or hospital benefits, or benefits in the event of sickness, accident or disability. The undersigned
representative further acknowledges that: (i) an employee welfare benefit plan must be established and maintained
through a separate plan document which may include the terms hereof or incorporate the terms hereof by reference, and
that (ii) an employee welfare benefit plan document may provide for the allocation or delegation of responsibilities
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thereunder. However, notwithstanding anything contained in the employee welfare benefit plan docurnent of the Employer
(or any group member if the group is an association), the Employer agrees that no allocation or delegation of any fiduciary
or nonfiduciary responsibilities under the employee welfare benefit plan of the Employer (or any group member if the
group is an association) is effective with respect to or accepted by HCSC except to the extent specifically provided and
accepted in this BPA or the Policy or othenruise accepted in writing by HCSC.

Prescription Drug Rebate Credit per Covered Employee per month is the guaranteed Prescription Drug Rebate savings
reflected as a Prescription Drug Rebate credit. Expected rebate amounts to be received by HCSC are passed back to the
Employer with one hundred percent (100%) of the expected amount applied as a credit on the monthly billing statement
on a per Covered Employee per month basis. Rebate credits are paid prospectively to the Employer and shall not
continue after termination of the Prescription Drug Program. (Further information concerning this credit is included in the
governing Group Administrative Document to which this BPA is attached under the section titled "The Plan's Separate
Financial Arrangements Regarding Prescription Drugs.").

OTHER PROVISIONS:

(a) Reimbursement Provision: E Yes E No

lf yes: lt is understood and agreed that in the event HCSC makes a recovery on a third-party liability claim,
HCSC will retain twenty five percent (25oh) of the net recovery (under cost-plus funding) or deduct
twenty five percent (25o/o) ol the net recovery from the amount credited to the group's experience
(under premium funding), after attorneys' fees, if any, have been paid.

(b) Summary of Benefits and Coverage ("SBC"):

1) HCSC willcreate SBC?

! Yes. lf Yes, please answer question #2. The SBC Addendum is attached and made a part of the Policy.

E No. lf No, then the Policyholder acknowledges and agrees that the Policyholder is responsible for the creation
and distribution of theSBC as required by Section 2715of the Public Health Service Act(42 USC 30099-15)and
SBC regulations (45 CFR 147.200), as supplemented and amended from time to time, and that in no event will
the Plan have any responsibility or obligation with respect to the SBC. The Plan may, but is not required to,
monitor Policyholder's performance of its SBC obligations, audit the Policyholder with respect to the SBC, request
and receive information, documents and assurances from Policyholder with respect to the SBC, provide its own
SBC (or SBC corrections) to participants and beneficiaries, communicate with participants and beneficiaries
regarding the SBC, respond to SBC-related inquiries from participants and beneficiaries, andlor take steps to
avoid or correct potential violations of applicable laws or regulations. The Plan is not obligated to respond to or
forward misrouted calls, but may, at its option, provide participants and beneficiaries with Policyholder's contact
information. A new clause (e) is added to Subsection C. in the Additional Provisions as follows: "(e) the SBC".
(Skip question #2.)

2) HCSC willdistribute SBC to participants and beneficiaries?

U No The Plan will create SBC (only for benefits the Plan insures under the Policy) and provide SBC to the
Policyholder in electronic format. Policyholder will then distribute SBC to participants and beneficiaries (or hire a
third party to distribute) as required by law.

I Yes. The Plan will create SBC (only for benefits the Plan insures under the Policy) and distribute SBC to
participants and beneficiaries via regular hardcopy mail or electronically in response to occasional requests
received directly from individuals. All other distribution is the responsibility of the Policyholder.

(c) BlueEdge FSA (Vendor: ConnectYourCare) purchased: ! Yes n ruo

(d) BlueCare@ Dental HMO Coverage purchased: ! Yes E tto (lf yes, complete separate application.)

(e) Dearborn National purchased: I Yes E No (tt yes, complete separate application.)

(f) Blue Directions (Private Exchange) purchased: I Yes E No (if yes, The Blue Directions Addendum is
attached and made a part of the Policy.)

(g) Excess Loss Coverage purchased: I Yes D No (tt yes, complete separate application.)
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(h)

(i)

Case Management: f] Yes E mo

lf Yes: The undersigned representative authorizes provision of alternative benefits for services rendered to
Covered Persons in accordance with the provisions of the Policy.

Electronic lssuance: The Policyholder consents to receive, via an electronic file or access to an electronic file, a
Certificate Booklet provided by HCSC to the Policyholder for delivery to each lnsured. The Policyholder further
agrees that it is solely responsible for providing each lnsured access. via the internet, intranet, or otherwise, to the
most current version of any electronic file provided by HCSC to the Policyholder and, upon the lnsured's request,
a paper copy of the Certificate Booklet.

Massachusetts Health Care Reform Act: Notwithstanding anything to the contrary in this BPA, with respect to the
Employer's employees who live in Massachusetts (if any) the Employer represents that it offers the health
insurance benefits provided for herein to all full-time employees, and the Employer will not make a smaller
premium contribution percentage to a fulltime employee living in Massachusetts than to any other full-time
employee living in Massachusetts who receives an equal or greater total hourly or annual salary. For purposes of
this representation, a "fulltime employee" is defined by Massachusetts law, generally an employee who is
scheduled or expected to work at least the equivalent of an average of thirty-five (35) hours per week.

ADDITIONAL PROVISIONS:
A. Grandfathered Health Plans: Policyholder shall provide HCSC with written notice prior to renewal (and during the

plan year, at least sixty (60) days advance written notice) of any changes in its Contribution Rate Based on Cost of
Coverage or Contribution Rate Based on a Formula towards the cost of any tier of coverage for any class of Similarly
Situated lndividuals as such terms are described in applicable regulations. Any such changes (or failure to provide
timely notice thereof) can result in retroactive and/or prospective changes by HCSC to the terms and conditions of
coverage. ln no event shall HCSC be responsible for any legal, tax or other ramifications related to any benefit
package of any group health insurance coverage (each hereafter a "plan") qualifying as a "grandfathered health plan"
under the Affordable Care Act and applicable regulations or any representation regarding any plan's past, present and
future grandfathered status. The grandfathered health plan form ("Form"), if any, shall be incorporated by reference
and part of the BPA and Group Policy, and Policyholder represents and warrants that such Form is true, complete and
accurate. lf Policyholder fails to timely provide HCSC with any requested grandfathered health plan information,
HCSC may make retroactive and/or prospective changes to the terms and conditions of coverage, including changes
for compliance with state or federal laws or regulations or interpretations thereof.

B. Retiree Only Plans and/or Excepted Benefits: lf the BPA includes any retiree only plans and/or excepted benefits,
then Policyholder represents and warrants that one or more such plans is not subject to some or all of the provisions
of Part A (lndividual and Group Market Reforms) of Title XXVII of the Public Health Service Act (and/or related
provisions in the lnternal Revenue Code and Employee Retirement lncome Security Act) (an "exempt plan status").
Any determination that a plan does not have exempt plan status can result in retroactive and/or prospective changes
by HCSC to the terms and conditions of coverage. ln no event shall HCSC be responsible for any legal, tax or other
ramifications related to any plan's exempt plan status or any representation regarding any plan's past, present and
future exempt plan status.

C. Policyholder shall indemnify and hold harmless HCSC and its directors, officers and employees against any and all
loss, liability, damages, fines, penalties, taxes, expenses (including attorneys' fees and costs) or other costs or
obligations resulting from or arising out of any claims, lawsuits, demands, governmental inquiries or actions,
settlements or judgments brought or asserted against HCSC in connection with (a) any plan's grandfathered health
plan status, (b) any plan's exempt plan status, (c) any directions, actions and interpretations of the Policyholder, (d)
any provision of inaccurate information, (e) the SBC, (0 any plan's design (including but not limited to any directions,
actions and interpretations of the Policyholder, and/or (g) Employer's selection of EHB definition for the purpose of the
Patient Protection and Affordable Care Act ("ACA"). Changes in state or federal law or regulations or interpretations
thereof may change the terms and conditions of coverage.

The provisions of paragraphs A-C (directly above) shall be in addition to (and do not take the place of) the other terms and
conditions of coverage and/or administrative services between the parties.

0)
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ACA FEE NOTICE: ACA established a number of taxes and fees that will affect our customers and their benefit plans.
Two of those fees are. (1) the Annual Fee on Health lnsurers or "Health lnsurer Fee"; and (2) the Transitional
Reinsurance Program Contribution Fee or "Reinsurance Fee".
Section 9010(a) of ACA requires that "covered entities" providing health insurance ("health insurers") pay an annualfee to
the federal government, commonly referred to as the Health lnsurer Fee. The amount of this fee for a given calendar year
will be determined by the federal government and involves a formula based in part on a health insurer's net premiums
written with respect to health insurance on certain health risk during the preceding calendar year. This fee will go to help
fund premium tax credits and cost-sharing subsidies offered to certain individuals who purchase coverage on health
insurance exchanges.

ln addition, ACA Section 1341 provides for the establishment of a temporary reinsurance program(s) (for a three (3) year
period (2014-2016)) which will be funded by Reinsurance Fees collected from health insurance issuers and self-funded
group health plans. Federal and state governments will provide information as to how these fees are calculated. Federal
regulations establish a flat, per member, per month fee. The temporary reinsurance programs funded by these
Reinsurance Fees will help stabilize premiums in the individual market.

Except for the Cost Plus Program, your premium, which already accounts for current applicable federal and state taxes,
includes the effects of the Health lnsurer Fees and Reinsurance Fees. There are no ACA fees included in the Cost Plus
PPO premium. These rates may be adjusted on an annual basis for any incremental changes in Health lnsurer Fees and
Reinsurance Fees.

Notwithstanding anything in the Policy or Renewal(s) to the contrary, HCSC reserves the right to revise our charge for the
cost of coverage (premium or other amounts) at any time if any local, state or federal legislation, regulation, rule or
guidance (or amendment or clarification thereto) is enacted or becomes effective/implemented, which would require
HCSC to pay, submit or fonrvard, on its own behalf or on the Policyholder's behalf, any additional tax, surcharge, fee, or
other amount (all of which may be estimated, allocated or pro-rated amounts).

Renewals Only: lf this BPA is blank, it is intentional and this BPA is an addendum to the existing BPA. ln such case, all
terms of the existing BPA as amended from time to time shall remain in force and effect. However, beginning with the
Policyholder's first renewal date on or after September 23,2010, the provisions of paragraphs A-C (above) shall be part of
(and be in addition to) the terms of the existing BPA as amended from time to time.

Any reference in this BPA to eligible dependents may include Domestic Partners or Civil Union partners, but will include
dependent covered children under the Limiting Age of twenty-six (26), or election made above.

Any reference in this BPA to the Limiting Age for covered children means twenty-six (26) years, or election made above,
regardless of presence or absence of a child's financial dependency, residency, student status, employment, marital
status or any combination of those factors. lf the covered child is eligible military personnel, the Limiting Age is thirty (30)
years as described in the certificate booklet.

Any reference in this BPA to the "Employee plus one dependent" rate structure means "Employee plus one spouse
(includes Civil Union partner and/or, if elected, Domestic Partner) or one child."

Any reference in this BPA to the "Employee plus Child(ren)" rate structure means "Employee plus one or more children."

Sales Representative Signature of Authorized Purchaser

Tifle

Producer Representative
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Signatu re of Producer Representative Witness

Producer Firm

Producer Address Amount Submitted

Producer Tax l.D. No.

Date BPA approved: _
of Underwriter
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PROXY

The undersigned hereby appoints the Board of Directors of Health Care Service Corporation, a Mutual Legal Reserve Company,
or any successor thereof ('HCSC), with full power of substitution, and such persons as the Board of Directors may designate by
resolution, as the undersigned's proxy to act on behalf of the undersigned at all meetings of members of HCSC (and at all
meetings of members of any successor of HCSC) and any adjournments thereof, with full power to vote on behalf of the
undersigned on all matters that may come before any such meeting and any adjournment thereof. The annual meeting of
members shall be held each year in the corporate headquarters on the last Tuesday of October al 12:30 p.m. Special meetings
of members may be called pursuant to notice mailed to the member not less than 30 nor more than 60 days prior to such
meetings. This proxy shall remain in effect until revoked in writing by the undersigned at least 20 days prior to any meeting of
members or by attending and voting in person at any annual or special meeting of members.

Group No(s).
Print Signer's Name Here

-
Signature and Title

By:

Group Name

Address:

City:

Dated this

State Zip Code

day of
Month Year
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BlueCross BlueShield
of Illinois

BENEFIT PROGRAM APPL|CATION ("BPA")
(All items are applicable to 151-Plus Grandfathered and Non-Grandfathered lnsured Group Accounts unless

otherwise specified.)

Employer Account Number:

Section Number(s):

Employer Name:

Address:

Employer Group Numbe(s):

(Specify the employer, the employee trust, or the association applying for coverage. List subsidiary or
affiliated companies to be covered below. An employee benefit plan may not be named.)

City:

City:

State:

State:

Zip Code:

Zip Code:Billing Address (if different from above): _
Employer ldentification Number ("ElN"):

Wholly Owned Subsidiaries:

Affiliated Companies:

(lf Affiliated Companies to be covered are listed above, a separate "Addendum to the Benefit Program Application
Regarding Atfiliated Companies" must be completed, signed by the Employer's authorized representative, attached to this
BPA, and is made a part of the Policy.)
Administrative Contact: Phone. Fax:_ Email: _
Blue Access for Employers ("BAE") Contact:

(The BAE Contact is the employee of the account authorized by the Employer to access and maintain its account via
BAE )
Title: Phone:

Policy Effective Date:

Year

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company
an lndependent Licensee of the Blue Cross and Blue Shield Association

Fax:

Policy Anniversary Date: _ I _
Month Day

Email:
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The Employee Retirement lncome Security Act of 1974 (ERISA) is a federal law that sets minimum standards for
employee benefit plans in the private industry. ln general, all employer groups, insured or ASO, are subject to ERISA
provisions except for governmental entities, such as municipalities and public school districts, and "church plans" as
defined by the lnternal Revenue Code.

ERISA Regulated Group Health Plan*: Yes E No f]
lf Yes, specify ERISA Plan Year*: Beginning Dale: _l I
ERISA Plan Sponsor*:_

End Date: (month/day/year)

(lf the Employer is required to file Form 5500 Schedule A with the lRS, the following ERISA items must be completed).

ERISA Plan Administrator*:
ERISA Plan Administrator's Address:

City: _
ERISA Plan Administrator's Email:

State: Zip Code:

Please provide your Non-ERISA Plan MonthA/ear: _l_
lf you contend ERISA is inapplicable to your group health plan, please give legal reason for exemption*:

E Federal Governmental Plan (e.g., the government of the United States or agency of the United States)

E Non-Federal Governmental Plan (e.g., the government of the State, an agency of the State, or the
government of a political subdivision, such as a county or agency of the State)

E Church Plan (complete and attach a Medical Loss Ratio Assurance form)

f] Otner, please specify:

For more information regarding ERISA, contact your Legal Advisor.
*All as defined by ERISA and/or other applicable law/regulations.

ELIGIBILITY
1 Eligible Person:
Employer has decided that Eligible Person means:

D A Full-Time employee of the Employer.
D A Full-Time employee who rs a member of: _ (name of union or association)
tr Other (please specify):

Full-Time Employee means:
E nn Employee of the Employer who is regularly scheduled to work a minimum of 

- 

hours per week..
tr Other (please specify):
tr An Eligible Person may also include a retiree of the Employer. Please specify:

The term "Employee" shall have the meaning set forth under ERISA and applicable law. HCSC reserve the right to audit
Employer's initial and ongoing eligibility determinations.

Civil Union Partner Coverage:
A Civil Union partner, as defined in the Policy, and his or her dependents are automatically eligible to enroll for
coverage and, once enrolled, eligible for continuation of coverage as described in the Certificate Booklet. The
Employer as Policyholder is responsible for providing notice of possible tax implications to those lnsureds with
coverage for Civil Union partners.

3. Domestic Partner Coverage: f] Yes I No
lf Employer elects Yes, a Domestic Partner, as defined in the Policy, shall be considered eligible for coverage. The
Employer is responsible for providing notice of possible tax implications to those lnsureds with Domestic Partner
Coverage.

Continuation coverage for Domestic Partners: lf Employer elects coverage for Domestic Partners, Domestic Partners
are not eligible for continuation coverage under Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA),
but are eligible for continuation coverage similar to that available to spouses under COBRA continuation.

Domestic Partner Coverage Continuation (only available if Domestic Partners are covered) ! Yes E f'lo
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The Limiting Age for covered children:
Hereafter, covered children means a natural child, a stepchild, an eligible foster child, an adopted child (including a
child involved in a suit for adoption,) a child for whom the lnsured is the legal guardian, under twenty-six (26) years of
age, regardless of presence or absence of a child's financial dependency, residency, student status, employment
status (if applicable under the Policy), marital status, or any combination of those factors. lf the covered child is
eligible military personnel, the Limiting Age is thirty (30) years as described in the Certificate Booklet.

To cover children age twenty-six (26) or over, you may select option (a) or (b) below:
(a) E Limiting Age for covered children age twenty-six (26) or over, E who are married E who are unmarried I
regardless of marital status, is years (twenty-seven (27) - thirty (30) are the available options). lf the covered
child is eligible military personnel, the Limiting Age is thirty (30) years as described in the Certificate Booklet.

(b) tr Limiting Age for covered children who are fulltime students and age twenty-six (26 or over, E who are
married f] who unmarried ! regardless of marital status, is years (twenty-seven (27) - thirty (30) are the
available options). lf the covered child is eligible military personnel, the Limiting Age is thirty (30) years as described
in the Certificate Booklet.

Coverage will terminate at the end of the period for which premium has been accepted. However, coverage shall be
extended due to a leave of absence in accordance with any applicable federal or state law.

Eligibility Date: All current and new employees must satisfy the required substantive eligibility criteria and waiting
period indicated below before coverage will become effective. No waiting period may result in an effective date that
exceeds ninety-one (91) calendar days from the date that an employee becomes eligible for coverage, unless
otherwise permitted by applicable law.

Eligibility Date for a person who becomes an Eligible Person after the Effective Date of the Employer's health care
plan:

tr The date of employment.
tr The 

- 

day of employment. Note: This may not exceed ninety-one (91) calendar days.
tr The 

- 

day (select 1st or 15th) of the month following month(s) (option of 1 or 2 months) of
employment.

tl The 

- 

day (select 1st or 1sth) of the month following days (option of up to 60 days) of employment.
tr The _ day of the month following the date of employment.
tr Other (please specify): Note: This may not exceed ninety-one (91) calendar days.
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Substantive eligibility criteria.

Provide a representation below regarding the terms of any eligibility conditions (other than any applicable
waiting period already reflected above) imposed before an individual is eligible to become covered under the
terms of the plan. lf any of these eligibility conditions change, Employer is required to submit a new BPA to
reflect that new information.
Check allthat apply:

E nn Orientation Period that:

1)Does not exceed one month (calculated by adding one calendar month and subtracting one calendar day
from an employee's start date); and
2)lf used in conjunction with a waiting period the waiting period begins on the first day after the orientation
period.

tl A Cumulative hours of service requirement that does not exceed 1200 hours

tr An hours of service per period (or full-time status) requirement for which a Measurement period is used to
determine the status of variable-hour employees, where the measurement period:

1)Starts between the employee's date of hire and the first day of the following month,
2)Does not exceed 12 months; and
3)Taken together with other eligibility conditions does not result in coverage becoming effective later than

13 months from the employee's start date plus the number of days between a start date and the first day
of the next calendar month (if start day is not the first day of the month).

E Otner substantive eligibility criteria not described above; please describe:

6. Special Enrollment: An Eligible Person may apply for coverage, Family coverage or add dependents within thirty one
(31) days of a Special Enrollment event if he/she did not apply prior to his/her Eligibility Date or when eligible to do
so. Such person's Coverage Date, Family Coverage Date, and /or dependent's Coverage Date will be effective on
the date of the Special Enrollment event or, in the event of Special Enrollment due to termination of previous
coverage, the date of application for coverage.

AnnualOpen Enrollment. f]yes E trto

lf Yes, specify Annual Open Enrollment Period:_. An Eligible Person may apply for coverage, Family coverage
or add dependents if he/she did not apply prior to his/her Eligibility Date or did not apply when eligible to do so,

during the Employer's Annual Open Enrollment Period. Such person's Coverage Date, Family Coverage Date,

and/or dependent's Coverage Date will be a date mutually agreed to by Blue Cross and Blue Shield of lllinois, a
Division of Health Care Service Corporation, a Mutual Legal Reserve Company ('HCSC') and the Employer. Such

date shall be subsequent to the annual open enrollment period.

7. Extension of benefits due to Temporary Layoff, Disability or Leave of Absence:
Temporary Layoff: _ days Disability: _ days Leave of Absence: _ days
(However, benefits shall be extended for the duration of an Eligible Person's leave in accordance with any applicable
federal or state law.)

8. FUNDING ARRANGEMENT

E Standard Premium - Prospective
E Standard Premium - Retrospective

! Minimum Premium Program ('MPP')

9. STANDARD PREMIUM INFORMATION:
The following elections apply to both Grandfathered and Non-Grandfathered Groups:
Premium Period:
E tne first (1st) day of each calendar month through the last day of each calendar month. (This option applies to all

coverages if the Employer has BlueCare@ DentalHMO coverage)
I The day of each calendar month throdgh the _ day of the next calendar month. (This option is not
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10.

(a)

available for any coverage if the Employer has BlueCare Dental HMO coverage.)

MINIMUM PARTICIPATION AND EMPLOYER CONTRIBUTION INFORMATION:

The following elections apply to both Grandfathered and Non-Grandfathered Groups:
Employer contribution :

tr One hundred percent (100%) of the lndividual Coverage Premium and an amount equal to one hundred percent
(100%) of the lndividualCoverage Premium willbe contributed toward the Family Coverage Premium.

tr 

-Yo 

of the lndividual Coverage Premium and _Yo of the Family Coverage Premium.
tr Other (please specify):

The following applies to both Grandfathered and Non-Grandfathered Groups:
HCSC reserves the right to change premium rates when a substantial change occurs in the number or composition of
subscribers covered. A substantial change will be deemed to have occurred when the number of subscribers covered
changes by ten percent (10%) or more over a thirty (30) day period or twenty five percent (25o/o) or more over a
ninety (90) day period.

The following applies to Non-Grandfathered Groups:
HCSC reserves the right to take any or all of the following actions: 1) initial rates will be finalized for the effective date
of the policy based on the enrolled participation and employer contribution levels; 2) after the policy effective date the
group will be required to maintain a minimum Employer contribution of 25o/o, and at least a 70% participation of
eligible employees (less valid waivers). ln the event the group is unable to maintain the contribution and participation
requirements, then the rates will be adjusted accordingly; and/or 3) non-renew or discontinue coverage unless the
25% minimum employer contribution is met and at least 70o/o of eligible employees (less valid waivers) have enrolled
for coverage. Employer will promptly notify HCSC of any change in participation and Employer contribution.

The following applies to Grandfathered Groups:
It is understood that no Policy will be issued or renewed on a contributory basis unless at least 25% of the Eligible
Persons, and for Family Coverage 75o/o of the Eligible Persons with eligible dependents, have enrolled for coverage.

Essential Health Benefits ('EHB') Definition Election:
Employer elects EHBs based on the following:

I a. EHBs based on a HCSC state benchmark:
E lllinois ("11") f]oklanoma ("oK")
E Montana (.MT') ! Texas ("TX")
E ttew Mexico ("NM")

n O. eHAs based on benchmark of a state other than lL, MT, NM, OK and TX

ln the absence of an affirmative selection by Employer of its EHBs, then Employer is deemed to have elected the
EHBs based on the lL benchmark plan.

(b)

(c)

(d)

11
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Service Charges:

Z _Yo of Net Claim Payments or $_ per employee per month
[] Applies to all coverage(s)

E Different percentage(s) or amount(s) for the following types of coverage(s). Please specify below:

For _ _Yo of _ Claim Payments or $_per employee per month
Coverage:
For _ _% of _ Claim Payments or $_per employee per month
Coverage:
Other (please specify):

Blue Care Gonnection@ ("BCC"):

BCC Program (may select one): f] Fee: $_ per covered employee per month

f] elue Care Advisor for administration of the program.

E Please refer to Additional Provisions I Fee is included in the Service Charges.

Blue Care Gustom:

E Health Dialog (may select one) Health Dialog Fee: $_ per covered employee per month
E Health Coach Line (ln bound)

f] Health Coach Line (ln and out bound)

E Health Coach Line (With Disease Management)
E ruot applicable

E American Healthways (may select one)

! Package A
fl Package B

fl Package C

n Not applicable

Conditions:

Diabetes:
Chronic Heart Disease:
Chronic Obstructive

Pulmonary Disease
Asthma:
lmpact Conditions:

Package A

$_
$_
$_
$_
$_

Package B - Fees

$_
$_

$_
$_
Not Applicable

Package C - Fees

Not Applicable
Not Applicable
Not Applicable

$_
$_

Payment Method: E Transfer Payment I Post Payment
lf Transfer Payment, Method of Transfer Payment:
! Wire Transfer f] Oraft E Electronic Fund Transfer
E Otner (please soecifv):

Payment Period: J Daily l_JWeekly LJ Bi-Weekly [_.1 Monthly
I Otner (please specify):

Claim Settlement: Ll Monthly E Quarterly E Other (please specify):

lf Transfer Payment, Tentative Fina! Settlement Period:
Transfer Payments to be made for the following time period after termination.
E 3months !6 months E gmonths D 12 months E Other(pleasespecify):

The Effective Date of Termination for a person who ceases to meet the definition of Eligible Percon:
! The date such person ceases to meet the definition of Eligible Person.
E fne last day of the calendar month in which such person ceases to meet the definition of an Eligible Person.
fl other:_.
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Prescription Drug Rebate: $_ per covered employee per month is the guaranteed Prescription Drug Rebate
savings reflected as a Prescnption Drug Rebate credit.

Termination Administrative Charge

applies to the Run-Off Period indicated in the Payment Specifications section below:

i. For seruice charges (including, but not limited fo, access fees) billed on a per Covered Employee basts at
the time of termination, the Termination Administrative Charge will be the amount equal to ten percent (10%) of
the annualized charges based on the service charges in effect as of the termination date and the Policy participation

of the two (2) months immediately preceding the termination date. Such aggregate amount will be due the Plan
within ten (10) days of the Plan's notification to the Policyholder of the Termination Administrative Charge described
herein.

ii. For seruice charges (including, but not limited to, access fees) billed on a basis other than per Covered
Employee at the time of termination, the Termination Administrative Charge will be such service charges in effect
at the time of termination to be applied and billed by the Plan, and paid by the Policyholder, in the same manner as
prior to termination.

Termination Administrative Charges assume the continuation of the Policy benefit program(s) and the administrative
services in effect prior to termination. Should such Policy benefit program(s) and/or administrative services change, or
in the event the average Policy enrollment during the three (3) months immediately preceding termination varies by ten
percent (10%) or more from the enrollment used to determine the service charges in effect at the time of termination,
the Plan reserves the right to adjust the rates for service charges (including, but not limited to, access fees) to be used
to compute the Termination Administrative Charge.

m* ryN
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Group Number(s):

l)o/o of ADP Savings: _%
U $ Per Employee per month (For MPP, this amount also included in Monthly Minimum Premium): $_
Please complete for groups with multiple products (for example, Comprehensive Major Medical and PPO) with
separate access fees:
Group Number(s):

Zo/o of ADP Savings: _%
E $ per Employee per month (For MPP, this amount also included in Monthly Minimum Premium): $-
The undersigned representative is authorized and responsible for purchasing insurance on behalf of the Employer, has
provided the information requested in this BPA and, on behalf of the Employer, offers to purchase the benefit program as
outlined in the Request For Proposal ("RFP") submitted to the Employer by the Sales Representative. Any changes to the
RFP are specified below. lt is understood and agreed that the actual terms and conditions of the benefit program are
those contained in the Policy. This BPA is subject to acceptance by HCSC. Upon acceptance, HCSC shall issue a Policy
to the Employer and this BPA shall be incorporated and made a part of the Policy. Upon acceptance of this BPA and
issuance of the Policy, the Employer shall be referred to as the Policyholder. ln the event of any conflict between the RFP
and the Policy, the provisions of the Policy shall prevail. No coverage will begin until receipt of the first premium by HCSC.

The undersigned representative acknowledges that any broker/producer is acting on behalf of the Employer for purposes
of purchasing the Employer's insurance, and that if HCSC accepts this BPA and issues a Policy to the Employer, HCSC
may pay the Employe/s broker/producer a commission and/or other compensation in connection with the issuance of
such Policy. The undersigned representative further acknowledges that if the Employer desires additional information
regarding any commissions or other compensation paid the broker/producer by HCSC in connection with the issuance of
a Policy, the Employer should contact its broker/producer.

The undersigned representative acknowledges that the Employee Retirement lncome Security Act of 1974, as amended,
(.ERISA') establishes certain requirements for employee welfare benefit plans. As defined in Section 3 of ERISA, the term
"employee welfare benefit plan" includes any plan, fund or program which is established or maintained by an employer or
by an employee organization, or by both, to the extent that such plan, fund or program was established or is maintained
for the purpose of providing for its participants or their beneficiaries, through the purchase of insurance or otheruvise,
medical, surgical or hospital benefits, or benefits in the event of sickness, accident or disability. The undersigned
representative further acknowledges that: (i) an employee welfare benefit plan must be established and maintained
through a separate plan document which may include the terms hereof or incorporate the terms hereof by reference, and
that (ii) an employee welfare benefit plan document may provide for the allocation or delegation of responsibilities
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thereunder. However, notwithstanding anything contained in the employee welfare benefit plan document of the Employer
(or any group member if the group is an association), the Employer agrees that no allocation or delegation of any fiduciary
or nonfiduciary responsibilities under the employee welfare benefit plan of the Employer (or any group member if the
group is an association) is effective with respect to or accepted by HCSC except to the extent specifically provided and
accepted in this BPA or the Policy or otherwise accepted in writing by HCSC.

Prescription Drug Rebate Credit per Covered Employee per month is the guaranteed Prescription Drug Rebate savings
reflected as a Prescription Drug Rebate credit. Expected rebate amounts to be received by HCSC are passed back to the
Employer with one hundred percent (100%) of the expected amount applied as a credit on the monthly billing statement
on a per Covered Employee per month basis. Rebate credits are paid prospectively to the Employer and shall not
continue after termination of the Prescription Drug Program. (Further information concerning this credit is included in the
governing Group Administrative Document to which this BPA is attached under the section titled "The Plan's Separate
Financial Arrangements Regarding Prescription Drugs.").

OTHER PROVISIONS:

(a) Reimbursement Provision: E Yes E No

lf yes: lt is understood and agreed that in the event HCSC makes a recovery on a third-party liability claim,
HCSC will retain twenty five percent (25%) of the net recovery (under cost-plus funding) or deduct
twenty five percent (25o/o) of the net recovery from the amount credited to the group's experience
(under premium funding), after attorneys' fees, if any, have been paid.

(b) Summary of Benefits and Coverage ("SBC"):

1) HCSC willcreate SBC?

I Yes. lf Yes, please answer question #2. The SBC Addendum is attached and made a part of the Policy.

E Uo. lf No, then the Policyholder acknowledges and agrees that the Policyholder is responsible for the creation
and distribution of the SBC as required by Section 2715 of the Public Health Service Act(42 USC 30099-15) and
SBC regulations (45 CFR 147.200), as supplemented and amended from time to time, and that in no event will
the Plan have any responsibility or obligation with respect to the SBC. The Plan may, but is not required to,
monitor Policyholder's performance of its SBC obligations, audit the Policyholder with respect to the SBC, request
and receive information, documents and assurances from Policyholder with respect to the SBC, provide its own
SBC (or SBC corrections) to participants and beneficiaries, communicate with participants and beneficiaries
regarding the SBC, respond to SBC-related inquiries from participants and beneficiaries, and/or take steps to
avoid or correct potential violations of applicable laws or regulations. The Plan is not obligated to respond to or
forward misrouted calls, but may, at its option, provide participants and beneficiaries with Policyholder's contact
information. A new clause (e) is added to Subsection C. in the Additional Provisions as follows: "(e) the SBC'.
(Skip question #2.)

2) HCSC willdistribute SBC to participants and beneficiaries?

tr No. The Plan will create SBC (only for benefits the Plan insures under the Policy) and provide SBC to the
Policyholder in electronic format. Policyholder will then distribute SBC to participants and beneficiaries (or hire a
third party to distribute) as required by law.

I Yes. The Plan will create SBC (only for benefits the Plan insures under the Policy) and distribute SBC to
participants and beneficiaries via regular hardcopy mail or electronically in response to occasional requests
received directly from individuals. All other distribution is the responsibility of the Policyholder.

(c) BlueEdge FSA (Vendor: ConnectYourCare) purchased: D yes n ruo

(d) BlueCare@ Dental HMO Coverage purchased: E Yes E trto (tf yes, complete separate application.)

(e) Dearborn National purchased: E yes E ruo (lf yes, complete separate application.)

(0 Blue Directions (Private Exchange) purchased. I Yes n ruo (if yes, The Blue Directions Addendum is
attached and made a part of the Policy.)

(g) Excess Loss Coverage purchased: E Yes E lto (f yes, complete separate application.)
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(i)

(i)

(h) Case Management: E Yes E No

lf Yes: The undersigned representative authorizes provision of alternative benefits for services rendered to
Covered Persons in accordance with the provisions of the Policy.

Electronic lssuance: The Policyholder consents to receive, via an electronic file or access to an electronic file, a
Certificate Booklet provided by HCSC to the Policyholder for delivery to each lnsured. The Policyholder further
agrees that it is solely responsible for providing each lnsured access, via the internet, intranet, or othenruise, to the
most current version of any electronic file provided by HCSC to the Policyholder and, upon the lnsured's request,
a paper copy of the Certificate Booklet.

Massachusetts Health Care Reform Act: Notwithstanding anything to the contrary in this BPA, with respect to the
Employer's employees who live in Massachusetts (if any) the Employer represents that it offers the health
insurance benefits provided for herein to all fulltime employees, and the Employer will not make a smaller
premium contribution percentage to a full-time employee living in Massachusetts than to any other full{ime
employee living in Massachusetts who receives an equal or greater total hourly or annual salary. For purposes of
this representation, a "full-time employee" is defined by Massachusetts law, generally an employee who is

scheduled or expected to work at least the equivalent of an average of thirty-five (35) hours per week.

ADDITIONAL PROVISIONS :

A. Grandfathered Health Plans: Policyholder shall provide HCSC with written notice prior to renewal (and during the
plan year, at least sixty (60) days advance written notice) of any changes in its Contribution Rate Based on Cost of
Coverage or Contribution Rate Based on a Formula towards the cost of any tier of coverage for any class of Similarly
Situated lndividuals as such terms are described in applicable regulations. Any such changes (or failure to provide
timely notice thereof) can result in retroactive and/or prospective changes by HCSC to the terms and conditions of
coverage. ln no event shall HCSC be responsible for any legal, tax or other ramifications related to any benefit
package of any group health insurance coverage (each hereafter a "plan") qualifying as a "grandfathered health plan"
under the Affordable Care Act and applicable regulations or any representation regarding any plan's past, present and
future grandfathered status. The grandfathered health plan form ("Form"), if any, shall be incorporated by reference
and part of the BPA and Group Policy, and Policyholder represents and warrants that such Form is true, complete and
accurate. lf Policyholder fails to timely provide HCSC with any requested grandfathered health plan information,
HCSC may make retroactive and/or prospective changes to the terms and conditions of coverage, including changes
for compliance with state or federal laws or regulations or interpretations thereof.

B. Retiree Only Plans and/or Excepted Benefits: lf the BPA includes any retiree only plans and/or excepted benefits,
then Policyholder represents and warrants that one or more such plans is not subject to some or all of the provisions
of Part A (lndividual and Group Market Reforms) of Title )fiVll of the Public Health Service Act (and/or related
provisions in the lnternal Revenue Code and Employee Retirement lncome Security Act) (an "exempt plan status").
Any determination that a plan does not have exempt plan status can result in retroactive and/or prospective changes
by HCSC to the terms and conditions of coverage. ln no event shall HCSC be responsible for any legal, tax or other
ramifications related to any plan's exempt plan status or any representation regarding any plan's past, present and
future exempt plan status.

C. Policyholder shall indemnify and hold harmless HCSC and its directors, officers and employees against any and all
loss, liability, damages, fines, penalties, taxes, expenses (including attorneys' fees and costs) or other costs or
obligations resulting from or arising out of any claims, lawsuits, demands, governmental inquiries or actions,
settlements or judgments brought or asserted against HCSC in connection with (a) any plan's grandfathered health
plan status, (b) any plan's exempt plan status, (c) any directions, actions and interpretations of the Policyholder, (d)
any provision of inaccurate information, (e) the SBC, (f) any plan's design (including but not limited to any directions,
actions and interpretations of the Policyholder, and/or (g) Employer's selection of EHB definition for the purpose of the
Patient Protection and Affordable Care Act ("ACA"). Changes in state or federal law or regulations or interpretations
thereof may change the terms and conditions of coverage.

The provisions of paragraphs A-C (directly above) shall be in addition to (and do not take the place of) the other terms and
conditions of coverage and/or administrative services between the parties.
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ACA FEE NOTIGE: ACA established a number of taxes and fees that will affect our customers and their benefit plans.
Two of those fees are: (1) the Annual Fee on Health lnsurers or "Health lnsurer Fee"; and (2) the Transitional
Reinsurance Program Contribution Fee or "Reinsurance Fee".
Section 9010(a) of ACA requires that "covered entities" providing health insurance ("health insurers") pay an annual fee to
the federal government, commonly referred to as the Health lnsurer Fee. The amount of this fee for a given calendar year
will be determined by the federal government and involves a formula based in part on a health insurer's net premiums
written with respect to health insurance on certain health risk during the preceding calendar year. This fee will go to help
fund premium tax credits and cost-sharing subsidies offered to certain individuals who purchase coverage on health
insurance exchanges.

ln addition, ACA Section 1341 provides for the establishment of a temporary reinsurance program(s) (for a three (3) year
period (2014-2016)) which will be funded by Reinsurance Fees collected from health insurance issuers and self-funded
group health plans. Federal and state governments will provide information as to how these fees are calculated. Federal
regulations establish a flat, per member, per month fee. The temporary reinsurance programs funded by these
Reinsurance Fees will help stabilize premiums in the individual market.

Except for the Cost Plus Program, your premium, which already accounts for current applicable federal and state taxes,
includes the effects of the Health lnsurer Fees and Reinsurance Fees. There are no ACA fees included in the Cost Plus
PPO premium. These rates may be adjusted on an annual basis for any incremental changes in Health lnsurer Fees and
Reinsurance Fees.

Notwithstanding anything in the Policy or Renewal(s) to the contrary, HCSC reserves the right to revise our charge for the
cost of coverage (premium or other amounts) at any time if any local, state or federal legislation, regulation, rule or
guidance (or amendment or clarification thereto) is enacted or becomes effective/implemented, which would require
HCSC to pay, submit or fonrard, on its own behalf or on the Policyholder's behalf, any additional tax, surcharge, fee, or
other amount (all of which may be estimated, allocated or pro-rated amounts).

Renewals Only: lf this BPA is blank, it is intentional and this BPA is an addendum to the existing BPA. ln such case, all
terms of the existing BPA as amended from time to time shall remain in force and effect. However, beginning with the
Policyholder's first renewal date on or after September 23,2010, the provisions of paragraphs A-C (above) shall be part of
(and be in addition to) the terms of the existing BPA as amended from time to time.

Any reference in this BPA to eligible dependents may include Domestic Partners or Civil Union partners, but will include
dependent covered children under the Limiting Age of twenty-six (26), or election made above.

Any reference in this BPA to the Limiting Age for covered children means twenty-six (26) years, or election made above,
regardless of presence or absence of a child's financial dependency, residency, student status, employment, marital
status or any cornbination of those factors. lf the covered child is eligible military personnel, the Limiting Age is thirty (30)
years as described in the certificate booklet.

Any reference in this BPA to the "Employee plus one dependent" rate structure means "Employee plus one spouse
(includes Civil Union partner and/or, if elected, Domestic Parlner) or one child."

Any reference in this BPA to the "Employee plus Child(ren)" rate structure means "Employee plus one or more children."

Sales Representative Signature of Authorized Purchaser

District

Prod ucer Representative
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Signatu re of Producer Representative Witness

Producer Firm

Producer Address $_ Amount Submitted

Producer Tax l.D. No

Date BPA approved: _
ionature of Undenrriter
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PROXY

The undersigned hereby appoints the Board of Directors of Health Care Service Corporation, a Mutual Legal Reserve Company,
or any successor thereof ('HCSC), with full power of substitution, and such persons as the Board of Directors may designate by
resolulion, as the undersigned's proxy to act on behalf of the undersigned at all meetings of members of HCSC (and at all
meetings of members of any successor of HCSC) and any adjournments thereof, with full power to vote on behalf of the
undersigned on all matters that may come before any such meeting and any adjournment thereof. The annual meeting of
members shall be held each year in the corporate headquarters on the last Tuesday of October at 12:30 p.m. Special meetings
of members may be called pursuant to notice mailed to the member not less than 30 nor more than 60 days prior to such
meetings. This proxy shall remain in effect until revoked in writing by the undersigned at least 20 days prior to any meeting of
members or by attending and voting in person at any annual or special meeting of members.

Group No(s).:
Print Signer's Name Here

Signature and Title

By:

t

Group Name:

Address:

City:

Dated this

State Zip Code:

day of
Month Year
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Summary of Benefits and Coverage Addendum
To ASO Benefit Program Application (ASO BPA)

Employer Name:

Effective/

Renewal Date:

Account Number:

First Date of Employe/s Open Enrollment Period for the next Plan Year

(the "First Open Enrollment Date"):

The Affordable Care Act ("ACA") requires group health plans to create and distribute a Summary of
Benefits and Coverage (or alternate format permitted by ACA) (the "SBC"), to participants and

beneficiaries in certain specified situations (the "SBC Requirements"). ln accordance with the Employer's
election indicated on the most current ASO BPA, to have Blue Cross and Blue Shield of lllinois (BCBSIL)

create and/or distribute the SBC, as of the First Open Enrollment Date, the Employer acknowledges and

agrees:

1. BCBSIL's SBC services do not include the creation or distribution of coverage information for benefits
it does not administer under the Agreement, unless otherwise agreed to in the ASO BPA or this
Addendum.

2. Employer is responsible for the proper synthesizing of information from its various insurers and
administrative service providers it uses for its group health plan (or providing multiple partial SBCs if
permitted by law).

3. The Employer is responsible for SBC services performed by Employer's third party vendors.

4. The Employer must review and approve the SBC prior to distribution and is responsible for the
content of the SBC. Nothing in this Addendum or in the ASO BPA relieves the Employer or its group
health plan of their respective legal and regulatory obligations with respect to the SBC.

5. ACA and the SBC regulatory and sub-regulatory guidance (the "Guidance") are new (and subject to
change) and the regulatory agencies and industry interpretations thereof are evolving; therefore,
BCBSIL's operations shall not be considered to be in breach of the Agreement to the extent BCBSIL
has worked diligently and in good faith to implement a reasonable interpretation of then-current SBC-
related ACA provisions and Guidance, in a manner consistent with the SBC Requirements.

6. Employer agrees to furnish to BCBSIL in a timely manner all information necessary for the timely
distribution of SBCs, including but not limited to names and addresses for: (i) any person currently
enrolled in any plan administered or insured by BCBSIL, and (ii) any person the employer tells us is
eligible or may become eligible. Employer's failure to furnish such information, to agree to an
implementation plan or to promptly review/approve SBCs may substantially delay and/or jeopardize
BCBSIL's SBC services and BCBSIL is relieved of its SBC obligations.

7. Employer shall be liable to BCBSIL and its directors, officers and employees for any and all loss,
liability, damages, fines, penalties, taxes, expenses (including attorneys' fees and costs) or other
costs or obligations resulting from or arising out of any claims, lawsuits, demands, governmental
inquiries or actions, settlements or judgments brought or asserted against BCBSIL in connection with
the SBC (and Employer's or its vendors' distribution of the SBC).

SBC Addendum for use with ASO business (lL)



Summary of Benefits and Coverage Addendum
To Benefit Program Application

Employer Name:

Effective/

Renewal Date:

Account Number:

First Date of Employe/s Open Enrollment Period for the next Plan Year

(the "First Open Enrollment Date"):

The Affordable Care Act ("ACA") requires group health plans and/or insurance issuers to create and distribute a

Summary of Benefits and Coverage (or alternate format permitted by ACA) (the "SBC'), to participants and

beneficiaries in certain specified situations (the "SBC Requirements"). ln accordance with the Policyholde/s
election on the most current BPA, to have Blue Cross and Blue Shield of lllinois (BCBSIL) create and/or
distribute the SBC, as of the First Open Enrollment Date, Policyholder acknowledges and agrees:

1. BCBSIL's SBC services do not include the creatron or distribution of coverage information for benefits it
does not insure under the Policy, unless otherwise agreed to in the BPA or this Addendum.

2. Policyholder is responsible for the proper synthesizing of information from its various insurers and
administrative service providers it uses for its group health plan (or providing multiple partial SBCs if
permitted by law).

3. The Policyholder is responsible for SBC services performed by Policyholder's third party vendors.

4. The Policyholder must review and approve the SBC prior to distribution and is responsible for the
content of the SBC. Nothing in this Addendum or in the Policy relieves the Policyholder or its group
health plan of their respective legal and regulatory obligations with respect to the SBC.

5. ACA and the SBC regulatory and sub-regulatory guidance (the "Guidance") are new (and subject to
change) and the regulatory agencies and industry interpretations thereof are evolving; therefore,
BCBSIL's operations shall not be considered to be in breach of this Addendum or the Policy to the
extent BCBSIL has worked diligently and in good faith to provide the SBC services, based on a
reasonable interpretation of then-current SBC-related ACA provisions and Guidance, in a manner
consistent with the SBC Requirements.

6. Policyholder agrees to furnish to BCBSIL in a timely manner all information necessary for the timely
distribution of SBCs, including but not limited to names and addresses for: (i) any person currently
enrolled in any plan administered or insured by BCBSIL, and (ii) any person the employer tells us is
eligible or may become eligible. Policyholder's failure to furnish such information, to agree to an
implementation plan or to promptly review/approve SBCs may substantially delay and/or jeopardize
BCBSIL's SBC services and BCBSIL is relieved of its SBC obligations.

7. BCBSIL may, but is not required to, monitor Policyholder's performance of its SBC obligations, audit the
Policyholder with respect to the SBC, request and receive information, documents and assurances from
Policyholder with respect to the SBC, provide its own SBC (or SBC corrections) to participants and
beneficiaries, communicate with participants and beneficiaries regarding the SBC, respond to SBC-
related inquiries from participants and beneficiaries, and/or take steps to avoid or correct potential
violations of applicable laws or regulations.). Policyholder will notify BCBSIL of any actual or potential
non-compliance with the SBC Requirements.

8. Policyholder shall be liable to BCBSIL and its directors, officers and employees for any and all loss,
liability, damages, fines, penalties, taxes, expenses (including attorneys' fees and costs) or other costs
or obligations resulting from or arising out of any claims, lawsuits, demands, governmental inquiries or
actions, settlements or judgments brought or asserted against BCBSIL in connection with the SBC (and
Policyholder's or its vendors' distribution of the SBC).

lL SBC Addendum - lnsured (151+) business



Contract No. l5 l8-14008
Employer Sponsored Health Insurance Benefits

EXHIBIT 3

Schedule of Compensation
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ATTACHMENT 1

ADDENDUM PG
PERFORMANCE GUARANTEES

The Performance Guarantees described herein shall apply to the Professional Services Agreement (the

"Agreement") to which this Addendum is attached and have the same force and effect as the Agreement's
most current fee schedule, unless amended, replaced, or terminated by the parties to the Agreement in
writing.

All obligations, definitions, terms, conditions, promises, agreements, and language in the Agreement and

its most current fee schedule apply equally to the obligations, terms, conditions, promises, agreements,
and language in this Addendum PG and Exhibit 3 - Schedule of Compensation.

SECTION I
TIMING

A. The period for which BCBSIL's performance will be measured and for which the County
may receive a refund is referred to as the Settlement Period and is indicated in Exhibit 3 -
Schedule of Compensation.

B. The measurement of Performance Guarantees will begin on the date indicated in Exhibit
3 - Schedule of Compensation provided all of the requirements listed below are

completed. The requirements are as follows:

1. Benefit information and claims administrative procedures have been provided by the
County to BCBSIL,

2. All accumulation totals, if applicable, have been received from the prior carrier and
have been loaded onto BCBSIL's claims processing system,

3. Accurate and complete membership information has been received and loaded onto
BCBSIL's claims processing system, and

4. Transfer payment procedures have
Agreement.

SECTION II
DETERMINATION

been established in accordance with the

A. BCBSIL agrees to guarantee performance levels as indicated in Exhibit 3 - Schedule of
Compensation. ln the event that the BCBSIL's level of performance is determined to be

less than any of the standards described in Exhibit 3 -Schedule of Compensation during a

Settlement Period for which BCBSIL's performance shall be evaluated for any reason,

except any disaster or epidemic which substantially disrupts BCBSIL's normal business

operation, BCBSIL will be responsible for reimbursing the County a portion of the

administrative charge.

B. BCBSIL will measure Performance Guarantees and report the measurement results to the

County, and any refund amounts due in accordance with this Addendum PG within i20

Page I
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days following the close of all measurement periods necessary to finalize Performance
Guarantee results for the Settlement Period.

BCBSIL will not be obligated to measure Performance Guarantees and will not be

obligated to refund the County based thereon until the Agreement (including Exhibit 3 -
Schedule of Compensation) has been executed and is on file with BCBSIL by the close of
the applicable Settlement Period.

BCBSIL will not be obligated to measure Performance Guarantees and will not be

obligated to refund the County based thereon for any portion of the Settlement Period in
which the County:

1. Fails to provide BCBSIL with Timely changes in enrollment or membership
information or any other reports or information as may be necessary for BCBSIL to
perform its administrative duties, including but not limited to identification or
certification of claimants eligible for benefits, dates of eligibility, number of
employees and dependents covered under the Plan; or

2. Fails to pay administrative charges in accordance with the terms of the Agreement or
comply with all established Transfer Payment procedures.

BCBSIL will not be obligated to measure any Performance Guarantee impacted by
changes requested in writing by the County during the time period required to modifi
BCBSIL's system and to complete all other tasks necessary to achieve the same

qualitative standard of execution that existed before the change was requested. All
changes or amendments to the Plan must be submitted to BCBSIL in accordance with the

Agreement.

lf for any reason there is a significant change in the benefit structure or the administrative
procedures of the benefit coverage administered by BCBSIL, Medicare payment systems,

or if the enrollment of the Plan's benefit coverage administered by BCBSIL varies in
number of enrolled covered employees as indicated in Exhibit 3-Schedule of
Compensation attached to and made a part of this Addendum during any Settlement
Period, BCBSIL reserves the right to re-evaluate and renegotiate the level of performance

and/or the administrative charges at risk in this Addendum PG and the attached Exhibit 3

- Schedule of Compensation

lf for any reason the Agreement is terminated prior to the end of any Settlement Period,
the Performance Guarantees will not be measured and the County will not receive any
refund, based on that part of the Settlement Period in which the Agreement was in effect.

If (i) changes to the formula, methodolory or manner in which a third-party benchmark
(such as AWP) is calculated or reported take effect, or (ii) such third party ceases to
publish such benchmark, then the performance guarantees and/or standards based on
such benchmark in this Agreement, if any, shall be re-evaluated and adjusted or
converted to an alternative benchmark by BCBSIL or its designee at the time of such

change to return the parties to their respective economic positions with respect to such
guarantees and/or standards as they existed under the Agreement immediately prior to
such change.

Page 2
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Contract No. l5 18-14008

Employer Sponsored Health Insurance Benefits

EXHIBIT 4

Minority and Women Owned Business Enterprise Commitment



I. THE COUNTY POLICY AND GOALS

A. It is the policy of the County of Cook to prevent discrimination in the award of or
participation in County Contracts and to eliminate arbitrary barriers for participation in
such Contracts by local businesses certified as a Minority Business Enterprise (MBE) and
Women-owned Business Enterprise (WBE) as both prime and sub-contractors. In
furtherance of this policy, the Cook County Board of Commissioners has adopted a

Minority- and Women-owned Business Enterprise Ordinance (the "Ordinance") which
establishes annual goals for MBE and WBE participation as outlined below:

Contract Type

Goods and Services
Construction
Professional Services

C.

Goals
MBE WBE
250 t0%
24Yo lOo/o

35Yo Overall

B. The County shall set contract-specific goals, based on the availability of MBEs and
WBEs that are certified to provide commodities or services specified in this
solicitation document. The MBEAilBE participation goals for this Agreement is
35o/". A Bid, Quotation, or Proposal shall be rejected if the County determines that it
fails to comply with this General Condition in any way, including but not limited to: (i)
failing to state an enforceable commitment to achieve for this contract the identified
MBE/WBE Contract goals; or (ii) failing to include a Petition for Reduction/Waiver,
which states that the goals for MBE/WBE participation are not attainable despite the
Bidder or Proposer Good Faith Efforts, and explains why. If a Bid, Quotation, or
Proposal is rejected, then a new Bid, Quotation, or Proposal may be solicited if the public
interest is served thereby.

To the extent that a Bid, Quotation, or Proposal includes a Petition for Reduction/Waiver
that is approved by the Office of Contract Compliance, the Contract specific MBE and
WBE participation goals may be achieved by the proposed Bidder or Proposer's status as

an MBE or WBE; by the Bidder or Proposer's enforceable joint-venture agreement with
one or more MBEs and/or WBEs; by the Bidder or Proposer entering into one or more
enforceable subcontracting agreements with one or more MBE and WBE; by the Bidder
or Proposer establishing and carrying out an enforceable mentor/prot6gd agreement with
one or more MBE and WBE; by the Bidder or Proposer actively engaging the Indirect
Participation of one or more MBE and WBE in other aspects of its business; or by any
combination of the foregoing, so long as the Utilization Plan evidences a commitment to
meet the MBE and WBE Contract goals set forth in (B) above, as approved by the Office
of Contract Compliance.

D. A single Person, as defined in the Procurement Code, may not be utilized as both an

MBE and a WBE on the same Contract, whether as a Consultant, Subcontractor or
supplier.



E.

F.

Unless specifically waived in the Bid or Proposal Documents, this Exhibit; the

Ordinance; and the policies and procedures promulgated thereunder shall govern. If there
is a conflict between this Exhibit and the Ordinance or the policies and procedures, the
Ordinance shall control.

A Consultant's failure to carry out its commitment regarding MBE and WBE
participation in the course of the Contract's performance may constitute a material breach
of the Contract. If such breach is not appropriately cured, it may result in withholding of
payments under the Contract, contractual penalties, disqualification and any other remedy
provided for in Division 4 of the Procurement Code at law or in equity.

II. REOUIRED BID OR PROPOSAL SUBMITTALS

A Bidder or Proposer shall document its commitment to meeting the Contract specific MBE and

WBE participation goals by submitting a Utilization Plan with the Bid or Proposal. The
Utilization Plan shall include (1) one or more Letter(s) of Intent from the relevant MBE and

WBE firms; and (2) current Letters of Certification as an MBE or WBE. Alternatively, the
Bidder or Proposer shall submit (1) a written Petition for Reduction/Waiver with the Bid,

Quotation or Proposal, which documents its preceding Good Faith Efforts and an explanation of
its inability to meet the goals for MBE and WBE participation. The Utilization Plan shall be

submitted at the time that the bid or proposal is due. Failure to include a Utilization Plan will
render the submission not Responsive and shall be cause for the CPO to reject the Bid or
Proposal.

A. MBE/IVBE Utilization Plan

Each Bid or Proposal shall include a complete Utilization Plan, as set forth on Form 1 of
the IWWBE Compliance Forms. The Utilization Plan shall include the name(s), mailing
address, email address, and telephone number of the principal contact person of the
relevant MBE and WBE firms. If the Bidder or Proposer submits a Bid or Proposal, and

any of their subconsultants, suppliers or consultants, are certified MBE or WBE firms,
they shall be identified as an MBE or WBE within the Utilization Plan.

I . Letter(.s) of Intent

Except as set forth below, a Bid or Proposal shall include, as part of the Utilization Plan,
one or more Letter(s) of Intent, as set forth on Form 2 of the IWWBE Compliance Forms,
executed by each MBE and WBE and the Bidder or Proposer. The Letter(s) of Intent will
be used to confirm that each MBE and WBE shall perform work as a Subcontractor,
supplier, joint venture, or consultant on the Contract. Each Letter of Intent shall indicate
whether and the degree to which the MBE or WBE will provide goods or services

directly or indirectly during the term of the Contract. The box for direct participation
shall be marked if the proposed MBE or WBE will provide goods or services directly
related to the scope of the Contract. The box for Indirect participation shall be marked if
the proposed MBE or WBE will not be directly involved in the Contract but will be

utilized by the Bidder or Proposer for other services not related to the Contract. Indirect



Participation shall not be counted toward the participation goal. Each Letter of Intent
shall accurately detail the work to be performed by the relevant MBE or WBE firm, the
agreed dollar amount, the percentage of work, and the terms of payment.

Failure to include Letter(s) of Intent will render the submission not Responsive and
shall be cause for the CPO to reject the Bid or Proposal.

All Bids and Proposals must conform to the commitments made in the corresponding
Letter(s) of Intent, as may be amended through change orders.

The Contract Compliance Director may at any time request supplemental information
regarding Letter(s) of Intent, and such information shall be furnished if the corresponding
Bid or Proposal is to be deemed responsive.

2. Letter(s) of Certification

Only current Letter(s) of Certification from one of the following entities may be accepted

as proof of certification for MBE/WBE status, provided that Cook County's requirements
for certification are met:

a

a

County of Cook
City of Chicago

Persons that are currently certified by the City of Chicago in any area other than
ConstructiorVPublic Works shall also complete and submit a MBE/WBE Reciprocal
Certification Affidavit along with a current leffer of certification from the City of
Chicago. This Affidavit form can be downloaded from
www.cookcountyi l. gov/contractcompliance.

The Contract Compliance Director may reject the certification of any MBE or WBE on

the ground that it does not meet the requirements of the Ordinance, or the policies and

rules promul gated thereunder.

3. Joint Venture Affidavit

In the event a Bid or Proposal achieves MBE and/or WBE participation through a Joint
Venture, the Bid or Proposal shall include the required Joint Venture Affidavit, which
can be downloaded from www.cookcountyil.gov/contractcompliance. The Joint Venture
Affidavit shall be submitted with the Bid or Proposal, along with current Letter(s) of
Certification.

B. Petition for Reduction/Waiver

In the event a Bid or Proposal does not meet the Contract specific goals for MBE and

WBE participation, the Bid or Proposal shall include a Petition for ReductionAVaiver, as

set forth on Form 3. The Petition for Reduction/Waiver shall be supported by sufficient



evidence and documentation to demonstrate the Bidder or Proposer's Good Faith Efforts
in attempting to achieve the applicable MBE and WBE goals, and its inability to do so

despite its Good Faith Efforts.

Failure to inelude Petition for ReductionAilaiver will render the submission not
Responsive and shall be cause for the CPO to reject the Bid or Proposal.

III. REDUCTIONAilAIVER OF MBEAilBE GOALS

A. Granting or Den),ing a Reduction/Waiver Request.

1. The adequacy of the Good Faith Efforts to utilize MBE and WBE firms in a Bid or
Proposal will be evaluated by the CCD under such conditions as are set forth in the
Ordinance, the policies and rules promulgated thereunder, and in the "Petition for
Reduction/Waiver of MBE/WBE Participation Goals" - Form 3 of the M/WBE
Compliance Forms.

2. With respect to a Petition for Reduction/Waiver, the sufficiency or insufficiency of a
Bidder or Proposer's Good Faith Efforts shall be evaluated by the CCD as of the date

upon which the corresponding Bid or Proposal was due.

3. The Contract Compliance Director or his or her duly authorized Waiver Committee
may grant or deny the Petition for Reduction/Waiver based upon factors including but
not limited to: (a) whether sufficient qualified MBE and WBE firms are unavailable
despite good faith efforts on the part of the Bidder or Proposer; (b) the degree to
which specifications and the reasonable and necessary requirements for performing
the Contract make it impossible or economically infeasible to divide the Contract into
sufficiently small tasks or quantities so as to enable the Bidder or Proposer to utilize
MBE and WBE firms in accordance with the applicable goals; (c) the degree to which
the prices or prices required by any potential MBE or WBE are more that l0o/o above

competitive levels; and (d) such other factors as are determined relevant by the
Contract Compliance Director or the duly authorized Waiver Committee.

4. If the Contract Compliance Director or the duly authorized Waiver Committee
determines that the Bidder or Proposer has not demonstrated sufficient Good Faith
Efforts to meet the applicable MBE and WBE goals, the Contract Compliance
Director or the duly authorized Waiver Committee may deny a Petition for
Reduction/Waiver, declare the Bid or Proposal non-responsive, and recommend
rejection of the Bid, Quotation, or Proposal.

IV. CHANGES IN CONSULTAIIT'S UTILIZATION PLAN

A. A Consultant, during its performance of the Contract, may not change the original
MBE or WBE commitments specified in the relevant Utilization Plan, including but
not limited to, terminating a MBE or WBE Contract, reducing the scope of the work
to be performed by a MBE/WBE, or decreasing the price to a MBE/WBE, except as



otherwise provided by the Ordinance and according to the policies and procedures
promulgated thereunder.

B. Where a Person listed under the Contract was previously considered to be a MBE or
WBE but is later found not to be, or work is found not to be creditable toward the
MBE or WBE goals as stated in the Utilization Plan, the Consultant shall seek to
discharge the disqualified enterprise, upon proper written notification to the Contract
Compliance Director, and make every effort to identify and engage a qualified MBE
or WBE as its replacement. Failure to obtain an MBE or WBE replacement within 30

business days of the Contract Compliance Director's written approval of the removal
of a purported MBE or WBE may result in the termination of the Contract or the
imposition of such remedy authorized by the Ordinance, unless a written Petition for
Reduction/Waiver is granted allowing the Consultant to award the work to a Person

that is not certified as an MBE or WBE.

V. NON-COMPLIANCE

If the CCD determines that the Consultant has failed to comply with its contractual commitments
or any portion of the Ordinance, the policies and procedures promulgated thereunder, or this
Exhibit, the Contract Compliance Director shall notify the Consultant of such determination and

may take any and all appropriate actions as set forth in the Ordinance or the policies and
procedures promulgated thereunder which includes but is not limited to disqualification,
penalties, withholding of payments or other remedies in law or equity.

VI. REPORTING/RECORD-KEEPING REOUIREMENTS

The Consultant shall comply with the reporting and record-keeping requirements in the manner
and time established by the Ordinance, the policies and procedure promulgated thereunder, and

the Contract Compliance Director. Failure to comply with such reporting and record-keeping
requirements may result in a declaration of Contract default. Upon award of a Contract, a
Consultant shall acquire and utilize all Cook County reporting and record-keeping forms and

methods which are made available by the Office of Contract Compliance. MBE and WBE firms
shall be required to verify payments made by and received from the prime Consultant.

VII. EOUAL EMPLOYMENT OPPORTUNITY

Compliance with MBE and WBE requirements will not diminish or supplant other legal Equal
Employment Opportunity and Civil Rights requirements that relate to Consultant and

Subcontractor obligations.

Any questions regarding this section should be directed to:
Contract Compliance Director
Cook County
I l8 North Clark Street, Room 1020
Chicago, Illinois 6A602
(312) 603-ss02
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7th District

LUIS ARROYO JR.

8th District

PETER N. SILVESTRI

gth District

BRIDGET GAINER

10th District

JOHN P. DALEY

l,1th District

JOHN A. FRITCHEY

12th District

LARRY SUFFREDIN

13th District

GREGG GOSUN

14th District

TIMOTHY O. SCHNEIDER

1sth District

JEFFREY R. TOBOLSKI

16th District

SEAN M. MORRISON

17th District

OFFICE OF CONTRACT COMPLIANCE

JACQUELm{E GOR/!EZ

DIRECTOR

11,8 N. Clark, County Building, Room 1020 6 Chicago,lllinois 60602 e (312) 603-5502

October 2,}OLs

Ms. Shannon Andrews

Chief Procurement Officer

County Building, Room 1018

Chicago, lL 60602

Re: Contract#1518-14008

Employer-Sponsored Health lnsurance Benefits

Dear Ms. Andrews:

The following bid for the above reference contract has been reviewed for compliance with the
General Conditions regarding the Minority- and Women-owned Business Enterprises Ordinance

and has been found to be responsive to the professional service goal of 35% overall MWBE
participation.

Bidder: Blue Cross & Blue Shield of lllinois

Bid AmOunt: $88+,t95,500.00 (rvrae/weE participation based off $20,343.775.00 Administrative Services only)

MWBE

Action Bag Company

lnnovative Systems Group, lnc.

lnstant Technology, LLC

Kairos Consulting Worldwide, LLC

Montenegro Paper Ltd.

My Wellness Community, lnc.

VIVA USA lnc.

Status

WBE-7

MBE-8

WBE-7

MWBE-6

MBE-g

MBE.6

MWBE-8

Certifving Aeencv

City of Chicago

City of Chicago

City of Chicago

City of Chicago

Cook County

City of Chicago

City of Chicago

Commitment

2%Direct

8% lndirect

7% lndirect

3% Direct

2% Direct

4% Direct

9% lndirect

35y

The Office of Contract Compliance has been advised by the Requesting Department that no other

bidders are being recommended for award. Additionally, please note that revised forms were

used in the determination of the responsiveness of this contract.

Sincerely,

JG/ta

Cc: Deanna Zalas, Risk Management

$ fiscat Responsibility ? innovative Leadership fr Transparency & Accountability@.Improved Services

Jatqueline Gomez



f Bidde/Proposer b a ccrlified MBE or WBE firm. (lf sq attactr opy of cunent Letter of Cenificalion)

Bidder/Propeo is a Joint Venhre and one oI more Jdnt Venture partners are certified MBB-or W_gE. {t so, dtach mpies of Lefler(s) ol
Certificalion, a copy of Joint Venhrre Agreerrenl dearly desuibirq the role of tre MBE/UVBE firm(s) ard iE ovnerstrip iriieresf in he .liint
Ventuie and a completed Joinl Venture Affdavit - availaUe online a wuru.cootcountvil.qov/cmf&iance)

B^idder/Froposer is not a cerlified MBE orrIVBE fim, nor a Joint Venlure udh MBE/WBE parfiErs, but will utilize MBE and WBE firms either
directly or lndirec{y in the performance of tle Contrad. (lf so, conrplete Sectiorc ll belor aid the Ldter(s) of lntent - rorm iy.

Direc't Par$clpation of iIBEIWBE Firms [Jr| hdhect Participation d MBEI}YBE Finns

NOfE: Where goals have not bee_n achieved $rc.ryh direc{ p3rticipaton, BidderlPropoeer shall lndude documentation ougining efforts to
aclleve !!t"ct lartpieation { the time of BidlProposal submission. lndirec{ ear&cipatlon uiltonty be considercd dter atiefforts to
achieve Direc{ Pailicipation have been exhausted. Oily afhr wittsn documenhtidn of Good falh gnorta is received will tnrtirect
Partcipation be considered.

MBEs/WBEs ftat will perform as subcoihactors/suppliers/mnsultants indude fre following:

.' r*r. r,*, lnstant Technology, LLC

Address: 200 W Adams St, Suite 1440, Chicago, lL 60606

E,nail. nouhoff@instanttechnology.com

Do,arAmounrpartici ,ooon g-[-t-Wl, 0A I 

-

Percent Amount of Participation:

'Letter of lnbnt attadred?
*Cunent 

Letler of Cer$ficalion attacfred?

MBEnilBE Finn: l\trqntenegro Paper Ltd

Add,ess:400 W Lake St, Suite 214, Roselle, lL 60112

Conlact Person: Phone, 630€94-0350

Dollar Arnount Participation:

Perent Amount of Padicipalion :

'Letter of lntent attached?
l0unent Le$er of Cer8fication attached?

Mrch dditional sheds as needed.

* Letter(s) of lntent and cunent Letters of Ceilification must be submifted at the time of bid.

contad person: Rona Borre

MBE'WBE UTILIZATION PLAN . FORM 1

BIDDER/PROPOSER HEREBY STATES that all MBE/VVBE frms included in this Plan are ceilified MBEs/WBB by at least one of the entities listed in the General
Conditions - Section 19.

L BIDDER PROPOSER ilIBEIWBE STATUS: (check the appopriate tine)

T
m
E

Ph;. 312-582-2600

No

No

yoX
Yes x

montenegropaper.com

lrma Bates

X
Yes

Yes
No

No

M/WBE Utilization Plan - Form 1 Revised:0X.129l2014



MBE/IIVBE UTILIZATION PLAN . FORM 1

BIDDER/FROPOSER HEREBY STATES that all MBE/IIVBE finrn induded in this Ban are certilied MBB/WBEs by at least one of the entilies listed in the General
Conditions - Section 1 9.

l. BIDDER PROPOSER MBEflVBE STATUS: (check the appropiate line)

n ilffiffi, a copy of Joint Venture Asr
Venture and a mmpleted Joint Venture Af

S/1 Bidder/Proposer is not a certified MBE ol
I Y I dircctly or iildir€cty ln the performance of

ll. tf DiredPartlcipation of ilBEllltlBE Firms

BidderlProposer is a Joint Venture and one or more Joint Venture parhens are i:erlified MBEs or l'\lBEs. (lf sq attach copies of Lette(s) of
Cerlification, a copy of Joint Venture Agreement dearly describing lhe role of the MBE^wBE firm(s) and lls ornershh interest in tre .toint
Vanfuie and a oompleted Jnint Venture Affidavit - availaUe online at wunrr.cookcounMl.oovlcontradomoliance)

BidderlProposer is not a ceflified MBE or WBE firm, nor a Joint Venture wilh MBE/V\IBE parhers. but will utilize MBE and WBE finns either
direc.tly u indirecty ln the performance of the Contract. (lf so, cornplele Sediom ll belor and $e Ldte(s) of lntent - Form 2).

f hdlrect Partlcipauon of IIBEIIIUBE Finrs

NOTE: Where goals hare not been achicved through dhec.t participation, BidderlProposershall include documenhtion ou$inang dforts to
achieve Direct Particlpatlon at the time of BidlProposal submiseion. lndirec{ Particlpatlon wlll only be consldered after all efforts to
achieve Direc,t Participation have been exhausted. Onty after wltten documentation of Good Faih Efforh is rseived uill lndirect
Pailicipation be considered.

MBEs/ltBEs tratwill perform as subcontractors/suppliers/consultanb include lhe following:

h8enffsrrirm' VIVA USA, lnc'

Address: 3601 Algonquin Rd, Suite 425, Rolling Meadows, lL 60008

E,nait, vilangovan@viva-it.com

contaciperson:Vasanthillangovan prr*.,847:999-0869

DolarAmount parti a@*,s I #8 04 3f 7
PercentArnount of Participaion: I
*Letteroflntentattached? Yes X 

No

I Bidder/Propmer is a certified MBE or WBE firm. (lf sq attactr opy d cunent Letter of Cerlification)

"CunentletterofCertificationafl"ched? Yes x No

MBE/\i\IBE FirM:

Address:

Contad Peson: Phone:

Dollar Amount Participation: $.

Percent Amount of Participation:

*Letter of lntenl attaded? Yes 

- 

No
*CunentletterofCertificalionattached? Yes No

Aftacf, addilional sfieetu as needed.

* Letter(s) of lntent and cunent Lefterc of Gertification must be submitted at the time of bid.

:h

M/WBE Utilization Plan - Form 1 Revised: OU29/20L4



MBryWBE UTIL|ZAT|ON PLAN . FORM I

BIDDERIPROPOSER HEREBY STATES lhat all MBEMBE firms included in this Plan are certified MBBMBEs by at le*t one of the entities listed in the Generat
Condilions - Section 19.

l. BIDDER PROPOSER ITBE WBE STATUS: (check the appropriate line)

Bidder/Proposer is a Joint Venture and one or more Joint Venture paturers are oerliM MBEs or WBEs. (lf so, attac{r opies d [ette(s) d
Celtlficalion, a opy of Joint Venture Agrrement dearly desoibing the role of fre MBUVIIBE firm(s) and is ou'mership interest in tre Joint
Venture atd a mmpleted Joint Venture Affdavit-availableonline at w$ruv.oookccxintvil,oov/conlrr'toMiance)

Bidder/Proposer is not a cerlified MBE or WBE frm, nor a Jdnt Venture wilh MBEIWBE panners, but will utllke MBE and WBE firms either
directy o indirecfly in the perfonnarce of the Contract, (ll sq cqnplete Sedions ll belov and tre Ldter(s) d lntent - furm 2).

Direcl Participation of MBEIWBE Firms lT] hdirec-tPaillcipationofMBEIIYBEFirms

NOTE: Where goals hate not been achieved through dlrect participation, BidderlPropecr shall include documentation ouUining efforts to
achieve Dhed Parfidpation at the tme of BidlProposal submhslon. lndirect Parficipation uill only be coneidered after all efforb to
achieve Dired Particlpation have besn exhausted. Only after uultten documenhtion of Good Falth Efforts is recefued urill lndirec.t
Participation be consldered.

MBEs/trllBEs trat will perform as subcontractors/supplierc/consultants indude the following:

,r*r.r,*. Action Bag Companlr

Address: 1001 Entry Drive, Bensenville,lL 60106

,-*. info@actionlqg.qrm

Contad Penson:
Nancy Cwynar Phole. 800-924-2247

l
n
E

I BidderlPropser is acedified MBEorWBEfirm. (lf so, attach copyof cunent l-etterolCertificatbn)

DollarAmount Participation: $ Wt J I b
Percent Amount of Participation:

rLetter 
of lntent aftached?

*Cunent Ldter of C;erlification affadled?
Yes

Yes

tiBErwBEFirm: lnnovative Systems Group, lnc

ooo,or.799 RooseveltRoad, Building 4 Sulte 109, Glen EIUn, l!60137

conrd perrson: Joselito Salas Phon.. 630-858-8500

Dollar Amount Parthlpation: $

Perent funounl of Participation: B

*Ldler d lntent attached?
*Cunent 

Letter of Cenifuation ahtadred?

At&rlr ddilimal sfieets as needed.

* Lefrer{s) of lntent and curent Letters of Certification must be submitted at the time of bid.

X
No

No

xYes

Yes

No

No

cindym@i nnovativesys.com

M/WBE Utilization Plan - Form 1 Revised: Ay79l2OL4



MBEN'VBE UTILIZATION PLAN (SECTION 1}

BIDDER/PROPOSER HEREBY STATES thal all MBE/WBE firms included in lhis Plan are certified MBEsI#BEs by at least one of the entiries
listed in the General Condilions.

L BIDDER FR0POSER I{BEIWBE STATUS: (check lhe appropnate tine)

I Bidder/Proposer is a cerlified MBE or WBE firm. (lf so, attadr copy of appropriate Letter of Cert'fication)

Bidder/Proposer is a Joint Venture and one or more Joint Venture padnerc are ertified MBEs or WBEs. {lf so
atach codes of Letter(s) of Cefficalion, a copy d Joint Venture Agreement clearly desoibing tre role of tre MBE IVBE

firm(s) and its ounership intercst in the Joint Venture and a mmpleted Joint Venture Affidavit - available fom the O,ffice
of Contract Compliance)

Bidder/Proposa is not a certified MBE or WBE firm, nor a Joint Venlure uittr MBE/WBE partrers, but will utilize MBE
and VfBE firms either diredly u indiredy in tre pertormance of the Contact (lf so, omplete Sections ll and lll).

tt. V Direc{ParticipationofMBElWBEFirms lndirect Paftidpatlon of iIBEMBE Firns

Wherc goals have not been achieved through direct participatioq BidderlProposer shall include docunpntation oudining efforts to
achielre Direc.t Padiclpation at the Ume of BldlPmposal submlsslon. Indlrec,t Particlpaton wilt only be consldered after all efiorts to
achieve Dlrccl Pailiclpatlon have been exhausted. Only after vurltten documentatlon of Good Failr Effoft ls rccelved wlll lndired
Parlidpation be considsrcd.

MBEsMB& fiat will perform a subontradors/suppliem/consultants indude the fotlorirgr

,r*ruo*. Kairos Consulting Worldwide, LLC J

Address: 1 South Dearbom Street, Suite 2100

o_*,,, lyn n.sutton @kairosworldwide. com

312-757-5197Contac{ Person:

Dollar Amount Participation:

PercentAmount of

.Leller 
of lntent athched?

-l-e[er 
of Celtifi cation atached? ffErI ," l-lUoEIIIIf

MBE/WBE My Wellness Community, lnc

Address: 542 S. Dearborn Street, 8th Floor

conrac,r percon: Charles Smith 312-724-8358

DdrarAmounrparriciparion: E 8a\ s7* .

PeroentAmorntof

'Letter of lntent aila&ed?

'l-etter of Cerlifcation atached?

Attad additiond sheeb as needed.

*Additionally, all Letters of lntent, Letters of Certification and documentation of Good Faith Efforts omitted from tris
bid/proposal must be submitted to the Office of Contract Compliance so as to assure receipt by the Contract
Compliance Administrator not later than three (3) business days after the Bid Opening date.

EDS-1
1.10.13



Nrt/wBE Firm: Actls! l3g_Co*P"nY Certirying Agency' City of thicago

Address: 1001 Entry Drive 91112019
Certilication Expiration Datq '

city/state Bensenville/ll zip!9]!9 3!]l re'n+, 3L- 3(r)YGbf
w,ane. 80A-824-2247 Fax. 630-7661063 Contac{ Person:

Nancy CwYnar

Emair nc@?glonbag.com Contnct#:

Participation: ffii"ct
Wilt the M/WBE finn be subcontracting any of lhe performance of this conlnact to another firm?

m. n"s - Please attach ePlanatron Proposed Submnlradot:

The undelsigned Ml\rIBE is pnepared to provide the folloruing Commodities/Services for the above named Project/ Contract

Marketing and Fromotional Matedals

lndicate lhe Dg{ar Amoun3-orElgglllBlle, and the !rygffayq! lor the abovedessibed Commodities/ Services:

2o/"

Paid upon invoice received net 30 days

(lf morespaceisneaann1yin;smneurwarnrm'rpropo@tschedulq altaclrsddilionalsheelsJ

THE UNDERSIGNED PARTIES AGREE IhAI this LEttET Of INIENI WIII

Bidder/Proposeis receipl of a signed conlracl lrom the

sionaturcs to lhis doament until all areas under Descripiion

llnWtu L",tyrtrti-
Signature

Nancy CwYnar

Prinl Name

Action Bag ComPanY

Firm Name I r

__ilry!E
Subsaibed and swom belore me

Notary Public Stale of Florida

Wlliam E Even
t/iy Commissiafl EE 166407
E)Qiros 02,10/2016

Blue Cross Blue Shield of lllinois

LaTonya
Print Name

Subssibed and swom before me

misZd'dayofl

Notary Public

EDS.2

oFFtctA.

1.10.13



COOK COUNTY GOVERNMENT LETTER OF INTENT (SECTION 2}

MMBE Firm: lnnovative Systems qrylp, ]!g Cerlifoing Agency: City of Chicago

Roo,"rr, 7=99 Boosev€lt Road, Certifi calion Expiration Date: 1nEA19

Gily/Slate Glen Ellyn' lL zp99l37 

- 

FHN# 36-3795159

phone. 630-858-8500 Fax. 630-858-8532 conract person: Gerry Schoenneman

Email' Ger Contracl #:

Participation: lloit"a Mtnotrecr

ffillhe M/WBE firm be subconlracting any of the perfonnance of lhis contrad to anothet firm?

EJ-" [}Y" - Please attach oplanation. Proposed Subcontractor:

The undersigned [fll1lBE is prepared lo provide the lollowing Commoditieslservices for the above named Proi$t/ Contract:

Provides information technology resources as needed on a ternporqry !99s.

lndicate lheDollarAnrount, orEgfg@gg, and the!@[Palmentfor lhe abovedescribed Commodities/ SeMces:

9,%-JrbOl,tW-

ose7 *op of work andlor payment sohedule,attach adddional sieetsJ

THE UNDERSIGNEo PARTIES AGREE that this Letter of lntent rryill become a binding subcontract Agreement conditioned upon lhe

Bidder/Propose/s receipt of a signed contact from the County of Cook. The ceriify lhat lhey did not affix their

signatures lo this document untrl all areas under Desuiption of $ervice/

Print Name

lnnovative Systems GrouP, lnc.

Print Name

Blue Cross Blue Shield of lllinois

Firm Name

A*.//->o/,
Date

Subscribed and sr'*om before me

uir I G a"v aAN!,lL- 2aJ-{.

Notary Public

SEAL

Subscribed and sworn before me

I

I

I
I

i
!

Gerry Schoenneman

gAiDRARYORK

uouny nniuu-trArE oF rl{Nols
UY COmS$0f PPnESftlE 16

tr/r/\ri,c./\Af:Y:4..^riA.\,f 0FF|C|ALSEAL i
i GYNTHIA ltu$E I

i -,ffffif,ii8b8i?HEgJlH)?I 
3

\AA ?vtll/t/vr^r'!nw., 
",,A,"..^....!r.,o.-- -;j

EDS-2
1.10.13



COOK COUNTY GOVERNMENT LETTER OF INTENT (SECTION 2)

MtwBEFirm: lnstant Technology, LLC Certifying Agency: City of Chicago

Address: 200 W Adams Street, Suite 1440 certitication Expiration DaG' 3/1 5/201 8

cilytstare: Ghicago, lL zp 906W1- pElxs, 36-4482911

pho,e. 312-592-2600 Fax. 312-592-2699 contact person: Rona Bone

sr4. rborre@instanttechnology.com Contract#:

Participalion: f*., Mtnoirurr

Wll lhe M/tilBE Jirm be subconlracting any of the perlormance of this conlrad to anolher firm?

m, [lYes - Please attach explanation. Proposed Subcontractor:

The undersigned MIWBE is prepared to provide the follol/ng Commodilies/Servlces for the above named Proiect/Contracl:

' Computer systems design consulting services

lndicate lhe D=ollgf Amount, or Percentaoe, and lhe Terms of Pavment for the abovedescrlbed Commodilie$ Services:,"to /t,t2/, O0/ .

Paid upon invoicb received net 30 days

(Ifmore spaoe is naededlofully desditr- WWBE Firmbproposedscope of wort andlorpaymentsdpdule, afra$ ddltimal sheets)

THE UNDERSIGNED PARTIES AGREE that lhis Letter ol lnlenl wiil bemme a blnding Subcontrac{ Agreement conditioned upon lhe
Bidder/Propose/s receipt of a signed conlract kom the County of Cook, The that they did nol affx their

Rona Borre LaTonya Fourte-Lyles
Prinl Name

lnstant Technology, l-LC

Prinl Name

Blue Cross Blue Shield of lllinois
Firm Name

V,'aa l2o!r
Date

Subscribed and sutorn.before me Subscribed and sworn before me

misd;toay

Nolary

SEAL

ni&my
Notary Public

OFTICIAL SEAL

HEATHEB DEACON.ZIEI,IANN

Notary Public - state ot lllinois
My Commission ExPires SeP 20,2017

OFFICIALSEAL
SATTDRAR YORK

no-Trny ptEuc-.Srars 
oF.r.Ltr{oto

HY Coif,tssor{ H0f REsosouro

unlil all areas under Descriplion of Service/

EDS-2
1.10.13



cooK couNTY GovERr{ilENr LErER OF I{TENT (SECT|0{ 2)

MMBE Finn: 
Kairos consulung worldwide, L 

cerriffingAsency:
City ol Ghicago

... 1 S Dearborn Street, Suite 2100
Mdress:

city/state: 
chicago uo6om1--

ho e. 
312-757-5197 ril. 3'.12,757-5492

Emaft 
lynn.sutton@kairosworldwide.com

_ 2fi5/2020
Gertification Expiration Date:

FEIN#. 
73-1717532

Lvnn Sutton
Conbct Person: r

Contract#:

Participation: I7loir".r J-lrnorcrt

Will the MMBE firm be sJbcontnacling any of lhe pefformance of this contract to another firm?

EI. D*- Please attaeh explanation. Proposed Submntracton

The undersigned $/IWBE is prepared to provide the lollodrg Commodities/Servieos Ior the aborre named Projeci/ Contract:

Develop and implement a comprehensive cornmunication plan that will enhan@ the Her

(ltmorcsBaooisneodedtotttlydew{bettll'/(EEFim'sproBovdscopsofwtkad/otpaynent.sclw&te,att*baddftiualsheets)

THE IiNDERSIGNED PARTIES AGREE that this Letter 0f lntent will becorp a condltloEd upon the
they did not afD( theirBidde/Propose/s receipt of a signe.d contrac{ from the County of Cook. The

signalures_,jp lhis areas under Descriptiort ol

$WBA {tuirrc

Lynn E. Sutton LaTonya Fourte.Lyles

Pdnl Name

Kair.os Consulting Wsrldwide, LLC

Firm Name

$eplgr-nbe-r ?5, ?0. 1. 5
Date

Subssibed and sa,orn belore me

ttrisd$ay

NotaIy

SEAL

Rint,Name

Blue Cross Blue Shield of lllinois

Wr

oFtrotar SEAL

DANIEI w w:ulsr0l'{
Notarv Puhlic - state ot lllittois -

n{y iimriission Expires Sep 20'2011
.J

1.10.13

lndicale fie Dollar,Amount or Percentme. and lhe Tems of P"armentior the above-dessibed Commoditieg Servioes:



cooK couNTY GovER!ilENJ LEfiER OF lNTEllT (SECTON 2)

M/wBE Firm: Mo$gn_e,gry Paper Ltd, Certifying Agency: Cook County

Address: 400 West Lake Street, Suite 214 Certificaljor Expiration Date: 4t212016

City/Slate: Roselle/lL 566x. 364113264

pssp 630-894-0350 pu*. 630-894-0095 conlaclPersori: Itmq Etet
rrr,,. lrma.Bates@montenegropaper.com conrrac{ #: 630:89jq$t!

Participalion: [7hi'.'r
Wll lhe M/WBE lirm be subcontracting any of the performance of this conttact to another lirm?

EI. l_lY* -Ptrease attaoh explanalion Proposed Suboontrador:

The undersigned ftlUWBE is prepared io provide the follo,ying Gommodities/SeMces lor the above named Prolectr Contract:

Comrnercial Printing Paper, Envelopes and Packaging Materials

ln&^ale lhe Dolhr Anpunt. or Percentaqe, and the Tsnns ol Pevrnent for the above-described Commodilies/ SeMes:2%__-W/AT-
Paid upon invoice received net 30 days

(l{ nore spaee is needeC ta tdly desalbe llfWBE Firn's prc;pxed scop ol wo* and/or paymenl schedule. attach aridilional sheets)

TliE UNDERSIGNEO PARTIES AGR€E lh3t this Letter of lntent will becorne a t$nding Suboontract Agreemeit conditioned upr lhe

lhat they did nol aflix their

(M/WBE1

Edgar R Enciso - President LaTonya Fourle-Lyles

Parties

were (x

Prinl Name

Montenegro Paper Ltd.

Subscribed and sworn before me

Firm Name

#zp/,r
Subscribed and sworn belore rne

trFICIALSEAL
$qNDRAR YORK

NorARy puguc-: grATE oF tlLlt{os
MY CoM[i'sslor{ EXPIRESOSO6/16

r'ii, 17- ory a Ju-l-/-. zo J5-

SANDRA A BtsEYT'EYEfi
tmTAfiY PUEUo. ETATI Of lttl]ls8
$y Gq$niscioe EpFet Jm. ?r!;30!0

Prinl Name

Blue Cross Blue Shield of lllinois

NaaryPublic jrt,",* *. tf '4 r)

EDS-2
1.10.13



COOK CoUNTY GOVFRiIMEXT LETTER OF lllTENT (SEGTION 2!

Mivt'BE Firm: My Wellness Community Certilying ngenry: Coo,k County

Address: 542 S. Dearborn St., 8th Floor
Certificatiorr Erpiration Date: .111 

12016

City8tale: -qlcagg zo 60605 rEtN" t1(,_ a6a7 l ll
conractperson: Charles Smithptnne:31?!4:8358 Fax. 312-566-0965

srMl, csmith @mywellnesscommunity.com C0ilracl #:

Parlicjpalion:

'il/ill the MMBE lirm be subsonlracting any ol lhe paformance of lhis conlrad to another firrn?

El*" f]v* - Ptease auach exphnarion Proposed Subcontrador:

The undersigned MIVdBE is prepared lo provide the following Commodities/Services {or the above nanred ProjecV Contract:

Provide Health and Wellness Prog,ram Promotion, which includes Tobaccg Cessation, Health

Goaching and Preventative Wellness

lndicale lhe, Dollar A$ount. or Percentaog, and the Trnn* gf Favmenl for lhe abovedescfbed Commodilies/ Services:.*- +F-fraa,578 
-Paid upon invoice received nei 30 days

THE L'hDERSIGNED PAFIIES AGREE $AI IhiS LCIICT O{ INTENI WiII

BidderlPropcse/s receipt oi a signed contrac:l from lhe County ol Cook. The

Signalure (MMEE\

Charles Smith

Prinl Name

My Wellness Community, lnc.

Firm Name

9iz5EA15
Da!e

Subscribed and sworn before me

this15daysf

Notary Public

Prinl Nanie

Blue Cross Blue Shield of lllinois

Agreement mnditioaed upcn the
that they did nol at0x lheir

LaTonya Fourte-Lyles

Firm Nanre t t

Qlzy/rf

Subscribed and svorn before me

Notary

SEAL

rnis4v ,tzo \5
T.;

OFFICIALSEAL
S$IDRARYORK

NoTARY PUBLIC;, 
-sr. ttg m. [uros

MY C0i0ilsslOil $(FnES0S,0fl t 6

(lf more space isnaeded lo fully dascifu IilMBE Fknz's proposed scope ol work anilor poymenl schedule. attach additional shrrlls)

SEAL

EDS.2
1.10.13



cooK couNTy,govERNMENT LETTER Or NTFUJISECTIoN 2)

MWBEFk*; Viva USA lnc. Cedifutrg Agenc!,: City of Chicago

,ddress. 3601 Algonquin Road Ste 425 Cerlilicalion Bpiration Date: 4n3nu6

Padidpaliur .

UtlllhofitYr,gEfirm

flr*
bo oubcontrac$ng

Elt n* - Plsaseattach oxplana[on.

lndlcah lho 00lEf,mounl. nr Porcenlaoo. end the fe rms of Pavment for fie abovedesorlbed Conmodiliss/ Servioes:

Pald invoics reoeived net 30

cirylstab: Rollins Msadows zipl!-- FEN# 36-4077368

Phmc 847-368::0q90 _ rr,, 847:ry8-0964 conract person: Vasanthl t|q1gq/al

Email: vilangovan@vlva-it,oom Conlract#:

E**
any of 0m perfooarco ol hb onlmc{ lo another tm?

Prcposed Submnfractoc

The unrlerhned IWWBE is Brepared ts provide &e {ollwing Commodil|osr$ervices for he ebove namod Pt$ecU Codmcl

tttrwrsly1aoogneAAnWAasaibeMtWWf/m'cprqposedscWofwoftandlu paymail*,he/lfu, allaclr addrlionalsieelsJ

IHE UNTERSIGNED PARTIES AGREE Ulat lhls Le[e{ of lntent will bBcottts a bindng

Biddor/Propooe/s roceht of s sbned conlract from the Counly of Cook,

sfunalwes to lhis doarment until all areas under Dessiplion of Seftice,

(Ptiflre

Pdnl Name

Vlva USA, lnc.
FfmNams

o'l /t'7 />ot.f
Date

Subscrihd and suoln bdore me

.,OFFICIAL SEAU'

ot

l*To,JrlaFourte-Lyles _ ,.
PdntName

Blus Cross Blue Shield of lllinois

Subssib€d and errom belole mo

/.Nolory Publlc

SEAL
OFFICIAL SEAL

SqNDRARVOM(
NOTARYPU8LE,; $rAIE 0F tllJttots

MY COI{M|SS|0N E,(PR€SS5,0i/16

wslt*ya$is--NlL-.
ttioryPuAlM

thir'Aqly 20i_.

condilbned upon lhe
lhey did not ailor lheir

SEAL

EDS.2
1.'t0,13



PETITION FOR REDUCTIONMATVER OF MBE'WBE PARTICIPATION. FORM 3

A. BIDDER/FROPOSER HEREBY REQUESTS:

f] tu'-,. MBEvrfArvER |-I FULLWBE,,AT,ER

I neoucTtoN (PARTIAL ll|BE andtorwBE PART|CTPAT|ON)

-lo 
of Reduction for MBE Participation

-Yo 
of Reduclion forI'VBE Participation

B. REASON FOR FULUREDUCTTON WATVER REQUESI

Bldder/Proposer shall check each item applicable to ils reason for a waiver request. Additionally, supportirg
documenhtion shall be submitted with this request.

f] tr l Lack of lufficient qualified MBEs and/or WBEs capable of providing fire goods or seMoes required
by lhe contract. (Please explain)

f] gf The specifications and necessary requirements for performing the contnact make it impossible or
economically infeasible to divide the contract to enable the contractorto utilize MBEs and/orWBEs in
accordance wtth tte applicable participation. (please explain)

t] p) Price(s) quoted by potential MBEs and/or WBEs are above ccnrpetitive levels and increase cost of
doing business and would make acceptance of such MBE and/or WBE bid economically impracticable,
taking into conskleration the percentage of totalcontract price represented by such tvtg-E and/or Wgg 

'

bid. (Please explain)

I gf There are other relevantfactors making it impossible oreconomically infeasible to utilhe MBE and/or
WBE firms. (Please explain)

c. Goop FATTH EFFORTS TO OBTATN MBEIWBE pARTtptpATtoN

E trl Made timely written solicitation to identified MBEs and WBEs for utilization 6f goods and/or services;
and provided MBEs and WBEs with a timely opportunity to review and obtain relevant specifications,
terms and conditions of the proposal to enable MBEs and WBEs to prepare an informed response to
solicitation. (Attach of copywitten solicitations made)

E ef Used the services and assistance of the Office of Contract Comptiance staff. (Please explain)

tr (3) Timely notified and used the services and assistance of communily, minority and women business
organizations. (Attach of copy unitten solicitafions made)

tr (4) Followed up- on initialsolicitation of MBEs and WBEs to determine if firms are interested in doing
business. (Attach supporting documentation)

tr (fl Engaged MBEs & WBEs for direcUindirect participation. (please exptain)

D. OTHER RELEVANT INFORTTATION

Attach any other documentation relative to Good Faith Efforts in complying with MBE/WBE participation.

M/WBE Reduction/Waiver Request - Form 3 Revised: Otl29ft4



Contract No. 15 18-14008
Employer Sponsored Health Insurance Beneftts

EXHIBIT 5

Evidence oflnsurance



^ -lnn 
]-@n\-va\rJ Utr,r{IITIUAItr L.'T LIAtr'ILIi Y INDUKANUtr,

DATE {MM/DD/vY\^r')
tJu20t2a15

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMA,TION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S}, AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER,
IMPORTANT: lf the certificate holder is an ADDITIONAL INSURED, the policy(ies) must be endorsed. lf SUBROGATION lS WAIVED, subject to
the terms and conditions of the policy, certain policies may require an endorsement. A statement on this certificate does not conferrightsto the
certificate holder in lieu of such endorsement{sl.

PRODUCER
MARSH USA INC.

540W. MADISON
cHrcAG0, tL 60661

Attn: Heallhtare.AccountsCSS@marsh.com lF lJi. 212-948.1307

J0s515.GAWU.ALL-14-1 5

UON IACI
NAMEi
PHoNb 

--.,,'A-x-

la/c N6 Fttl l (A/C. Nol:
E.MAIL
AODRESS:

INSURER(S}AFFORDINGCOVERAGE I ruNIC*

tNsuRER A . Zuich American lnsurance Company 16535

INSUREO
HEALTH CARE SERVICE CORPOMTION
ANO ITS SUBSIDIARIES
3OO EAST RANDOLPH STREET
cHtcAGo, tL 60601

trusunen s, N/A

tNsuRER c : Safely Nalional Casually Corp

N/A

Gi05

trusunea o: NIA NIA

COVERAGES

CERTIFICATE HOLDER

CERTIFICATE NUMBER: cHr-0063s3567.01

CANCELLATION

REVISlON NUMBER:3

O 1988-2014 ACORD CORPORATION. All rights reserved.
The ACORD name and logo are reEistered marks of ACORD

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE }NSURED NAMED ABOVE FOR THE POLiCY PER]OD
INDiCATED, NOTWTHSTANDING ANY R€QUIREMENI, TERM OR CONDIT|ON OF ANY CONTRACT OR OTHER DOCUMENT W1TH RESPECT TO WHICH THIS
CERT|FICATE MAY BE ISSUED OR MAY PERTAIN. THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES- L1MITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

LIMIIS

x ' COMMERCIAL GENERAL LIABILITY-l 
"*,r.-rooe 

l.I-l occun

31O9377127 11 (AOS) vMnu4 11fi11m15 EACH OCCURRENCE s 2,000,000
I]AMAGE 

'O 
REN I EU

oOCnilQE( /t2 
^r,r.rc

6 1,000,00t

[4ED EXP (Any on€ person) 3 10.000

PERSONAL & AOV INJURY s 2,000,000

GEI

x
.I'L AGGREGATE LIMIT APPLIES PER:

'o.,"rf-l5F& i_lro.
GENERAL AGGREGATE S 2,000,000

PRODUCTS - COMP/OP AGG S 2,0m,000

s

AU' iOMOBILE LLABILIry

ANY AUTO
ALLoWNED [---lscHEouLEDAUTOS I I AUTOS

f---l NoN.owNED
HIReDAUToS l__l eurosltt

iAP 93/i 126 1 1MnU4 1'1i0112015 uvtYroxf tru oil\r
tEa aeidentl s 1,000,000

x BODTLY INJURY (Per person) s

AODILY INJURY (Per aEident) s

PROPERTY DAMAGI:
lPer eccidentl s

5

UMBRELLALIAB I I ^^^,..
ExcESsLraB J lc.arus.naeor

EACH OCCURRENCE

AGGREGATE s

DED I I *.r.*,o*,
WORKERS COMPENSATION
ANDEMPLOYERS'LAATLITY Y/N
ANY PROPRIgTOR,iPARTNER/EXECUTIVE [-
OFFICER/MEI-IBER EXCLUOED? I
(Mandatory in NHI
lf yes, desribe wlde,
nFSCR,PTInN r)F oPFRATINC hal6w

N/A

IPTR 
' 

IUI
ISTATUTE I IER

E.L- EACH ACCIDENT $

E L. DISEASE - EA EMPLOYEI 5

bI.SEASE . POLICY LIMIT

C IL . EXCESS WC iP 4051838

llR: $450,000

11t01t2014 I 1/012015 WORKERS COMP: STATUTORY

EMPLOYERS LIASILITY $j.OOO,OO(

DESCRIPTION OF OPERATIONS / LOCATIONS / vEHICLES (ACORD 101, Additional RemErks Schedule, may be stlsched if more space is required)

RE PROFESSIONAL SERVICES 15.18.14008

COUNTY OF COOK IS AN ADDITIONAT INSURED ON A PRIMARY, NON-CONTRIBUTORY BASIS ON TI{E COMMERCIAL GENERAL LIABILITY POLICY WHEN REQUIRED BY WRIT1EN AGREEI\4ENT.

CO'\,iPENSATION POLICIES PROVIDE A WAMR OF SUBROGATION !\IHEN REOUIREO BY WRIITEN AGREEI,tENT.

c0uNTY oF cooK, c00K cou I sHouLD ANy oF THE ABovE DEScRTBED poLrqES BE cANcELLED BEFoREOFFICEoFTHECHIEFPROCUREMENTOFFICER I rne rxprnlloN DATE THEREoF, NoncE wtLL BE DELIvERED tN
118 N. CLARK ST., ROOI,I 1018 I acconoarucE WITH THE poLtcy pRoVtSIONS
cHlcAGo. rL 60602

AUIHORIZEO REPRESENTATIVE
of Marsh USA lnc-

Manashi Mukherjee -.-jY(.a,ueat''l .3X-^r-t<-.ru-44+.

ACORD 25 (2014t011



- ;-^ ^,.1-@Aa=Ltr{.tJ GERTiFiCATE OF LiABiLiTY iNSURANCE
OATE IMM'DD'YYYY)

08/20/20!5

THIS GERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERT]FICATE iIOLDER. THIS

CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE ATFORDED BY THE POLICIES

BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPO,RTANTi tf ttre certitirate hotaer is .an NAL INSURE.Jno poticy(ies) must be endorsed. lf SUBROGATION lS WAIVED, subject to
the terms and conditions of thE policy, certain policies may require an endorsement. A statement on thls certlflcate does not con{€r rights to the
certificat€ holder in lieu of such ondorsement(sl. _

PRODUCER
l\ilARSH USA lNC.

540W. MADISON
cHtcAGo, rL 60661
Altn i Healhcare.AccouotsCSS@marsh.com/FAX: 21 2-948-1 307

J05515.Pl.-PL-1s.16

[il3.t^in .,u, 
-., 

- ..--.- I lil. *.r, .--.-.-.
E.MAIL
anDpFqs.

rNsuRER(sTAFF.RDTNGcovERAGE | *o'c*

TNSURER A . Travelers Casualty and Surety Company of America 31 194

INSURED
HEALTH CARE SERVICE CORP
AND iTS SUBSIDIARIES
3M EAST RANDOLPH STREET
cHtcAGo, tL 60601.5655

INSURER B r

lNsuEFR-q.i..... - .._.-

INSURER D:

INSI IRFP F

COVERAGES CERTIFICATE NUMBER: cHr,006393s6&01 REVTSION NUMBER:1

@ 198S-2014 ACORD CORPORATION. All rights reserved

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POL]CY PER1OD

INDICATED, NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WTH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERI'iIS,

EXCLUS]ONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAIO CLAIMS-

LTR TYPE OF INSURANCE tNsn POI }'Y NIIMRFP
POLICY tsTI POLICY EXPIMilhDTYYYI Lt[t]Ts

-l 
"*,rs'*oo. |*l o""r*

EACH OCCURRENCE
mil-reffio--ENTED-
9PEillqtrq rFe 6..rrl/tnel

5

MED EXP (Any on€ oerson) $

PERSONAL & AOV INJURY

.I'L AGGREGATE LIMLT APPUES PER:

'o.,., J'-l 5ff; f_] ro.
-C.EUEE4! 

Jq9EE9AIE-
PRODUCTS - COMP'OP AGG

9.

$

$

AU' .o[{OBILE LIAAILITY

ANY AUTO
ALL OWNED
AUTOS

HI'IED AUTOS

SCHEOULED
AUTOS
NON.OV\NED
AUTOS

COMtsINED SINGLE LIMI
lFa accidenl) s

BODILY INJURY {Per Per6of,) s

BODTLY INJURY {Per aGident) $

PROPERTY DAMAGE s

$

UMBRELLALtAs I loccun
ExcESS LIAB l-_l 

"*,r=.rno.

EACH OCCURRENCE $

AGGREGATE s

oro I I Rerr*r,o*, 6

WORKERS COMPENSATION
ANO EMPLOYERS' LTABILITY Y/N
ANY PROPRIE'IOR/PARTNER/EXECUTNE 

-oFFTCERiMEMBER E-)(CLUOTD? L_(Mandatory in NHI
lf yes, deecribe under
DESCRIPTION OF OPERATIONS bolorv

N'A

PEH ] IVIcr^TrrrE I I co

E,L. EACI,I ACC1DEN'I

E.L, DISEASE. EA EMPLOYEI

I
s

E.L, DISEASE. IrcLICY LIMIT

A PROFESSIONAL LIABILIIY/E&O 03996357 01/01 /201 5 )1i01D016 LIMIT OF LIABILITY $5,OOO,OO(

OESCRIPTION OF OPERATIONS T LOCATIONS / VEHICLES {ACORD t0l, Additional Remo rks Schedule, may be attached ir more space i5 required)

RE: PROFESSIONAI. SERVICES 15.18'14008

TION

COUNTY OF COOK, COOK COUNIY
OFF]CE OF THT CHIEF PROCUREMENT OFFICER
118 N. CI.ARK ST. R00M 1018

cHrcAco. rL 60602

I

SHOULO ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED AEFORE

THE €XPIRATION DATE THEREOF, NONCE WLL BE DELIVERED IN

ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHOR]ZED REPRESENTATIVE

of Marsh USA lnc.

Manashi Mukher.iee ..-l,Lo'ra-oou 'J'(*z<-r.erd-tr'

ACORD 25 {2014t01',t The ACORD name and logo are registered marks of ACORD



Contract No. l5 l8-14008
Employer Sponsored Health Insurance Benefits

EXHIBIT 6

HMO Cost Plus Group Administration Document



@W 
#ffiT,:Blueshierd

EXHIBIT 6

HMO COST PLUS GROUP ADMINISTRATION DOCUMENT
(This Exhibit is applicable when the County elects cost-plus funding for its HMO
benefit plan(s) as described in the Professional Service Agreement, to which this

GAD is attached.)

WHEREAS, the Policyholder has purchased health care insurance from Blue Cross and Blue Shield
of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company
(hereinafter referred to as the "Plan") and has executed a Benefit Program Application; and
WHEREAS, the Benefit Program Application establishes the Group Number(s) of the Policyholder
under the Policy, the Effective Date of the Policy, and the Payment method ("Post Payment" or
"Transfer Payment") under the Policy: and
WHEREAS, the Plan hereby accepts such Benefit Program Application, subject to the financial and
administrative relationships and responsibilities of both parties for the purpose of providing health care
benefits on behalf of eligible Covered Persons;

NOW, THEREFORE, the following provisions shall govern the relationship between the Plan and the
Policyholder:

I. ENTIRE POLICY AND CHANGES TO THE POLIGY
The entire Policy and changes to the Policy are comprised of:

. This Group Administration Document;

. The Professional Service Agreement (the "Agreement")

. The Certificate Booklet(s);

. The Benefit Program Application;
r The Benefit Program Application Change Form, if any;
. The lndividualApplications, if any;
. The benefit program and premium notification letter, if any;
. The applicable rate summary(ies), if any; and
. All the above may include exhibits, appendices, information, riders, addenda and/or

amendments, if any.

All statements made by the Policyholder and Covered Persons shall, in the absence of fraud, be
deemed representations and not warranties, and no such statements shall be used in defense to a
claim under the Policy, unless it is contained in a written application. No change in the Policy shall
be valid until approved by an executive officer of the Plan and unless such approval is endorsed
hereon or attached hereto. No agent has authority to change the Policy or to waive any of its
provisions.

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an lndependent Licensee of the Blue Cross and Blue Shield Association

IL-CP-HMO-NGF-GAD



The issuance of this HMO Cost Plus Group Administration Document supersedes all previous HMO
Cost Plus policies between the Policyholder and the Plan which are in force on the Effective Date of
Policy.

II. CERTIFICATE BOOKLETS
The Plan will issue a Certificate Booklet directly to the Enrollees; such Certificate Booklet will state
the benefits, limitations, exclusions and requirements of the Policy. A Certificate Booklet also will
be included as part of the Policy issued to the Policyholder.

III. PAYMENT PROVISIONS

The payment method ("Post Payment or Transfer Payment") is specified on the Benefit Program
Application or other appropriate document.
A. Post Payment

ln consideration of the Plan's obligations as set forth in this Group Administration Document
and in recognition of the fact that Claim Payments will be made by the Plan prior to any
reimbursement by the Policyholder, the Policyholder will pay to the Plan the amount of Claim
Payments made pursuant to this Group Administration Document for which reimbursement
has not been previously made by the Policyholder to the Plan, plus the applicable Service
Charges following each period as specified on the Benefit Program Application or other
appropriate document (the "Payment Period"), as detailed in the Claim Settlement. This
payment shall be referred to as Post Payment.

B. Transfer Payment
ln consideration of the Plan's obligations as set forth in this Group Administration Document
and at the end of each Transfer Payment Period, the Policyholder shall transfer to the Plan's
account an amount equal to the prior Transfer Payment Period's Claim Payments plus the
applicable Services Charges. This payment shall be referred to as the Transfer Payment. For
purposes of this Group Administration Document, the Transfer Payment Period shall be as
specified on the Benefit Program Application or other appropriate document (the "Payment
Period"). The Plan shall advise the Policyholder's Financial Division by e-mail or facsimile (at
an e-mail address or a facsimile number to be furnished by the Policyholder prior to the
Effective Date of this Group Administration Document) of the amount of Claim Payments made
pursuant to this Group Administration Document for which reimbursement has not been
previously made by the Policyholder to the Plan, plus the applicable Service Charges. lf any
day on which a Transfer Payment is due is a holiday, such payment will be made on the next
business day.

C. Service Charges
1. The Policyholder will pay a Service Charge to the Plan for the processing of Claims and

administrative and other services provided to the Policyholder. Service Charges are
specified_on the Benefit Program Application or other appropriate document and will be
applied in accordance with the provisions of this Group Administration Document.

The Service Charges will be computed and payable in accordance with the Section below
entitled "Claim Settlements."

2. The Service Charges, which are guaranteed for a twelve (12) month period from the
Effective Date of this Group Administration Document, have been determined in
accordance with the Plan's current regulatory status and the existing benefit program.
Should future legislation or administrative rule or regulation (i) obligate the Plan to pay any
new taxes, Surcharges or other fees imposed upon or resulting from this Group
Administration Document, or (ii) mandate a new or modify a current benefit, then the Plan
reserves the right, upon at least sixty (60) days written notice to the Policyholder, to adjust
the Service Charges within such twelve (12) month period. ln the event Service Charges
are adjusted as stated herein, such adjustments will be deemed effective as of the

IL-CP-HMO-NGF-GAD



effective date of such obligation, mandate or modification. Further, in the event of
termination of this Group Administration Document or the entire Policy, the Plan reserves
the right to adjust the Service Charges applicable to the processing of Claims after the
date of termination.

Please see Section lll.H. below for additional taxes and fee information. ln addition to the
provisions of this Section lll.C., the Plan also reserves the rights in Section lll.H.

D. Claim Settlements
1. A Claim Settlement shall be determined at the end of each period as specified on the

Benefit Program Application or other appropriate document. Such period shall be referred
to as the Claim Settlement Period. The Claim Settlement shall reflect the sum of the
following:

a. All Claim Payments paid by the Plan in the particular Claim Settlement Period.

b. All Claim Payments paid by the Plan in prior Claim Settlement Periods that have not
been included in a prior Claim Settlement.

c. The Service Charge as computed on the total of a. and b. above.

The sum of a., b., and c. above shall be referred to as the Claim Settlement Total.

2. lf, within the Claim Settlement Period, the Claim Settlement Total exceeds the Post
Payments or Transfer Payments, the Policyholder will pay the difference to the Plan. The
Claim Settlement shall be determined within sixty (60) days from the last day of the Claim
Settlement Period. All sums due the Plan shall be paid no later than one (1) month after
the Plan furnishes notice of a Claim Settlement to the Policyholder. The Plan is willing to
extend a grace period of two (2) months beyond the Claim Settlement due date. lf the
Policyholder fails to pay the Claim Settlement amounts owed to the Plan during the grace
period, the Plan will have ten (10) days from the date of the Plan's written notice of
payment default to cure.

3. lf the Post Payments or Transfer Payments exceed the Claim Settlement Total, the Plan
may, at its option, pay the difference to the Policyholder, apply the difference against
amounts then owed the Plan by the Policyholder, or authorize a reduction equal to that
difference from the next Claim Settlement due the Plan from the Policyholder.

E. Claim Payments andT Audits
1. Upon receipt of a Claim, the Plan will make a Claim Payment provided that all payments due the

Plan under the terms of the Policy are paid before the end of the applicable cure period, and
provided further, that the Policyholder performs all of its other obligations under the Policy.

2. Any reasonable determination by the Plan in adjudicating a Claim under the Policy that a

Covered Person is entitled to a Claim Payment is conclusive evidence of the liability of the
Policyholder to the Plan for such Claim Payment pursuant to Section lll.D. above entitled
"Claim Settlements."

3. During the term of the Policy and within one hundred eighty (180) days after the
termination of the Policy, the Plan may, upon at least thirty (30) days prior written notice to
the Policyholder, conduct reasonable audits of the Policyholder's membership records
with respect to eligibility.

F. Late Payments and Remedies
1. flntentionally Omittedl
2. Intentionally Omitted]

3. lf the Plan terminates the Policy for failure of the Policyholder to make any payment or
payments due the Plan and/or for failure to perform any other obligation, duty or act
required by the Policy, the Policyholder agrees to notify all the Enrollees. The Policyholder
and the Plan agree that the Policyholder will give such notice because the Policyholder

IL.CP-HMO-NGF-GAD



maintains direct and ongoing communication with, and maintains current addresses for, all
such Enrollees. With regard to the specific remedies and late payments under this
Exhibit, the parties shall comply with Article 9), Events of Default, Remedies, Termination,
Suspension, and Right to Offset, of the Agreement.

4. The foregoing remedies of the Plan will not be deemed exclusive, but will be cumulative
and will be in addition to all other remedies in the Plan's favor existing at law or in equity.
Any waiver by the Plan of any right in regard to any overdue payment will extend only to
that particular default and will not operate as a waiver of any future default or of the terms
for payment due to the Plan.

G. Term and Termination of Policy
1. The Policyholder may terminate this Group Administration Document orthe entire Policy

on the first Policy anniversary or at the end of any month after the first Policy anniversary
by giving prior written notice to the Plan of at least thirty (30) days. ln the event of such
termination the Policyholder agrees to notify all Enrollees in accordance with the
provislons of Section lll.F.3.

2. The Policyholder hereby acknowledges that on the date of termination of the Policy in
accordance with the provisions of either Sections lll.F. or G. of this Group Administration
Document, there may be an undetermined but substantial number of Claims for services
rendered or furnished prior to that date which have not been submitted to the Plan for
reimbursement and also an undetermined but substantial number of Claims submitted for
reimbursement which have not been paid by the Plan. The Policyholder shall be
responsible for the payment of all Claim Payments for services rendered or furnished to a
Covered Person prior to the date of termination, whether or not Claims for such services
have been submitted, including but not limited to Claim Payments made in accordance
with MSP laws, and for the Service Charges applicable to the processing of such Claims
after the date of termination.

3. Post Payment

ln consideration of Plan's continuing to make Claim Payments in accordance with Section
lll.E. above, the Policyholder shall continue to make Post Payments after
termination of this Group Administration Document for Claims incurred
termination date of the Policy and paid after such date.

The Policyholder further acknowledges that the Plan may make Claim Payments for
services rendered or furnished prior to the termination date, including but not limited to
Claim Payments made in accordance with MSP laws. The Plan will bill the Policyholder
periodically, but not more frequently than monthly, for the total of those Claim Payments
and the Service Charges applicable to the processing of claims after the date of
termination. All sums due the Plan will be paid in full by the Policyholder no later than one
(1) month after the Policyholder's receipt of the Plan's invoice for such payment. The Plan
is willing to extend a grace period of two (2) months beyond the payment due date. lf the
Policyholder fails to pay the amounts owed to the Plan during the grace period, the
Policyholder will have ten (10) days from the date of the Plan's written notice of payment
default to cure.

4. Transfer Payment

ln consideration of Plan's continuing to make Claim Payments in accordance with Section
lll.E. above, the Policyholder shall continue to make Transfer Payments for the period as
specified on the Benefit Program Application or other appropriate document following the
termination of this Group Administration Document for Claims incurred prior to the
termination date of the Policy and paid after such date (such period shall be referred to as
the "Tentative Final Settlement Period").

the date of
prior to the
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A Final Settlement shall be made within sixty (60) days after the last day of the Tentative
Final Settlement Period. This Final Settlement shall compare the Transfer Payments
against the Claims Settlement Total for the Tentative Final Settlement Period. The
difference shall be paid or applied as set forth in Section lll.D. of this Group Administration
Document. However, if the Transfer Payments exceed the Claim Settlement Total for the
Tentative Final Settlement Period, the Plan shall pay such difference to the Policyholder
after applying the difference against amounts, if any, then owed to the Plan by the
Policyholder.

The Policyholder further acknowledges that the Plan may make Claim Payments after the
Tentative Final Settlement is computed for services rendered or furnished prior to the
termination date, including but not limited to Claim Payments made in accordance with
MSP laws. The Plan will bill the Policyholder periodically, but not more frequently than
monthly, for the total of those Claim Payments and the Service Charges applicable to the
processing of claims after the date of termination. All sums due the Plan will be paid in full
by the Policyholder no later than one (1) month after the Policyholder's receipt of the
Plan's invoice for such payment. The Plan is willing to extend a grace period of two (2)
months beyond the payment due date. lf the Policyholder fails to pay the amounts owed to
the Plan during the grace period, the Policyholder will have ten (10) days from the date of
the Plan's written notice of payment default to cure.

H. lf the age of a Covered Person under the Policy upon which a particular premium is based has
been misstated, the Policyholder shall be responsible for paying the Plan an adjusted amount
which will provide the Plan with the correct premium calculated from the Coverage Date of the
particular Covered Person.

The Service Charges are based upon the amount of taxes, fees, Surcharges or other amounts
currently in effect by various governmental agencies. lf the amount of taxes, fees, Surcharges
or other amounts which the Plan is required to pay or remit are increased during the Plan
Year, the Plan reserves the right, at its option, to charge Policyholder for such amounts or
adjust the Premium rates to reflect such increase, on the effective date of such increase. Upon
request, Policyholder shall furnish to the Plan in a timely manner all information necessary for
the calculation or administration of any such taxes, fees, Surcharges or amounts.

Policyholder is hereby notified that beginning in 2014, the Affordable Care Act (ACA) requires
that covered entities providing health insurance ("health insurer") pay an annual fee to the
federal government (the "Health lnsurer Fee"). The amount of this fee for a calendar year will
be determined by the federal government and involves a formula based in part on a health
insurer's net premiums from the preceding calendar year. Beginning with your bill for January
1, 2014 coverage, your Service Charges will be adjusted to reflect the effects of the Health
lnsurer Fees and the Reinsurance Fees.

IV. GENERAL PROVISIONS

A. The Plan's Separate FinancialArrangements with Providers
The Policyholder's experience account under the Policy, shall be calculated on the basis of the
Provider's Charge for Covered Services rendered to a Covered Person, irrespective of any
separate financial arrangement between any Plan Provider and the Plan as referred to below.

The Plan hereby informs the Policyholder and all Covered Persons that it has contracts with
certain Providers ("Plan Providers") for the provision of, and payment for, health care services
to all persons entitled to health care benefits under individual certificates and group policies
and contracts to which the Plan is a party, including the Covered Persons under the Policy.
Pursuant to the Plan's contracts with Plan Providers, under certain circumstances described
therein, the Plan may receive substantial payments from Plan Providers with respect to
services rendered to all such persons for which the Plan was obligated to pay the Plan
Provider, or the Plan may pay Plan Providers substantially less than their Claim Charges for

IL-CP-HMO-NGF-GAD



services, by discount or otherwise, or may receive from Plan Providers other substantial
allowances under the Plan's contracts with them. The Policyholder understands that the Plan
may receive such payments, discounts and/or other allowances during the term of the Policy.
Neither the Policyholder nor Covered Persons hereunder are entitled to receive any portion of
any such payments, discounts and/or other allowances as part of any experience rating
refund, if applicable to the Policy, or othenruise. Any copayments and/or deductibles payable
by a Covered Person are pre-determined fixed amounts, based upon the selected benefit plan,
which are not impacted by any discounts or contractual allowances which the Plan may
receive from a Provider.

B. The Plan's Separate FinancialArrangements Regarding Prescription Drugs
1. The Plan's Separate Financial Arrangements with Participating Prescription Drug

Providers:

The Policyholder's experience account under the Policy and all required Copayment and
Coinsurance amounts under this Policy shall be calculated on the basis of the Provider's
Eligible Charge or the agreed upon cost between the Participating Prescription Drug
Provider as defined below, and the Plan, whichever is less.

The Plan hereby informs the Policyholder and all Covered Persons that it has contracts,
either directly or indirectly, with prescription drug providers ("Participating Prescription
Drug Providers") for the provision of, and payment for, prescription drug services to all
persons entitled to prescription drug benefits under individual certificates, group health
insurance policies and contracts to which the Plan is a party, including the Covered
Persons under the Policy, and that pursuant to the Plan's contracts with Participating
Prescription Drug Providers, under certain circumstances described therein, the Plan may
receive discounts for prescription drugs dispensed to Covered Persons under the Policy.

The Policyholder understands that the Plan may receive such discounts during the term of
the Policy. Neither the Policyholder nor Covered Persons hereunder are entitled to receive
any portion of any such discounts except as such items may be indirectly or directly
reflected in the Service Charges specified on the Benefit Program Application.

2. The Plan's Separate FinancialArrangements with Pharmacy Benefit Managers:

The Plan hereby informs the Policyholder and all Covered Persons that it owns a
significant portion of the equity of Prime Therapeutics LLC and that the Plan has entered
into one or more agreements with Prime Therapeutics LLC or other entities (collectively
referred to as "Pharmacy Benefit Managers"), for the provision of, and payment for,
prescription drug benefits to all persons entitled to prescription drug benefits under
individual certificates, group health insurance policies and contracts to which the Plan is a
party, including the Covered Persons under the Policy. Pharmacy Benefit Managers have
agreements with pharmaceutical manufacturers to receive rebates for using their
products. Pharmacy Benefit Managers may share a portion of those rebates with the Plan.

Based upon previous experience with such rebates, the Plan has estimated that any drug
rebate for the Policyholder would be based on an average dollar amount per prescription
("Expected Rebate"). One-hundred percent (100%) of the Expected Rebate is shared with
Policyholders based upon the benefit design and the retail and mail order usage rate. The
Expected Rebate passed back to the Policyholder is determined by multiplying the sum of
the estimated dollars times the expected number of annual prescriptions dispensed, then
divided by the expected number of Enrollees, then divided by twelve (12) months. The
Expected Rebate amount is reflected as a prescription drug rebate credit per Enrollee per
month.

The Policyholder understands that the Plan may receive such rebates during the term of
the Policy. Neither the Policyholder nor Covered Persons hereunder are entitled to receive
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any portion of any such rebates except as such items may be indirectly or directly
reflected in the Service Charges specified on the Benefit Program Application.

C. lnter-Plan Arrangements
1. Out-of Area Services

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation
(herein called "the Plan") has a variety of relationships with other Blue Cross and/or Blue
Shield Licensees referred to generally as "lnter-Plan Arrangements." These lnter-Plan
Arrangements operate under rules and procedures issued by the Blue Cross Blue Shield
Association ("Association"). Whenever Covered Persons access healthcare services
outside the geographic area the Plan serves, the claim for those services may be
processed through one of these lnter-Plan Arrangements. The lnter-Plan Arrangements
available to Covered Persons under this contract are described generally below.

Typically, when accessing care outside the geographic area the Plan serves, Covered
Persons obtain care from healthcare Providers that have a contractual agreement (i.e.,
are "participating Providers") with the local Blue Cross andior Blue Shield Licensee in that
other geographic area ("Host Blue"). ln some instances, Covered Persons may obtain
care from non-participating healthcare Providers. The Plan's payment practices in both
instances are described below.

The Plan covers only limited healthcare services received outside of the Plan's service
area. As used in this section, "Out-of-Area Covered Healthcare Services" include
Emergency Care, Urgent Care, follow-up care obtained outside the geographic area the
Plan serves. Any other services will not be covered when processed through any lnter-
Plan Arrangements, unless authorized by the Covered Person's Primary Care Physician
(.PCP"). Any other services will not be covered when processed through any lnter-Plan
Arrangements, unless authorized by the Covered Person's Primary Care Physician
("PCP") or Women's Principal Health Care Provider ("WPHCP").

2. BlueGard@ Program
The BlueCard@ Program is an lnter-Plan Arrangement. Under this Arrangement, when
Covered Persons access Out-of-Area Covered Healthcare Services within the geographic
area served by a Host Blue, the Plan will remain responsible to the Policyholder for
fulfilling the Plan's contractual obligations. The Host Blue will be responsible for providing
such services as contracting and handling substantially all interactions with its
participating healthcare Providers.

The financial terms of the BlueCard Program are described generally below.

a. Emergency Care Services:
lf Covered Persons experience a Medical Emergency while traveling outside the Blue
Cross and Blue Shield of lllinois service area, go to the nearest Emergency, Urgent Care
facility, or other licensed Provider.

b. Liability Calculation Method Per Glaim

Unless subject to a fixed dollar copayment, the calculation of the Covered Person's
liability on claims for Out-of-Area Covered Healthcare Services processed through
the BlueCard Program will be based on the lower of the healthcare Provider's billed
charges for Covered Services or the negotiated price made available to the Plan by
the Host Blue.
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Host Blues determine a negotiated price, which is reflected in the terms of each
Host Blue's healthcare Provider contracts. The negotiated price made available to
the Plan by the Host Blue may represent one of the following.
(1) an actual price. An actual price is a negotiated rate of payment in effect at the

time the claim is processed without any other increases or decreases, or

(2) an estimated price. An estimated price is a negotiated rate of payment in effect
at the time the claim is processed, reduced or increased by a percentage to
take into account certain payments negotiated with the Provider and other
claim- and non-claim-related transactions. Such transactions may include, but
are not limited to, anti-fraud and abuse recoveries, Provider refunds not
applied on a claim-specific basis, retrospective settlements, and performance-
related bonuses or incentives; or

(3) an average price. An average price is a percentage of billed charges for
Covered Services in effect at the time a claim is processed representing the
aggregate payments negotiated by the Host Blue with all of its healthcare
Providers or a similar classification of its Providers and other claim- and non-
claim-related transactions. Such transactions may include the same ones as noted
above for an estimated price.

Host Blues determine whether or not they will use an actual, estimated or average
price. The use of estimated or average pricing may result in a difference (positive or
negative) between the price the Policyholder pays on a specific claim and the actual
amount the Host Blue pays to the provider. However, the BlueCard Program requires
that the amount paid by the Covered Person is a final price; no future price adjustment
will result in increases or decreases to the pricing of past claims.

c. Return of Overpayments
Recoveries of overpayments from a Host Blue or its participating and
nonparticipating healthcare Providers can arise in several ways, including, but not
limited to, anti-fraud and abuse recoveries, healthcare Provider/hospital audits, credit
balance audits, utilization review refunds, and unsolicited refunds. Recovery
amounts determined in these ways will generally require correction on a claim-by-
claim or prospective basis. lf recovery amounts are passed on a claim-by-claim basis
from a Host Blue to the Plan, they will be credited to Policyholder account.
ln some cases, the Host Blue will engage a third party to assist in identification or
collection of recovery amounts. The fees of such a third party may be charged to the
Policyholder as a percentage of the recovery.

The Plan hereby informs the Policyholder, and the Policyholder acknowledges, that
the Plan's and the Host Blue's Provider contracting arrangements, operational
practices and procedures, and the policies and procedures governing ITS software
used to process Claims for services rendered by the Plan's and the Host Blue's
Providers may result in minor deviations in Claim processing and/or pricing of claims
for the same services.

3. Non-Participating Healthcare Providers Outside the Plan's Service Area

For non-participating healthcare Providers outside the Plan's service area, please refer to
the corresponding section in the benefit booklet issued to Covered Persons under this
Certificate.

4. Bluecard Worldwide@ Program General lnformation
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lf Covered Persons are outside the United States, the Commonwealth of Puerto Rico and
the U.S. Virgin lslands (hereinafter: "BlueCard service area"), they may be able to take
advantage of the BlueCard Worldwide@ Program when accessing Covered Services. The
BlueCard Worldwide Program is unlike the BlueCard Program available in the United
States, the Commonwealth of Puerto Rico and the U.S. Virgin lslands in certain ways. For
instance, although the BlueCard Worldwide Program assists Covered Persons with
accessing a network of inpatient, outpatient and professional Providers, the network is not
served by a Host Blue. As such, when Covered Persons receive care from Providers
outside the United States, the Commonwealth of Puerto Rico and the U.S. Virgin lslands,
the Covered Persons will typically have to pay the Providers and submit the claims
themselves to obtain reimbursement for these services.

lnpatient Services
ln most cases, if Covered Persons contact the BlueCard Worldwide Service Center for
assistance, hospitals will not require Covered Persons to pay for covered inpatient hospital
services, except for their cost-share amounts/deductibles, coinsurance, etc. ln such cases,
the BlueCard Worldwide Program contracting hospital will submit Covered Persons claims
to the BlueCard Worldwide Service Center to initiate claims processing. However, if the
Covered Person paid in full at the time of service, the Covered Person must submit a
claim to obtain reimbursement for Covered Services.

Outpatient Services
Physicians, urgent care centers and other outpatient Providers located outside the
BlueCard service area will typically require Covered Persons to pay in full at the time of
service. Covered Persons must submit a claim to obtain reimbursement for Covered
Services,

Submitting a BlueGard Worldwide Claim
When Covered Persons pay for Covered Services outside the BlueCard service area, they
must submit a claim to obtain reimbursement. For institutional and professional claims,
Covered Persons should complete a BlueCard Worldwide lnternational claim form and
send the claim form with the Provider's itemized bill(s) to the BlueCard Worldwide Service
Center (the address is on the form) to initiate claims processing. The claim form is
available from the Plan, the BlueCard Worldwide Service Center or online at
www.bluecardworldwide.com. lf Covered Persons need assistance with their claim
submissions, they should call the BlueCard Worldwide Service Center at 1.800.810.BLUE
(2583) or call collect at 1.804.673.1177 ,24 hours a day, seven days a week.

D. Records of Covered Person Eligibility and Adjustments
1. The Policyholder must furnish to the Plan data as may be required by the Plan regarding

the Covered Persons who are to be covered under the Policy. Data lncludes, but is not
limited to, records and information provided to the Plan by another party that determines
eligibility and/or premiums for this Policy. Such data may include, without limitation, a list
of Covered Persons who are be to be covered under the Policy, completed application
cards of the Enrollees and information required by the Plan to identify dual coverage
situations which are subject to Medicare Secondary Payer ("MSP") laws. lt is the
Policyholder's obligation to notify the Plan no later than thirty-one (31) days after the
effective date of any change in a Covered Person's status under the Policy. All such
notifications by the Policyholder to the Plan (including, but not limited to, forms and tapes)

IL-CP-HMO.NGF-GAD



must be furnished in a format approved by the Plan and must include all information
reasonably required by the Plan to effect such changes. Minor clerical errors in keeping or
reporting data relative to coverage under the Policy will not invalidate coverage which
would otherwise be validly in force or continue coverage which would othenruise validly
terminate. Examples of such minor clerical errors include, but are not limited to, errors
appearing in an individual's name, address or birth date as well as typographical errors.
The term "minor clerical errors" as used herein does not include Policyholder errors which
may materially affect an individual's coverage under the Policy. lt is further understood
and agreed that the Policyholder is liable for any substantive error made by the
Policyholder in keeping or reporting data which may materially affect an individual's
coverage under the Policy and for any benefits paid for a terminated Covered Person if
the Policyholder had not timely notified the Plan of such Covered Person's termination.

2. The Policyholder shall be liable to the Plan and its employees and agents for any loss,
damage, expense (including, but not limited to, reasonable attorneys' fees and costs) or
liability that may arise from or in connection with untimely and/or inaccurate data provided
by the Policyholder or on the Policyholder's behalf to the Plan or data furnished by the
Policyholder to the Plan in a format not approved by the Plan.

New Enrollees
There shall be added from time to time to the group or class originally covered under the
Policy, all new employees of the Policyholder, members of the association or employees of
members eligible for coverage and applying for coverage in such group or class in accordance
with the terms of the Policy.

Termination of a Covered Person's Coverage
1. The termination date specified by the lnsured, if the lnsured provides reasonable notice.

2. lf an Enrollee, with or without cause, ceases to be an Eligible Person, such Enrollee's
coverage (and the coverage of other Covered Persons under Family Coverage) will
automatically terminate on the date specified by the Policyholder in the Benefit Program
Application.

3. lf a Covered Person ceases to meet the definition of Covered Person, such Covered
Person's coverage will automatically terminate on the date that the event occurs which
causes the Covered Person to no longer meet this definition.

4. A Covered Person's coverage under the Policy will automatically terminate at the
expiration of the Payment Period in which such Covered Person becomes eligible for
Medicare except for those benefits, if any, which are specifically provided under the Policy
for Medicare eligible Covered Persons and coverage required in accordance with MSP
laws.

5. Termination of the Policy automatically terminates all the coverages of all Covered
Persons. lt is the responsibility of the Policyholder to notify all Covered Persons of the
termination of the Policy, but all coverages will automatically terminate as of the effective
date of termination of the Policy regardless of whether such notice is given.

6. No benefits are available to a Covered Person for services or supplies rendered after the
date of termination of such Covered Person's coverage under the Policy, except as
otherwise specifically provided in Benefit Sections of the Certificate Booklet.

7. lf a Covered Person whose insurance terminates is entitled to exercise the conversion
privilege specified in the Conversion Privilege section of the Certificate Booklet, it is the
Policyholder's responsibility to present written notice of the existence of the conversion
privilege to the Enrollee or to mail such notice to the Enrollee's last.known address.

Disenrollment with a Participating IPA

E.
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A Participating IPA may request that an Enrollee be removed from the rolls of that Participating
lPA. Such request must be made to the Plan, in writing, and specify the reasons for the
request. ln no case will the health status of a Covered Person or the type, amount or cost of
services required be accepted by the Plan as sufficient cause for such removal. When other
reasons for removal are presented and substantiated by the Participating lPA, the Enrollee will
be offered, within thirty (30) days of Plan acceptance of the request for removal, enrollment in
any other Participating IPA (with capacity to receive such enrollment) or enrollment in any
other health care coverage then being provided by the Policyholder, subject to the terms and
conditions of such other coverage. Should such Enrollee decide to enroll in another
Participating lPA, written notice of that decision must be received by the Plan within thirty (30)
days of the Enrollee's having received the offer. Failure to respond to the Plan within thirty (30)
days will result in termination of the Enrollee's coverage under the Policy.

Failure of a Participating IPA to Perform Under lts Contract
ln the event that a Participating IPA should fail to perform under the terms of its contract with
the Plan, as determined by the Plan, or fail to renew its contract with the Plan, the benefits of
the Policy will be provided to the Covered Persons enrolled with that Participating IPA for
Covered Services received from other Providers limited to Covered Services received during a
thirty (30) day period beginning on the date of the Participating IPA's failure to perform or
failure to renew its contract with the Plan. During this thirty (30) day period, the Enrollees of
that Participating IPA will be given the option of (i) enrolling with any other Participating IPA
which then has the capacity for such enrollment, or (ii) transferring to any other health care
coverage then being offered by the Policyholder, subject to the terms and conditions of such
other coverage. Such transferred enrollment or coverage will be effective thirty-one (31) days
from the date the Participating IPA failed to perform or failed to renew its contract with the
Plan.

Notice and Proof of Claim
1. The Plan will not be liable under the Policy unless a Claim for benefits on account of the

rendering of Covered Services is furnished to the Plan at its office at 300 East Randolph
Street, Chicago, lllinois, on or before December 31st of the calendar year following the
year in which Covered Services were rendered. For purposes of this paragraph, Covered
Services furnished in the last month of a particular calendar year shall be considered to
have been furnished in the succeeding calendar year.

2. Upon written request to the Plan, the Enrollee will be provided with the forms necessary
for filing Claims under the Policy. lf such forms are not furnished within fifteen (15) days of
the Plan's receipt of such request, the Enrollee shall be deemed, with respect to the
particular Claim, to have complied with the requirements of the Policy pertaining to Claim
forms upon submitting to the Plan within the time limit specified above for filing Claims,
written notice including the Covered Person's name, age, sex and identification card
number, the name and address of the Provider, the diagnosis or diagnoses, a specific
itemized statement of the services rendered, including all dates of service, and the Claim
Charge. An expense will be considered to have been incurred on the date the service or
supply for which the Claim is made was rendered or received.

3. Failure to furnish a Claim to the Plan within the time limit specified above for filing Claims
shall not invalidate or reduce any Claim if it were not reasonably possible to furnish the
Claim within such time limit, provided such Claim is furnished to the Plan, as soon as
possible and in no event, except in the absence of legal capacity, later than one (1) year
from the time the Claim is otheruuise required.

Payment of Claims and Assignment of Benefits
1. All benefit payments may be made by the Plan directly to any Provider furnishing
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the Covered Services for which such payment is due, and the Plan is authorized by each
Covered Person to make such payments directly to such Providers. However, the Plan
reserves the right to pay any benefits that are payable under the terms of this Policy
directly to the Covered Person, unless reasonable evidence of a properly executed and
enforceable Assignment of Benefit Payment has been received by the Plan sufficiently in
advance of the Plan's benefit payment. The Plan reserves the right to require submission
of a copy of the Assignment of Benefit Payment.

2. Once Covered Services are rendered by a Provider, Covered Persons have no right to
request that the Plan not pay the Claim submitted by such Provider and no such request
will be given effect. ln addition, the Plan will have no liability to the Covered Person or any
other person because of its rejection of such request.

3. Except for the assignment of benefit payment described above, neither this policy nor a
Covered Person's Claim for payment of benefits under this policy is assignable in whole or
in part to any person or entity at any time, and coverage under this Policy is expressly
non-assignable and non-transferable and will be forfeited if the Covered Person attempts
to assign or transfer coverage or aid or attempt to aid any other person in fraudulently
obtaining coverage.

Govered Person/Provider Relationship
1. The choice of a Provider is solely the choice of the Covered Person and the Plan will not

interfere with the Covered Person's relationship with any Provider.

2. lt is expressly understood that the Plan does not itself undertake to provide health care
services, but solely to arrange for the provision of health care services and make
payments to Providers for the Covered Services received by Covered Persons. The Plan
is not in any event liable for any act or omission of any Provider or the agent or employee
of such Provider, including, but not limited to, the failure or refusal to render services to a
Covered Person. Professional services are not provided by the Plan and can only be
legally performed by a Provider. Any contractual relationship between a Provider and the
Plan shall not be construed to mean that the Plan is providing professional service.

3. Each Provider provides Covered Services only to Covered Persons and does not deal
with or provide any services to any Policyholder (other than as an individual Covered
Person) or any Policyholder's ERISA Health Benefit Program.

Agency Relationships
Nothing in the Policy shall be construed to constitute the Policyholder as an agent of the Plan.
The Policyholder is the agent of the Covered Persons.

Medicare Secondary Payer ("MSP") Provisions
1. The MSP Law

The Policyholder has certain obligations under the Medicare Secondary Payer ('MSP')
statute.

a. Scope of the Statute:

The statutory requirements and rules for MSP coverage vary depending on the
basis for Medicare and employer group health plan ("GHP") coverage, as well as
certain other factors, including the size of the employers sponsoring the GHP. ln
general, Medicare pays secondary to the following:

i. GHPs that cover individuals with end-stage renal disease (.ESRD) during the
first 30 months of Medicare eligibility or entitlement. This is the case regardless
of the number of employees employed by the employer or whether the
individual has "current employment status."
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ii. ln the case of individuals age 65 or over, GHPs of employers that employ 20 or
more employees if that individual or the individual's spouse (of any age) has
"current employment status." lf the GHP is a multi-employer or multiple
employer plan, which has at least one participating employer that employs 20 or
more employees, the MSP rules apply even with respect to employers of fewer
than 20 employees (unless the plan elects the small employer exception under
the statute).

iii. ln the case of disabled individuals under age 65, GHPs of employers that
employ 100 or more employees, if the individual or a member of the individual's
family has "current employee status." lf the GHP is a multi-employer or multiple
employer plan, which has at least one participating employer that employs 100
or more employees, the MSP rules apply even with respect to employers of
fewer than 100 employees.

The rules for calculating the size of the employer are complicated, and vary
depending on numerous factors. In determining whether the size threshold has been
met in any given case, the MSP statute and regulations must be consulted.

Application of the statute depends not only on the size of the employer but also, in
certain cases, on whether the coverage provided under the GHP is based on
"current employment status," as defined in the MSP statute and regulations.

b. The Non-Discrimination Provisions: Age and Disability:

The MSP statute prohibits GHPs from "take[ing] into account" that an individual
covered by virtue of "current employment status" is entitled to receive Medicare
benefits as a result of age or disability. The statute expressly requires GHPs to
furnish to aged employees and spouses the same benefits, under the same
conditions, that they furnish to employees and spouses under age 65. Thus, GHPs
may not offer coverage that is secondary to Medicare under a provision that "carves
out" Medicare coverage (commonly known as a "carve-out" policy), or which
supplements the available Medicare coverage (commonly known as "Medicare
supplemental" or "Medigap" policies), to individuals covered by the provisions of the
MSP statute relating to the working aged and the disabled. By contrast, "Medigap"
and secondary health care coverage may appropriately be offered to retirees in this
context because the GHP coverage is not based on "current employment status,"
and thus the MSP provisions do not apply.

c, ESRD:

The MSP statute also prohibits a GHP from taking into account that an individual is
entitled to Medicare benefits as a result of ESRD during a coordination period
specified in the statute. This coordination period begins with the first month the
individual becomes eligible for or entitled to Medicare based on ESRD and end 30
months later. During this period, the GHP must pay primary for all covered health
care items or services, while Medicare serves as the secondary payer. GHPs are
prohibited from offering secondary (i.e., "carve-out") or "Medigap" coverage
in this context.

d. Policyholder Obligations:

It is the obligation of the Policyholder to ensure that Covered Persons covered by
the MSP statute are not improperly enrolled in "carve-out" or "Medigap" coverage
under this Policy.

2. The New lnformation System
lmproved lnformation Gathering:
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ln an effort to facilitate the processing of claims consistent with the requirements of the
MSP statute, and to assist in meeting the statutory obligations, certain Blue Cross and
Blue Shield Plans together with the Centers for Medicare and Medicaid Services ('CMS'),
formerly known as the Health Care Financing Administration (.HCFA'), the federal
government agency which administers Medicare, are developing or have developed a
new enrollment and membership system. The system, also referred to as the "Data
Match," is aimed at obtaining, in a timely and current fashion, information necessary for
the Plan to identify dual coverage situations which fall within the MSP statute, and to
determine whether primary or secondary payment should be made for a particular claim.

Under the system, the Plan will provide basic information to CMS about individuals
enrolled in GHPs who are also covered by Medicare so that CMS can better detect dual
coverage situations.

The Policyholder understands that the Plan may provide CMS periodically the information
identified below pertaining to Medicare-eligible Covered Persons under the Policy. The
Policyholder further agrees to cooperate and to require and facilitate its employees'
cooperation in supplying the Plan the following information.

lnformation on Medicare-Eligible Govered Persons
. Beneficiary Name
. Date of Birth

. Sex

. Social Security Number

. Health lnsurance Claim Number (e.9., Medicare Number)

. Relationship to lnsured (e.9., lnsured, spouse of lnsured, child of lnsured,
other relationship to lnsured)

. Reason for Medicare Entitlement (e.9., age, disability or ESRD)

. lnformation on lnsured

. lnsured Name

. Social Security Number

. lndividual Certificate Number of lnsured

. Current EmploymenURetirementStatus

. Coverage Effective Date

. Coverage Termination Date

. Group Plan Number
o Benefits Provided (e.9., Hospital only, medical benefits only)

o Coverage (e.9., individual, family, family but not spouse)

lnformation on the Policyholder/Employer
. Name and address of employer that pays the billfor coverage

The Policyholder agrees that the Plan's ability to make accurate primary/secondary MSP
determinations depends on the breadth and accuracy of the Plan's files concerning
Covered Persons. The Policyholder agrees to use best efforts in responding promptly and
accurately to the Plan's requests for information and to require and facilitate its
employees' cooperation in responding promptly and accurately to such requests.

Further, to assure the continuing accuracy of the Plan's files, the Policyholder agrees that
it is the Policyholder's responsibility to notify the Plan promptly of any change in the size
of the Policyholder's work force or status of its employees that might effect the order of
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payment under the MSP statute, such as information regarding working-aged persons
who retire and changes in the size of the Policyholder's work force that place it in, or take
it out of, the scope of the MSP statute. lf the Plan does not receive such information from
the Policyholder, the Plan will assume that all relevant factors remain unchanged and will
process claims accordingly. The Policyholder acknowledges and agrees that the Plan will
be using the information provided by the Policyholder and Covered Persons to update the
Plan's files, and will also fonvard this information to CMS so that CMS can revise its file to
reflect relevant changes in primary/secondary status.

The Plan may, in its sole discretion, discontinue its participation in the Data Match system
as described above. Nothing in this Policy shall be construed as obligating the Plan to
continue its participation in the Data Match system.

3. DisclosureStatement
The Policyholder acknowledges that the Plan has furnished it with a copy of a pamphlet
entitled "lnformation Regarding the Medicare Secondary Payer Statute" (also referred to
as the "Disclosure Statement"), prepared by the Blue Cross and Blue Shield Association
and reviewed by CMS, which administer Medicare.

N. ERISA
This Section (N ) applies to any Group Policy which implements any employee welfare benefit
plan as defined by Section 3 (2) of the Employee Retirement lncome Security Act of 1974, as
amended ("ERlSA").

The Policyholder (or (i) if the Policyholder is a trust, the grantor of such trust or (ii) if the
Policyholder is an association, each member of such association who pays premiums
under such Group Policy) has established and as sponsor maintains pursuant to other
written documents a health benefit program ("Policyholder's ERISA Health Benefit
Program") through the purchase of insurance for the benefit of its eligible employees or
eligible members and their dependents, which Policyholder's ERISA Health Benefit
Program is an "employee welfare benefit plan" within the meaning of ERISA.
Notwithstanding anything contained in the employee welfare benefit plan document of the
Group (or any Group member, if the Group is an association), the Group agrees that no
allocation or delegation of any fiduciary or nonfiduciary responsibilities under the
employee welfare benefit plan of the Group (or any Group member, if the Group is an
association) is effective with respect to or accepted by the Plan except to the extent
specifically provided and accepted in the Policy or as otherwise accepted in writing by the
Plan. The administrator under ERISA for a Policyholder's ERISA Health Benefit Program
is the Policyholder or such other persons (other than the Plan) appointed by the
Policyholder (or (i) if the Policyholder is a trust, by the grantor of such trust or (ii) if the
Policyholder is an association, by each member of such association who pays premiums
under such Group Policy). Nothing in a Policyholder's ERISA Health Benefit Program will
affect the obligations of the Plan with respect to this Group Policy. The Plan will not be
required to examine the provisions of a Policyholder's ERISA Health Benefit Program or
any related trust agreement, or any modification, amendment or supplement thereto.

The Policy is a guaranteed benefit policy (as defined in Section 401 (b) (2) of ERISA). The
Policy is an asset of the Policyholder. No assets of the Plan or amounts which have been
paid to the Plan under the Policy are assets of or under Policyholder's ERISA Health
Benefit Program.

O. lnitia! Plan Participation Requirements; Benefit Plan Status; Plan Documents;
Retaliation
It is the Policyholder's responsibility, prior to the Effective Date of the Policy (i) to determine
initial plan participation requirements and categories of coverage options for employees,
former employees, officers and directors in compliance with all applicable law, including but

1.

2.
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not limited to discontinuing any waiting periods that are longer than permitted by applicable
law; (ii) to comply with nondiscrimination requirements applicable to its benefit plan, including
but not limited to those related to highly compensated individuals; and (iii) to determine its
regulatory status, including but not limited to determining whether it meets the federal and
state law (as applicable) definitions of "small group", "large group", .MEWA', and/or
"Association". Policyholder will promptly notify the Plan of its determinations (and any
changes thereto) and will promptly notify the Plan when a person has satisfied the initial
participation requirements and also meets the definition of a Covered Person under the Policy.
ln addition, Policyholder (iv) is responsible for establishing and/or amending its own plan
documents as necessary; and (v) must not retaliate against any employee for engaging in
activities protected by applicable law, including but not limited to receiving subsidized
coverage under a qualified health plan through an Exchange. ln no event will the Plan have
responsibility for such initial plan participation or plan status determinations or for
Policyholder's plan documents or its actual or alleged retaliation. Upon request, Policyholder
will provide the Plan with information to substantiate such determinations and responsibilities.
Policyholder shall be liable to the Plan and its employees and agents for any loss, damage,
expense (including, but not limited to, reasonable attorneys' fees and costs) or liability
resulting from the Policyholder's failure to carry out its responsibilities or obligations as set
forth in this Policy. lf a person is added to the Policy and later determined to have been
ineligible, the Plan reserves the right to terminate or rescind such person's coverage to the
extent permitted by applicable law.

Service Mark Regulation
On behalf of the Policyholder and its Covered Persons, the Policyholder hereby expressly
acknowledges its understanding that the Policy constitutes a contract solely between the
Policyholder and the Plan. The Plan is an independent corporation operating under a license
with the Blue Cross and Blue Shield Association (the "Association"), an association of
independent Blue Cross and Blue Shield Plans. The Association permits the Plan to use the
Blue Cross and Blue Shield Service Mark in the Plan's service area and the Plan is not
contracting as the agent of the Association. The Policyholder further acknowledges and
agrees that it has not entered into the Policy based upon representations by any person other
than authorized persons of the Plan and that no person, entity or organization other than the
Plan shall be held accountable or liable to the Policyholder for any of the Plan's obligations to
the Policyholder created under the Policy. This paragraph shall not create any additional
obligations whatsoever on the part of the Plan, other than those created under other provisions
of this Group Administration Document.

lncontestability
After the Policy has been in force two (2) years from the date of its issue, no statement of the
Policyholder, except fraudulent misstatements, shall be used to void the Policy; and no
statement by any Enrollee shall be used to reduce or deny a Claim after the insurance
coverage, with respect to which a Claim has been made, has been in effect two (2) years or
more.

Limitations of Actions
No civil action shall be brought to recover under the Policy or any individual certificate
pursuant to the Policy, prior to the expiration of si(y (60) days after a Claim has been
furnished to the Plan in accordance with the requirements of the Policy. No such action shall
be brought after the expiration of three (3) years after the time a Claim is required to be
furnished to the Plan. No extension of the time granted under the "Notice and Proof of Claim"
Provisions of the Policy shall in any way extend this " Limitation of Actions" Provision.

Physical Examinations and Autopsy

P.

o.

R.

S.
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The Plan at its own expense shall have the right and opportunity to examine the person of a
Covered Person when and as often as it may reasonably require during the pendency of a
Claim hereunder and to make an autopsy in case of death where it is not forbidden by law.

Reim bursement Provision
lf an lnsured or an lnsured's covered dependent incurs expenses for sickness or injury that
occurred due to the negligence of a third party and benefits are provided for Covered Services
described in the Certificate Booklet, the lnsured shall agree:
1. The Plan has the right to reimbursement for all benefits the Plan provided from any and all

damages collected from the third party for those same expenses whether by action at law,
settlement, or compromise, by the Covered Person, the Covered Person's parents if the
Covered Person is a minor, or the Covered Person's legal representative as a result of
that sickness or injury, in the amount of the total Eligible Charge or Provider's Claim
Charge for Covered Services for which the Plan has provided benefits to the Covered
Person, reduced by any Average Discount Percentage ("ADP') applicable to the Covered
Person's Claim or Claims.

2. The Plan is assigned the right to recover from the third party, or his or her insurer, to the
extent of the benefits the Plan provided for that sickness or injury.

The Plan shall have thd right to first reimbursement out of all funds the Covered Person, the
Covered Person's parents if the Covered Person is a minor, or the Covered Person's legal
representative is or was able to obtain for the same expenses for which the Plan has provided
benefits as a result of that sickness or injury.

The Covered Person is required to furnish any information or assistance or provide any
documents that the Plan may reasonably require in order to obtain its rights under this provision.
This provision applies whether or not the third party admits liability.

Right to Recover Overpayments
lf the Plan has made any overpayment of benefits under the Policy, including but not limited to
duplicate payments or payments made for services or supplies that fall within the Exclusions
Sections of the Certificate Booklet or are not Covered Services under the Certificate Booklet,
the Plan shall have the right to recover the amount of such overpayment from Covered
Persons or anyone to whom such overpayment was made on the Covered Persons behalf.

A Covered Person is required to furnish any information or assistance and to provide any
documents that the Plan may request in order to recover overpayments under this provision.

Right to Recovery
The Plan is assigned the right to recover from the third party, or his or her insurer, to the
extent of the benefits paid by the Plan for that sickness or injury. You are required to furnish
any information or assistance or provide any documents that the Plan may reasonably require
in order to obtain its rights under this provision. This provision applies whether or not the third
party admits liability

lnformation and Medical Records
1. All Claim information, including, but not limited to, medical records, received by the Plan in

the performance of its duties hereunder will be kept confidential by the Plan and except for
reasonable necessary use by the Plan in connection with the performance of its duties
hereunder, the Plan shall not disclose such confidential Claim information without the
authorization of the Covered Person or as otherwise required or permitted by applicable
law.

U.

V.

w.

x.
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The Plan may release to the Policyholder Claim information regarding the provision of
Covered Services to Covered Persons and copies of records to the extent required or
permitted by applicable law, including but not limited to HIPAA. Any information so
obtained by the Policyholder shall be kept confidential, as required by applicable law.

The Policyholder acknowledges that each Covered Person agrees it is the Covered
Person's responsibility to ensure that any Provider, Blue Cross and Blue Shield Plan,
insurance company, employee benefit association, governmental body or program, or any
other person or entity having knowledge of or records relating to (1) any illness or injury
for which a Claim or Claims for benefits are made under the Policy, (2) any medical
history which might be pertinent to such illness, injury, Claim or Claims, or (3) any benefits
or indemnity on account of such illness or injury or on account of any previous illness or
injury which may be pertinent to such Claim or Claims, furnish to the Plan, or its agent,
and agrees that any such Provider, person or other entity may furnish to the Plan or its
agent, at any time upon its request, any and all information and records (including copies
of records) relating to such illness, injury, Claim or Claims. ln addition, the Plan rnay
furnish similar information and records (or copies of records) to other Providers, Blue
Cross and Blue Shield Plans, insurance companies, governmental bodies or other entities
providing insurance-type benefits requesting the same. lt is also the Covered Person's
responsibility to furnish to the Policyholder and/or Plan information regarding the Covered
Person's becoming eligible for Medicare, termination of Medicare eligibility or any change
in Medicare eligibility status in order that the Plan be able to make Claim payments in

accordance with MSP laws.

V. TERMINATION OF THE POLICY
The Policy may be terminated in accordance with the provisions in Sections lll.F. and G. above.

VI. RENEWABILIW OF THE POLICY
The Policy shall be renewable, at the option of the Policyholder, with respect to all Covered
Persons except in the following instances:

A. When the Policyholder has failed to pay the premiums or make contributions in accordance
with the terms of this Policy, or the Plan has not received timely payments;

B. When the Policyholder has engaged in intentional fraud or made an intentional
misrepresentation of material fact under the terms of coverage;

C. When the Plan discontinues offering group coverage in the large group market and acts in

accordance with state laws, as described in Section Vll. below;

D. Where health insurance coverage is offered in the market through a network plan, there is no
longer any Covered Person in the plan who lives, resides, or works in the Network Service
Area of the Plan or lives in the Plan's service area, and, in the case of the large group market,
the Plan would deny enrollment with respect to such plan, and ninety (90) days advance notice
is given to the Policyholder and Covered Persons prior to discontinuations;

E. Noncompliance with the Plan's employer participation and/or contribution requirements, if any.
or

F. Cessation of Policyholder's membership in a bona fide association, but only if coverage is
terminated uniformly without regard to the health status of any Covered Person.

VII. DISCONTINUANGE OF COVERAGE
A. Discontinuance of a Particular Product

The Plan may discontinue the Policyholder's benefit plan product under the Policy if the Plan:

1. Provides ninety (90) days advance notice to the Policyholder and Covered Persons;

2.

3.
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2. Offers the Policyholder the option to purchase all or any other health insurance coverage
currently offered by the Plan to other employers of similar circumstance, including, but not
limited to, employer size; and

3. Acts uniformly without regard to the claims experience of the Policyholder or the health
status of any existing, new or potentially new Covered Persons.

B. Discontinuance of All Coverage
The Plan may discontinue all coverage in the small or large group market, or both, in a state in
accordance with state law and provided that the Plan:

1. Provides one-hundred eighty (180) days advance notice to the Policyholder and Covered
Persons; and

2. Discontinues and does not renew all health insurance coverage issued or delivered for
issuance in the sate in such market(s).

UNIFORM MODIFICATION
The Plan may modify health insurance coverage for a product offered to a group health plan in the
large group market, if, as to coverage available in such market other than only through one or more
bona fide associations, the modification is consistent with state law and effective uniformly among
group health plans with that product.

POLTCYHOLDER NOTIFICATION TO COVERED PERSONS
It is the responsibility of the Policyholder to notify all Covered Persons in the event of the Plan's uniform
modification of coverage, uniform termination of coverage or discontinuance of coverage in a market
segment.

ELECTRONIC DATA AND DOCUMENTS

ln the event the Policyholder and the Plan exchange various data and information electronically,
the Policyholder agrees to transfer on a timely basis all required data to the Plan via electronic
transmission on the intranet and/or internet or otherwise, in the format specified by the Plan, a
copy of which shall be furnished to the Policyholder upon written request to the Plan. The
Policyholder authorizes the Plan to submit reports, data and other information to the Policyholder in
the specified electronic format. ln the event the Policyholder is unable or unwilling to transfer data
in the specified electronic format, the Plan is under no obligation to receive or transmit the data in
any other format.

ln the event the Plan provides to the Policyholder an electronic file of any document describing the
benefits under, or the administration of, the Policy for the Policyholder's use, including, but not
limited to, the Policyholder's posting of such documents on the intranet and/or internet, the
Policyholder acknowledges and agrees that such electronic file is not intended to meet the
Policyholder's requirements for compliance under ERISA.

The Policyholder further acknowledges and agrees that it is solely responsible for providing
employees access, via the intranet, internet, paper copy or othenrise, to the most current version
of any electronic file provided to the Policyholder by the Plan. ln addition, in all instances, the
electronic file of the most current document issued to the Policyholder by the Plan for use by the
Policyholder is the legal document used to administer the Policy and will prevail in the event of any
conflict between such electronic file and any other electronic or paper file. The Policyholder is
solely responsible for, and holds the Plan harmless from, any and all claims for loss, liability or
damages arising from the use or posting of the electronic file on the intranet and/or internet.

The Policyholder shall be liable to the Plan and its employees and agents for any loss, damage,
expense (including, but not limited to, reasonable attorneys'fees and costs), liability or claim that
may arise from or in connection with the electronic transfer of data from the Policyholder or the
Policyholder's third party consultant and/or vendor to the Plan or from the Plan to the Policyholder

lx.

x.
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or pursuant to Section 3.k) of the Agreement, the Policyholder's third party consultant and/or
vendor, including liability arising out of erroneous, misdirected, intercepted, incomplete or
othenruise defective information and transfers of information, including, but not limited to, garbled
transmissions, transmissions to third parties, and intercepted transmissions and for any claim
arising from the Policyholder's use or posting of electronic files on the intranet and/or internet.

XI. INDUSTRY IMPROVEMENT, RESEARCH AND SAFETY

Notwithstanding any other provision of this Policy, the Plan may use and or disclose a limited data set
or de-identified data for purposes of providing the services under this Policy and for other purposes
required or permitted by applicable law (the "Permitted Purposes" as defined herein). For purposes of
this paragraph, "Permitted Purposes" means the studies, analyses or other activities that are designed
to promote quality health care outcomes, manage health care and administrative costs, and enhance
business and plan performance, including but not limited to, utilization studies, cost analyses,
benchmarking, modeling, outcomes studies, medical protocol development, normative studies, quality
assurance, credentialing, network management, network development, fraud and abuse monitoring or
investigation, administrative or process improvement, cost comparison studies, or reports for actuarial
analyses. For purposes of this paragraph, a "limited data set" has the meaning set forth in HIPAA and
"de-identified" means both member de-identification (as defined by HIPAA) and Policyholder de-
identification (unless the work is being done in connection with the Policyholder's Policy). Solely for the
Permitted Purposes, the Plan may release, or authorize the release of, a limited data set or de-
identified data to a third party data aggregation service or data warehouse and its customers. Such
data warehouse and data aggregation service providers may charge their customers a fee for such
services. Nothing in the paragraph is intended to expand or limit the terms and conditions of the
Business Associate Agreement with respect to the permitted use or disclosure of PHI (other than with
respect to limited data sets). The foregoing notwithstanding, the Blue Cross and Blue Shield
Association and its support vendors are permitted to have internal access to the Plan-assigned
Policyholder Group and ldentification numbers.

XII. DEFINITIONS APPLICABLE TO THIS GROUP ADMINISTRATION DOCUMENT
Additional definitions applicable to the Policy are contained in the Certificate Booklet and the
Policyholder's Benefit Program Application or other appropriate document.

"Benefit Program Application (BPA)" means the document, including any addenda attached
thereto, through which the Policyholder has applied for HMO Cost Plus health care insurance from
the Plan and by which renewals and/or rate or other Policy changes are documented.

"Gertificate Booklet" means the document, including any addenda or riders attached thereto,
issued to the Policyholder and its Enrollees by the Plan. The Certificate Booklet describes the
health care benefit program purchased by the Policyholder and being administered by the Plan.

"Claim" means notification in a form acceptable to the Plan that service has been rendered or
furnished to a Covered Person. This notification must set forth in full the details of such service
including, but not limited to, the Covered Person's name, age, sex and identification number, the
name and address of the Provider, a specific itemized statement of the service rendered or
furnished, the date of service, applicable diagnosis and the Claim Charge for such service.

"Claim Charge" means the amount which appears on a Claim as the Provider's charge for service
rendered to a patient, without further adjustment or reduction and irrespective of any separate
financial arrangement between the Plan and the particular Provider. (See Section lV.A. of this
Group Administration Document regarding The Plan's Separate Financial Arrangements with
Providers).
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"Claim Payment" means the benefit payment calculated by the Plan, upon submission of a Claim,
in accordance with the benefits specified in the Certificate Booklet plus any related Surcharges. All
Claim Payments shall be calculated on the basis of the Provider's Charge for Covered Services
rendered to the Covered Person, irrespective of any separate financial arrangement between the
Plan and the particular Provider. (See Section lV.A. of this Group Administration Document
regarding The Plan's Separate Financial Arrangements with Providers).

"Coinsurance" means a percentage of an eligible expense that a Covered Person is required to
pay towards a Covered Service.

"Copayment" means a specified dollar amount that a Covered Person is required to pay towards
a Covered Service.

"Coverage Date" means the date on which a Covered Person's coverage under the Policy
commences.

"Govered Person" means the Enrollee, and if Family Coverage is in force, the Enrollee's
dependents as follows:
(a) The Enrollee's legal spouse, Domestic Partner, if indicated on the BPA, or party to a Civil

Union.

(b) The children of the Enrollee or the Enrollee's legal spouse, Domestic Partner, or a party to a
Civil Union, including newborn children, eligible foster children, children who are under the
Enrollee's legal guardianship, children who are in the custody of the lnsured pursuant to an
interim court order of adoption or placement of adoption, whichever occurs first, vesting
temporary care of the children in the Enrollee, and legally adopted children, who are under the
Limiting Age specified in the Benefit Program Application or other appropriate document.
Hereafter, the word "children" means a natural child, a stepchild, foster child, an adopted child
(including a child involved in a suit for adoption,) a child for whom the Enrollee is the legal
guardian, under twenty-six (26) years of age, regardless of presence or absence of a child's
financial dependency, residency, student status, employment status (if applicable under the
Policy), marital status, or any combination of those factors. lf the covered child is eligible
military personnel, the Limiting Age is thirty (30) years as described in the Certificate Booklet.

(c) Children, as specified in (b) above, who have attained such Limiting Age but are incapable of
self-sustaining employment by reason of mental retardation or physical handicap and are
dependent upon the Enrollee or other care providers for support and maintenance, provided
such children were Covered Persons prior to attaining the Limiting Age. Once the Plan has
been notified of a Covered Person's disability and dependence, or from the date of the first
Claim filed on behalf of such disabled and dependent Covered Person, it may require proof of
such Covered Person's disability and dependency at reasonable intervals. For purposes of
providing benefits under the Plan, Covered Person does not mean any person who is eligible
for Medicare except as specifically stated in the Certificate Booklet.

"Covered Service" means a service and/or supply specified in the Certificate Booklet for which
benefits will be provided.

"Domestic Partner" means a person with whom you have entered into a Domestic Partnership.

"Domestic Partnership" means long-term committed relationship of indefinite duration with a
person which meets the following criteria:
(i) You and your Domestic Partner have lived together for at least six (6) months;
(ii) Neither you nor your Domestic Partner is married to anyone else or has another domestic

partner;
(iii) Your Domestic Partner is at least eighteen (18) years of age and mentally competent to

consent to contract;
(iv) Your Domestic Partner resides with you and intends to do so indefinitely;
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(v) You and your Domestic Partner have an exclusive mutual commitment similar to marriage;
and

(vi) You and your Domestic Partner are jointly responsible for each other's common welfare and
share financial obligations.

"Effective Date of Policy" means the date specified by the Policyholder in the Benefit Program
Application or other appropriate document.

"Eligible Charge" means (1) in the case of a Provider which has a written agreement with the
Plan to provide care to a Covered Person at the time Covered Services are rendered, such
Provider's Claim Charge for Covered Services and (2) in the case of a Provider which does not
have a written agreement with the Plan to provide care to a Covered Person at the time Covered
Services are rendered, either of the following charges for Covered Services as determined at the
discretion of the Plan:
(a) the charge which the particular Participating Prescription Drug Provider or facility usually

charges a Covered Person for Covered Services, or
(b) the agreed upon cost between the Participating Prescription Drug Provider and the Plan for a

prescription drug, whichever is lower.

"Eligible Person" means an employee of the Policyholder as defined in the Benefit Program
Application or other appropriate document.

"Eligibility Date" means the date, as determined in the Benefit Program Application, on which an
Enrollee becomes eligible for coverage under the Policy.

"Enrollee" means an Eligible Person who has applied for coverage under the Policy and to whom
the Plan has directly or indirectly issued an identification card bearing the group number of the
Policyholder.

"Family Coverage" means coverage for an Enrollee and one or more other Covered Persons
under the Policy.

"Group Number(s)" means the number(s) specified on behalf of the Policyholder in the Benefit
Program Application or other appropriate document.

"lndividual Goverage" means coverage under the Policy for the Enrollee only.

"lndividual Practice Association (lPA)" means a partnership, association, corporation or other
legal entity which delivers or arranges for the delivery of health care services through providers it
has contracted with or othenrvise made arrangements with to furnish such health care services.

"lnsured" means the Enrollee.

"Limiting Age" means the age specified in the Benefit Program Application at which coverage is
automatically terminated for covered unmarried children.

"Medicare" means the programs established by Title XVlll of the Social Security Act (42 U.S.C.
1395 et seq.).

"Medicare Secondary Payer" or "MSP" means those provisions of the Social Security Act set
forth in 42 U.S.C. w1395 y (b), and the implementing regulations set forth in 42 C.F.R. Part 41 1, as
amended, which regulate the manner in which certain employers may offer group health care
coverage to Medicare-eligible employees, their spouses and, in some cases, dependent children.

"Participating lPA" means any IPA which has in force a contract or agreement with the Plan to
provide professional and ancillary services to Covered Persons enrolled under the Policy.

"Plan" means Blue Cross and Blue Shield of lllinois, a Division of Health Care Service
Corporation, a Mutual Legal Reserve Company (Blue Cross and Blue Shield of lllinois).

"Policy" means this Group Administration Document between the Plan and the Policyholder,
including any addenda attached hereto, the Certificate Booklet, the Benefit Program Application or
other appropriate document; the benefit program and premium notification letter, if any; Change
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Form, if any; the applicable rate summary(ies), if any; and the. lndividual Applications, if any, of the
Enrollees, and the lndividual Applications, if any, of the Enrollees.

"Policyholder" means the (1) employing entity [corporation, partnership, sole proprietor or other
employerl, (2) association, or (3) trust which has executed the Benefit Program Application or other
appropriate document for the Policy. An ERISA Health Benefit Program may not be a Policyholder
hereunder, but a sponsor of or trust implementing an ERISA Health Benefit Program may be a
Policyholder hereunder.

"Provider" means any health care facility, person or entity duly licensed to render Covered
Services to a Covered Person.
(a) "Plan Provider" means a Provider which has a written agreement with the Plan to provide

services to Covered Persons at the time services are rendered to a Covered Person.
(b) "Non-Plan Provider" means a Provider which does not meet the definition of Plan Provider

unless otherwise specified in the definition of a particular Provider.
(c) "Medicare Participating Provider" means a Provider which has been certified by the

Department of Health and Human Services for participation in the Medicare Program.

"Service Charges" means fees paid by the Policyholder to the Plan for the processing of Claims
and administrative and other services provided to the Policyholder. However, the term "Service
Charges" shall also mean prescription drug rebate credits applicable under the Policy.

"Service Mark" means the names BLUE CROSS and/or BLUE SHIELD and the associated logos,
along with all related or derivative marks including, but not limited to, any Blue Cross or Blue Shield
formulations or designs.

"Surcharges" means local, state or federal taxes, surcharges or other fees or amounts, including,
but not limited to amounts due in connection with the Health lnsurer Fee and the Reinsurance Fee
(defined above), paid by the Plan which are imposed upon or resulting from the Policy, or are
otherwise payable by the Plan. Surcharges may or may not be related to a particular claim for
benefits.

XI!I. NOTICE OF ANNUAL MEETING

The Policyholder is hereby notified that it is a Member of Health Care Service Corporation, a
Mutual Legal Reserve Company, and is entitled to vote either in person, by its designated
representative or by proxy at all meetings of Members of said Company. The annual meeting is
held at its principal office at 300 East Randolph Street, Chicago, lllinois each year on the last
Tuesday in October at 12:30 p.m.

For purposes of the aforementioned paragraph the term "Member" means the group, trust,
association or other entity to which this Policy has been issued. lt does not include lnsureds or
Covered Persons under the Policy. Further, for purposes of determining the number of votes to
which the Policyholder may be entitled, any reference in the Policy to "premium(s)" shall mean
"charge(s)."
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EXHIBIT 7

HMO 151.PLUS GRANDFATHERED GROUP ADMINISTRATION
DOCUMENT

(This Exhibit is applicable when the County elects HMO fully insured
funding for its benefit plan(s) as described in the Professional Service

Agreement, to which this GAD is attached.)

WHEREAS, the Policyholder has purchased health care insurance from Blue Cross and
Blue Shield of tltinois, a Division of Health Care Service Gorporation, a Mutual Lega!
Reserue Company (hereinafter referred to as the "Plan") and has executed a Benefit
Program Application; and
WHEREAS, the Benefit Program Application establishes the Group Numbe(s) of the
Policyholder under the Policy and the Effective Date of the Policy; and
WHEREAS, the Plan hereby accepts such Benefit Program Application, subject to the
financial and administrative relationships and responsibilities of both parties for the purpose
of providing health care benefits on behalf of eligible Covered Persons;
NOW, THEREFORE, the following provisions shall govern the relationship between the Plan
and the Policyholder:

I. ENTIRE POLICY AND CHANGES TO THE POLICY
This Group Administration Document, including the addenda, if any, attached hereto;
the Professional Service Agreement, the Certificate Booklet; the Benefit Program
Application; the benefit program and premium notification letter, if any; the Benefit
Program Application Change Form, if any; the applicable rate summary(ies), if any; and
the lndividual Applications, if any, of the Covered Persons constitute the entire contract
of insurance. All statements made by the Policyholder and Covered Persons shall, in
the absence of fraud, be deemed representations and not warranties, and no such
statements shall be used in defense to a claim under the Policy, unless it is contained in

a written application. No change in the Policy shall be valid until approved by an
executive officer of the Plan and unless such approval is endorsed hereon or attached
hereto. No agent has authority to change the Policy or to waive any of its provisions.
The issuance of this Group Administration Document supersedes all previous
HMO 151-Plus Grandfathered contracts or policies between the Policyholder and
the Plan which are in force on the Effective Date of this Group Administration
Document.

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company,

an Independent Licensee ofthe Blue Cross and Blue Shield Association
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CERTIFICATE BOOKLETS
The Plan will issue a Certificate Booklet directly to each Enrollee; such Certificate
Booklet will state the benefits, limitations, exclusions and requirements of the Policy. A
Certificate Booklet also will be included as part of the Policy issued to the Policyholder.

PREMIUM PROVISIONS
A. Premium Rates

1. On the Effective Date of Policy, the lndividual Coverage Premium (Enrollee
only) and, when applicable, the Family Coverage Premium (Enrollee and one
or more dependents) shall be the amounts specified in the Benefit Program
Application; a benefit program and premium notification letter, if any; or
applicable rate summary(ies), if any, which shall be attached hereto and made
a part of this Group Administration Document. Subsequent changes to the
lndividual and/or Family Coverage Premiums shall be specified in the Benefit
Program Application; a benefit program and premium notification letter, if any;
or applicable rate summary(ies) if any, which shall be attached hereto and
made a part of the Policy.

2. lf Enrollee contributions for coverage are not required, the Policyholder agrees
that all Eligible Persons will become covered and such persons will make no
contributions toward the cost of the coverage. lf Enrollee contributions for
coverage are required, the Policyholder agrees to give all Eligible Persons an
opportunity to subscribe to the coverage and further agrees to pay the required
premiums to the Plan and provide for the collection of any contributions from
the persons to be covered through payroll withholding or otherwise. The term
"Eligible Persons" as used herein shall mean, at a minimum, the percentage of
enrolled eligible employees required for policy issuance and renewal, if any,
specified on the Benefit Program Application.

B. Payment of Premiums
The first premium payment is due on the Effective Date of the Policy. Subsequent
premium payments are due and payable on the due date, which is the first day of
each Premium Period. The Premium Period is specified in the Benefit Program
Application.

C. Premium Gomputation
1. The premium payment due for the Policy on any premium due date is the

aggregate amount composed of the lndividual and Family Coverage premiums
for all Enrollees covered for the benefits provided under the Policy, as
specified in the Benefit Program Application; the benefit program and premium
notification letter, if any; or applicable rate summary(ies), if any. Further, if an
Eligible Person becomes a Covered Person during a Premium Period or if a
Covered Person's coverage is terminated during a Premium Period, the Plan
will determine the premium due for such Covered Person for such period.

2. The Plan may establish a new premium for any of the individual or aggregate
benefits of the Policy on any of the following dates or occurrences, upon which
further premium payments, including the one then due, will be computed:
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a. Any Policy anniversary, provided that the Plan notifies the Policyholder of
such new premium at least thirty (30) days prior to such date;

b. Any premium due date, provided the Plan notifies the Policyholder of such
new premium at least thirty (30) days in advance of such premium due
date;
Whenever the benefits under the Policy are changed;
Whenever a class of persons is made eligible or is eliminated from
eligibility;

e. Whenever the Plan is obligated to pay any new taxes, Surcharges or other
fees imposed upon or resulting from the Policy including, but not limited to,
premium taxes or taxes on the Plan's benefits or services provided under
the Policy; and

f. Whenever there is a legislative or regulatory mandate or requirement for a
change in benefits which would require additional premium.

3. lf the age of a Covered Person under the Policy upon which a particular
premium is based has been misstated, the Policyholder shall be responsible
for paying the Plan an adjusted amount which will provide the Plan with the
correct premium calculated from the Coverage Date of the particular Covered
Person.

4. Premium rates are based upon the amount of taxes, fees, Surcharges or other
amounts currently in effect by various governmental agencies. lf the amount of
taxes, fees, Surcharges or other amounts which the Plan is required to pay or
remit are increased during the Plan Year, the Plan reserves the right, at its
option, to charge Policyholder for such amounts or adjust the Premium rates to
reflect such increase, on the effective date of such increase. Upon request,
Policyholder shall furnish to the Plan in a timely manner all information
necessary for the calculation or administration of any such taxes, fees,
Surcharges or amounts.
Policyholder is hereby notified that beginning in 2014, the Affordable Care Act
(ACA) requires that covered entities providing health insurance ("health
insurer") pay an annual fee to the federal government (the "Health lnsurer
Fee"). The amount of this fee for a calendar year will be determined by the
federal government and involves a formula based in part on a health insurer's
net premiums from the preceding calendar year. ln addition, ACA provides for
the establishment of temporary transitional reinsurance program(s) that will run
from 2014 through 2016 and will be funded by reinsurance contributions
("Reinsurance Fee") from health insurance issuers and self-funded group
health plans. Federal and state governments will provide information as to how
the Reinsurance Fee is calculated. Beginning with your bill for January 1,2014
coverage, your premium will be adjusted to reflect the effects of the Health
lnsurer Fees and the Reinsurance Fees.

D. Grace Period and Termination for Non-Payment
1. A grace period of two (2) months will be allowed for payment of any premium

after the first payment. During such grace period the Policy will continue in
force provided that the Policyholder has not, prior to the premium due date,

c.
d.
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given adequate timely written notice to the Plan that the Policy is to be
terminated as of such premium due date.

2. lf the Policyholder does not pay the premium during the grace period, the
Policy may be terminated, at the Plan's option, and the Policyholder will be
liable to the Plan for the payment of all premiums then due, including those for
the grace period. The foregoing notwithstanding, the County will have ten (10)
days from the date of the Plan's written notice of default of payment to cure.

E. Experience Rating Refunds 'Applicable to Premium Retrospective Funding
Arrangements Only
1. The Policyholder may be eligible for experience refunds as ascertained and

apportioned by the Plan at each Policy anniversary date, provided the Policy
has been continued in force by payment of all premiums to the anniversary
date. The Plan will reasonably determine the distribution of the experience
refunds unless othenruise agreed upon between the Plan and the Policyholder.
However, the Plan will have no liability to the Policyholder, or any of the
Covered Persons under the Policy, or any other person or entity for any
alleged or actual improper use or application of such experience refunds.

2. lf at any time the aggregate of any individual contributions made under the
Policy exceeds the aggregate of premiums paid under the Policy (after giving
effect to any experience reduction), such excess will be applied by the
Policyholder for the sole benefit of Enrollees, but the Plan will have no liability
for any alleged or actual misapplication of such excess.

IV. GENERAL PROVISIONS

A. The Plan's Separate FinancialArrangements with Providers
The Policyholder's experience account under the Policy, if any, shall be calculated
on the basis of the Provider's Charge for Covered Services rendered to a Covered
Person, irrespective of any separate financial arrangement between any Plan
Provider and the Plan as referred to below.
The Plan hereby informs the Policyholder and all Covered Persons that it has
contracts with certain Providers ("Plan Providers") for the provision of, and
payment for, health care services to all persons entitled to health care benefits
under individual ce(ificates and group policies and contracts to which the Plan is a
party, including the Covered Persons under the Policy. Pursuant to the Plan's
contracts with Plan Providers, under certain circumstances described therein, the
Plan may receive substantial payments from Plan Providers with respect to
services rendered to all such persons for which the Plan was obligated to pay the
Plan Provider, or the Plan may pay Plan Providers substantially less than their
Claim Charges for services, by discount or otherwise, or may receive from Plan
Providers other substantial allowances under the Plan's contracts with them. The
Policyholder understands that the Plan may receive such payments, discounts
and/or other allowances during the term of the Policy. Neither the Policyholder nor
Covered Persons hereunder are entitled to receive any portion of any such
payments, discounts and/or other allowances as part of any experience rating
refund, if applicable to the Policy, or otherwise. The existence or anticipation of
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such discounts or allowances are factored into the premiums, which are given to
the Policyholder in advance. Any copayments and/or deductibles payable by a
Covered Person are pre-determined fixed amounts, based upon the selected
benefit plan, which are not impacted by any discounts or contractual allowances
which the Plan may receive from a Provider.

The Plan's Separate F inancial Arrangements Regard ing Prescri ption Drugs
1. The Plan's Separate Financial Arrangements with Participating Prescription

Drug Providers
The Policyholder's experience account under the Policy, if any, and all required
Copayment and Coinsurance amounts under this Policy shall be calculated on
the basis of the Provider's Eligible Charge or the agreed upon cost between
the Participating Prescription Drug Provider, as defined below, and the Plan,
whichever is less.
The Plan hereby informs the Policyholder and all Covered Persons that it has
contracts, either directly or indirectly, with prescription drug providers
("Participating Prescription Drug Providers") for the provision of, and payment
for, prescription drug services to all persons entitled to prescription drug
benefits under individual certificates, group health insurance policies and
contracts to which the Plan is a party, including the Covered Persons under the
Policy, and that pursuant to the Plan's contracts with Participating Prescription
Drug Providers, under certain circumstances described therein, the Plan may
receive discounts for prescription drugs dispensed to Covered Persons under
the Policy.
The Policyholder understands that the Plan may receive such discounts during
the term of the Policy. Neither the Policyholder nor Covered Persons
hereunder are entitled to receive any portion of any such discounts in excess
of any amount that may be reflected in the premium specified on the Benefit
Program Application; a benefit program and premium notification letter, if any;
or applicable rate summary(ies), if any, as part of any experience rating refund,
if applicable to this policy, or otherurise.

2. The Plan's Separate Financial Arrangements with Pharmacy Benefit Managers
The Plan hereby informs the Policyholder and all Covered Persons that it owns
a significant portion of the equity of Prime Therapeutics LLC and that the Plan
has entered into one or more agreements with Prime Therapeutics LLC or
other entities (collectively referred to as "Pharmacy Benefit Managers"), for the
provision of, and payment for, prescription drug benefits to all persons entitled
to prescription drug benefits under individual certificates, group health
insurance policies and contracts to which the Plan is a party, including the
Covered Persons under the Policy. Pharmacy Benefit Managers have
agreements with pharmaceutical manufacturers to receive rebates for using
their products. Pharmacy Benefit Managers may share a portion of those
rebates with the Plan.
The Policyholder understands that the Plan may receive such rebates during
the term of the Policy. Neither the Policyholder nor Covered Persons
hereunder are entitled to receive any portion of any such rebates in excess of
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any amount that may be reflected in the premium specified on the Benefit
Program Application; a benefit program and premium notification letter, if any;
or applicable rate summary(ies), if any, as part of any experience rating refund,
if applicable to this policy, or othenvise.

C. INTER.PLAN ARRANGEMENTS
1. Out-of-Area Services

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service
Corporation (herein called "the Plan") has a variety of relationships with other Blue
Cross and/or Blue Shield Licensees referred to generally as "lnter-Plan
Arrangements." These lnter-Plan Arrangements operate under rules and
procedures issued by the Blue Cross Blue Shield Association ("Association").
Whenever Covered Persons access healthcare services outside the geographic
area the Plan serves, the claim for those services may be processed through one
of these lnter-Plan Arrangements. The lnter-Plan Arrangements available to
Covered Persons under this contract are described generally below.
Typically, when accessing care outside the geographic area the Plan serves,
Covered Persons obtain care from healthcare Providers that have a contractual
agreement (i.e., are "participating Providers") with the local Blue Cross and/or Blue
Shield Licensee in that other geographic area ("Host Blue"). ln some instances,
Covered Persons may obtain care from non-participating healthcare Providers. The
Plan's payment practices in both instances are described below.
The Plan covers only limited healthcare services received outside of the Plan's
service atea. As used in this section, "Out-of-Area Covered Healthcare
Services" include Emergency Care, Urgent Care, follow-up care obtained outside
the geographic area the Plan serves. Any other services will not be covered when
processed through any lnter-Plan Arrangements, unless authorized by the
Covered Person's Primary Care Physician ("PCP"). Any other services will not be
covered when processed through any lnter-Plan Arrangements, unless authorized
by the Covered Person's Primary Care Physician ("PCP") or Women's Principal
Health Care Provider ("WPHCP").

2. Bluecard@ Program
The BlueCard@ Program is an lnter-Plan Arrangement. Under this
Arrangement, when Covered Persons access Out-of-Area Covered Healthcare
Services within the geographic area served by a Host Blue, the Plan will remain
responsible to the Policyholder for fulfilling the Plan's contractual obligations.
The Host Blue will be responsible for providing such services as contracting
and handling substantially all interactions with its participating healthcare
Providers.
The financial terms of the BlueCard Program are described generally below.
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lf Covered Persons experience a Medical Emergency while traveling outside
the Blue Cross and Blue Shield of lllinois service area, go to the nearest
Emergency, Urgent Care facili$, or other licensed Provider.
Liability Calculation Method Per Claim
Unless subject to a fixed dollar copayment, the calculation of the Covered
Person's liability on claims for Out-of-Area Covered Healthcare Services
processed through the BlueCard Program will be based on the lower of the
healthcare Provider's billed charges for Covered Services or the negotiated
price made available to the Plan by the Host Blue.
Host Blues determine a negotiated price, which is reflected in the terms of
each Host Blue's healthcare Provider contracts. The negotiated price
made available to the Plan by the Host Blue may represent one of the
following::
(1) an actual price. An actual price is a negotiated rate of payment in

effect at the time the claim is processed without any other
increases or decreases, or

(2) an estimated price. An estimated price is a negotiated rate of
payment in effect at the time the claim is processed, reduced or
increased by a percentage to take into account certain
payments negotiated with the Provider and other claim- and non-
claim-related transactions. Such transactions may include, but are
not limited to, anti-fraud and abuse recoveries, Provider refunds
not applied on a claim-specific basis, retrospective settlements,
and performance-related bonuses or incentives; or

(3) an average price. An average price is a percentage of billed
charges for Covered Services in effect at the time a claim is
processed representing the aggregate payments negotiated by
the Host Blue with all of its healthcare Providers or a similar
classification of its Providers and other claim- and non-claim-
related transactions. Such transactions may include the same ones
as noted above for an estimated price.

Host Blues determine whether or not they will use an actual, estimated or
average price. The use of estimated or average pricing may result in a
difference (positive or negative) between the price the Policyholder pays on a
specific claim and the actual amount the Host Blue pays to the provider.

However, the BlueCard Program requires that the amount paid by the
Covered Person is a final price; no future price adjustment will result in
increases or decreases to the pricing of past claims.
Return of Overpayments
Recoveries of overpayments from a Host Blue or its participating and
nonparticipating healthcare Providers can arise in several ways,
including, but not limited to, anti-fraud and abuse recoveries, healthcare
Provider/hospital audits, credit balance audits, utilization review refunds,
and unsolicited refunds. Recovery amounts determined in these ways will
generally require correction on a claim-by-claim or prospective basis. lf
recovery amounts are passed on a claim-by-claim basis from a Host Blue
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to the Plan, they will be credited to Policyholder account.
ln some cases, the Host Blue will engage a third party to assist in
identification or collection of recovery amounts. The fees of such a third
party may be charged to the Policyholder as a percentage of the
recovery.
The Plan hereby informs the Policyholder, and the Policyholder
acknowledges, that the Plan's and the Host Blue's Provider contracting
arrangements, operational practices and procedures, and the policies and
procedures governing ITS software used to process Claims for services
rendered by the Plan's and the Host Blue's Providers may result in minor
deviations in Claim processing and/or pricing of claims for the same
services.

3. Non-Participating Healthcare Providers Outside the Plan's Service Area
For non-participating healthcare Providers outside the Plan's service area, please
refer to the corresponding section in the benefit booklet issued to Covered
Persons under this Certificate.

4. BlueCard Worldwide@ Progr",
General lnformation
lf Covered Persons are outside the United States, the Commonwealth of Puerto
Rico and the U.S. Virgin lslands (hereinafter: "BlueCard service area"), they may

be able to take advantage of the BlueCard Worldwide@ Program when accessing
Covered Services. The BlueCard Worldwide Program is unlike the BlueCard
Program available in the United States, the Commonwealth of Puerto Rico and
the U.S. Virgin lslands in certain ways. For instance, although the BlueCard
Worldwide Program assists Covered Persons with accessing a network of
inpatient, outpatient and professional Providers, the network is not served by a
Host Blue. As such, when Covered Persons receive care from Providers outside
the United States, the Commonwealth of Puerto Rico and the U.S. Virgin lslands,
the Covered Persons will typically have to pay the Providers and submit the claims
themselves to obtain reimbursement for these services.

lnpatient Services
ln most cases, if Covered Persons contact the BlueCard Worldwide Service
Center for assistance, hospitals will not require Covered Persons to pay for
covered inpatient hospital services, except for their cost-share
amounts/deductibles, coinsurance, etc. ln such cases, the BlueCard Worldwide
Program contracting hospital will submit Covered Persons claims to the BlueCard
Worldwide Service Center to initiate claims processing. However, if the Covered
Person paid in full at the time of service, the Covered Person must submit a claim
to obtain reimbursement for Covered Services.

Outpatient Services
Physicians, urgent care centers and other outpatient Providers located outside the
BlueCard service area will typically require Covered Persons to pay in full at the
time of service. Covered Persons must submit a claim to obtain reimbursement for
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Covered Services.
General lnformation
lf Covered Persons are outside the United States, the Commonwealth of Puerto
Rico and the U.S. Virgin lslands (hereinafter: "BlueCard service area"), they may

be able to take advantage of the BlueCard Worldwide@ Program when accessing
Covered Services. The BlueCard Worldwide Program is unlike the BlueCard
Program available in the United States, the Commonwealth of Puerto Rico and
the U.S. Virgin lslands in certain ways. For instance, although the BlueCard
Worldwide Program assists Covered Persons with accessing a network of
inpatient, outpatient and professional Providers, the network is not served by a
Host Blue. As such, when Covered Persons receive care from Providers outside
the United States, the Commonwealth of Puerto Rico and the U.S. Virgin lslands,
the Covered Persons will typically have to pay the Providers and submit the claims
themselves to obtain reimbursement for these services.

lnpatient Services
ln most cases, if Covered Persons contact the BlueCard Worldwide Service
Center for assistance, hospitals will not require Covered Persons to pay for
covered inpatient hospital services, except for their cost-share
amounts/deductibles, coinsurance, etc. ln such cases, the BlueCard Worldwide
Program contracting hospitalwill submit Covered Persons claims to the BlueCard
Worldwide Service Center to initiate claims processing. However, if the Covered
Person paid in full at the time of service, the Covered Person must submit a claim
to obtain reimbursement for Covered Services.

Outpatient Services
Physicians, urgent care centers and other outpatient Providers located outside the
BlueCard service area will typically require Covered Persons to pay in full at the
time of service. Covered Persons must submit a claim to obtain reimbursement for
Covered Services.

Submitting a BlueGard Worldwide Claim
When Covered Persons pay for Covered Services outside the BlueCard service
area, they must submit a claim to obtain reimbursement. For institutional and
professional claims, Covered Persons should complete a BlueCard Worldwide
lnternational claim form and send the claim form with the Provider's itemized
bill(s) to the BlueCard Worldwide Service Center (the address is on the form) to
initiate claims processing. The claim form is available from the Plan, the BlueCard
Worldwide Service Center or online at irvwur.bluecardworldwide.com. lf Covered
Persons need assistance with their claim submissions, they should call the
BlueCard Worldwide Service Center at 1.800.8't0.BLUE (2583) or call collect at
1 .804.673.1177 ,24 hours a day, seven days a week.

D. Records of Covered Person Eligibility and Adjustments
1. The Policyholder must furnish to the Plan data as may be required by the Plan

regarding the Covered Persons who are to be covered under the Policy. Such
data may include, without limitation, a list of Covered Persons who are to be
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covered under the Policy and completed application cards of the Enrollees and
information required by the Plan to identify dual coverage situations which are
subject to Medicare Secondary Payer ("MSP") laws. lt is the Policyholder's
obligation to notify the Plan no later than thirty-one (31) days after the effective
date of any change in a Covered Person's status under the Policy. All such
notifications by the Policyholder to the Plan (including, but not limited to, forms
and tapes) must be furnished in a format approved by the Plan and must
include all information reasonably required by the Plan to effect such changes.
Minor clerical errors in keeping or reporting data relative to coverage under the
Policy will not invalidate coverage which would otherwise be validly in force or
continue coverage which would otherwise validly terminate. Examples of such
minor clerical errors include, but are not limited to, errors appearing in an
individual's name, address, or birth date as well as typographical errors which
may materially affect an individual's coverage under the policy. lt is further
understood and agreed that the Policyholder is liable for any substantive error
made by the Policyholder in keeping or reporting data which may materially
affect an individual's coverage under the policy and for any benefits paid for a
terminated Covered Person if the Policyholder had not timely notified the Plan
of such Covered Person's termination.

2. No waiting period may exceed ninety (90) days unless permitted by applicable
law. lf the Plan's records show that Policyholder has a waiting period that
exceeds the time period permitted by applicable law, then the Plan reserves
the right to begin a Covered Person's coverage on a date that the Plan believes
is within the required period.

3. During the term of the Policy and within one hundred eighty (180) days after
the termination of the Policy, the Plan may, upon at least thirty (30) days prior
written notice to the Policyholder, conduct reasonable audits of the
Policyholder's membership records with respect to eligibility.

4. The Policyholder shall be liable to the Plan and its employees and agents for
any loss, damage, expense (including, but not limited to, reasonable attorneys'
fees and costs) or liability that may arise from or in connection with untimely
and/or inaccurate data provided by the Policyholder to the Plan or data
furnished by the Policyholder to the Plan in a format not approved by the Plan.

New Enrollees
There shall be added from time to time to the group or class originally covered
under the Policy, all new employees of the employer, members of the association
or employees of members eligible for coverage and applying for coverage in such
group or class in accordance with the terms of the Policy.

Termination of a Covered Person's Coverage
1. lf an Enrollee, with or without cause, ceases to be an Eligible Person, such

Enrollee's coverage (and the coverage of other Covered Persons under Family
Coverage) will automatically terminate at the expiration of the period for which
the premium has been paid.

2. lf a Covered Person ceases to meet the definition of Covered Person, such
Covered Person's coverage will automatically terminate on the date that the
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event occurs which causes the Covered Person to no longer meet this
definition. However, if such date falls within a period for which premiums have
been accepted by the Plan for such Covered Person, coverage will
automatically terminate at the expiration of the period for which the premium
has been paid.

3. A Covered Person's coverage under the Policy will automatically terminate at
the expiration of the Premium Period in which such Covered Person becomes
eligible for Medicare except for those benefits, if any, which are specifically
provided under the Policy for Medicare-eligible Covered Persons and coverage
required in accordance with MSP laws.

4. Termination of the Policy automatically terminates all the coverages of all
Covered Persons. lt is the responsibility of the Policyholder to notify all
Covered Persons of the termination of the Policy, but all coverages will
automatically terminate as of the effective date of termination of the Policy
regardless of whether such notice is given.

5. No benefits are available to a Covered Person for services or supplies
rendered after the date of termination of such Covered Person's coverage
under the Policy except as otherwise specifically provided in Benefit Sections
of the Certificate Booklet.

6. lf a Covered Person whose insurance terminates is entitled to exercise the
conversion privilege specified in the Conversion Privilege section of the
Certificate Booklet, it is the Policyholder's responsibility to present written
notice of the existence of the conversion privilege to the Enrollee or to mail
such notice to the Enrollee's last known address.

Disenrollment from a Participating IPA
A Participating IPA may request that an Enrollee be removed from the rolls of that
Participating lPA. Such request must be made to the Plan, in writing, and specify
the reasons for the request. ln no case will the health status of a Covered Person
or the type, amount or cost of services required be accepted by the Plan as
sufficient cause for such removal. When other reasons for removal are presented
and substantiated by the Participating lPA, the Enrollee will be offered, within thirty
(30) days of Plan acceptance of the request for removal, enrollment in any other
Participating IPA (with capacity to receive such enrollment) or enrollment in any
other health care coverage then being provided by the Policyholder, subject to the
terms and conditions of such other coverage. Should such Enrollee decide to enroll
in another Participating lPA, written notice of that decision must be received by the
Plan within thirty (30) days of the Enrollee's having received the offer. Failure to
respond to the Plan within thirty (30) days will result in termination of the Enrollee's
coverage under the Policy.

Failure of a Participating IPA to Perform Under lts Contract
ln the event that a Participating IPA should fail to perform under the terms of its
contract with the Plan, as determined by the Plan, or fail to renew its contract with
the Plan, the benefits of the Policy will be provided to the Covered Persons enrolled
with that Participating IPA for Covered Services received from other Providers
limited to Covered Services received during a thirty (30) day period beginning on
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the date of the Participating IPA's failure to perform or failure to renew its contract
with the Plan. During this thirty (30) day period, the Enrollees of that Participating
IPA will be given the option of (i) enrolling with any other Participating IPA which
then has the capacity for such enrollment, or (ii) transferring to any other health
care coverage then being offered by the Policyholder, subject to the terms and
conditions of such other coverage. Such transferred enrollment or coverage will be
effective thirty-one (31) days from the date the Participating IPA failed to perform or
failed to renew its contract with the Plan.

Notice and Proof of Claim
1. The Plan will not be liable under the Policy unless a Claim for benefits on

account of the rendering of Covered Services is furnished to the Plan at its
office at 300 East Randolph Street, Chicago, lllinois, on or before December
31st of the calendar year following the year in which Covered Services were
rendered. For purposes of this paragraph, Covered Services furnished in the
last month of a particular calendar year shall be considered to have been
furnished in the succeeding calendar year.

2. Upon written request to the Plan, the Enrollee will be provided with the forms
necessary for filing Claims under the Policy. lf such forms are not furnished
within fifteen ('15) days of the Plan's receipt of such request, the Enrollee shall
be deemed, with respect to the particular Claim, to have complied with the
requirements of the Policy pertaining to Claim forms upon submitting to the
Plan within the time limit specified above for filing Claims, written notice
including the Covered Person's name, age, sex and identification card number,
the name and address of the Provider, the diagnosis or diagnoses, a specific
itemized statement of the services rendered, including all dates of service, and
the Claim Charge. An expense will be considered to have been incurred on the
date the service or supply for which the Claim is made was rendered or
received.

3. Failure to furnish a Claim to the Plan within the time limit specified above for
filing Claims shall not invalidate or reduce any Claim if it were not reasonably
possible to furnish the Claim within such time limit, provided such Claim is
furnished to the Plan, as soon as possible and in no event, except in the
absence of legal capacity, later than one (1) year from the time the Claim is
otherwise required.

Payment of Claims and Assignment of Benefits
All benefit payments may be made by the Plan directly to any Provider
furnishing the Covered Services for which such payment is due, and the Plan is
authorized by each Covered Person to make such payments directly to such
Providers. However, the Plan reserves the right to pay any benefits that are
payable under the terms of this Policy directly to the Covered Person, unless
reasonable evidence of a properly executed and enforceable Assignment of
Benefit Payment has been received by the Plan sufficiently in advance of the
Plan's benefit payment. The Plan reserves the right to require submission of a
copy of the Assignment of Benefit Payment.

J.
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Once Covered Services are rendered by a Provider, Covered Persons have no
right to request that the Plan not pay the Claim submitted by such Provider and
no such request will be given effect. ln addition, the Plan will have no liability to
the Covered Person or any other person because of its rejection of such
request.
Except for the assignment of benefit payment described above, neither this
policy nor a Covered Person's Claim for payment of benefits under this policy is
assignable in whole or in part to any person or entity at any time, and coverage
under this Policy is expressly non-assignable and non-transferable and will be
forfeited if the Covered Person attempts to assign or transfer coverage or aid or
attempt to aid any other person in fraudulently obtaining coverage.

Covered Person/Provider Relationship
1. The choice of a Provider is solely the choice of the Covered Person and the

Plan will not interfere with the Covered Person's relationship with any Provider.
2. lt is expressly understood that the Plan does not itself undertake to provide

health care services, but solely to arrange for the provision of health care
services and make payments to Providers for the Covered Services received
by Covered Persons. The Plan is not in any event liable for any act or omission
of any Provider or the agent or employee of such Provider, including, but not
limited to, the failure or refusal to render services to a Covered Person.
Professional services are not provided by the Plan and can only be legally
performed by a Provider. Any contractual relationship between a Provider and
the Plan shall not be construed to mean that the Plan is providing professional
service.

3. Each Provider provides Covered Services only to Covered Persons and does
not deal with or provide any services to any Policyholder (other than as an
individual Covered Person) or any Policyholder's ERISA Health Benefit
Program.

Agency Relationships
Nothing in the Policy shall be construed to constitute the Policyholder as an agent
of the Plan. The Policyholder is the agent of the Covered Persons.

Medicare Secondary Payer ("MSP") Provisions
1. The MSP Law

The Policyholder has certain obligations under the Medicare Secondary Payer
(.MSP') statute.

a. Scope of the Statute:
The statutory requirements and rules for MSP coverage vary depending
on the basis for Medicare and employer group health plan ("GHP")
coverage, as well as certain other factors, including the size of the
employers sponsoring the GHP. ln general, Medicare pays secondary to
the following:
i. GHPs that cover individuals with end-stage renal disease ('ESRD")

during the first 30 months of Medicare eligibility or entitlement. This
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is the case regardless of the number of employees employed by the
employer or whether the individual has "current employment status."

ii. ln the case of individuals age 65 or over, GHPs of employers that
employ 20 or more employees if that individual or the individual's
spouse (of any age) has "current employment status." lf the GHP is

a multi-employer or multiple employer plan, which has at least one
participating employer that employs 20 or more employees, the MSP
rules apply even with respect to employers of fewer than 20
employees (unless the plan elects the small employer exception
under the statute).

iii. ln the case of disabled individuals under age 65, GHPs of employers
that employ 100 or more employees, if the individual or a member of
the individual's family has "current employee status." lf the GHP is a
multi-employer or multiple employer plan, which has at least one
participating employer that employs 100 or more employees, the
MSP rules apply even with respect to employers of fewer than 100
employees.

The rules for calculating the size of the employer are complicated, and
vary depending on numerous factors. ln determining whether the size
threshold has been met in any given case, the MSP statute and
regulations must be consulted.
Application of the statute depends not only on the size of the employer
but also, in certain cases, on whether the coverage provided under the
GHP is based on "current employment status," as defined in the MSP
statute and regulations.
The Non-Discrimination Provisions: Age and Disability:
The MSP statute prohibits GHPs from "taking into account" that an
individual covered by virtue of "current employment status" is entitled to
receive Medicare benefits as a result of age or disability. The statute
expressly requires GHPs to furnish to aged employees and spouses the
same benefits, under the same conditions, that they furnish to
employees and spouses under age 65. Thus, GHPs may not offer
coverage that is secondary to Medicare under a provision that "carves
out" Medicare coverage (commonly known as a "carve-out" policy), or
which supplements the available Medicare coverage (commonly known
as "Medicare supplemental" or "Medigap" policies), to individuals
covered by the provisions of the MSP statute relating to the working
aged and the disabled. By contrast, "Medigap" and secondary health
care coverage may appropriately be offered to retirees in this context
because the GHP coverage is not based on "current employment status,"
and thus the MSP provisions do not apply.
ESRD:
The MSP statute also prohibits a GHP from taking into account that an
individual is entitled to Medicare benefits as a result of ESRD during a
coordination period specified in the statute. This coordination period
begins with the first month the individual becomes eligible for or entitled

c.
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to Medicare based on ESRD and ends 30 months later. During this
period, the GHP must pay primary for all covered health care items or
services, while Medicare serves as the secondary payer. GHPs are
prohibited from offering secondary (i.e., "carve-out") or "Medigap"
coverage in this context.

d. Policyholder Obligations:
It is the obligation of the Policyholder to ensure that Covered Persons
covered by the MSP statute are not improperly enrolled in "carve-out" or
"Medigap" coverage under this Policy.

The New lnformation System
lmproved lnformation Gathering:
ln an effort to facilitate the processing of claims consistent with the
requirements of the MSP statute, and to assist in meeting the statutory
obligations, certain Blue Cross and Blue Shield Plans together with the
Centers for Medicare and Medicaid Services (.CMS"), formerly known as the
Health Care Financing Administration ("HCFA"), the federal government
agency which administers Medicare, are developing or have developed a new
enrollment and membership system. The system, also referred to as the "Data
Match," is aimed at obtaining, in a timely and current fashion, information
necessary for the Plan to identify dual coverage situations which fall within the
MSP statute, and to determine whether primary or secondary payment should
be made for a particular claim.
Under the system, the Plan will provide basic information to CMS about
individuals enrolled in GHPs who are also covered by Medicare so that CMS
can better detect dual coverage situations.
The Policyholder understands that the Plan may provide CMS periodically the
information identified below pertaining to Medicare-eligible Covered Persons
under the Policy. The Policyholder further agrees to cooperate and to require
and facilitate its employees'cooperation in supplying the Plan the following
information.

lnformation on Medicare-Eligible Covered Persons
. Beneficiary Name
o Date of Birth
. Sex
. Social Security Number
. Health lnsurance Claim Number (e.9., Medicare Number)
o Relationship to lnsured (e.9., lnsured, spouse of lnsured, child of

lnsured, other relationship to lnsured)
. Reason for Medicare Entitlement (e.9., age, disability or ESRD)
lnformation on lnsured
. lnsured Name
. Social Security Number
o lndividual Certificate Number of lnsured
. Current EmploymenURetirement Status
. Coverage Effective Date
o Coverage Termination Date
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primary/secondary MSP determinations depends on the breadth and accuracy
of the Plan's files concerning Covered Persons. The Policyholder agrees to
use best efforts in responding promptly and accurately to the Plan's requests
for information and to require and facilitate its employees' cooperation in

responding promptly and accurately to such requests.

Further, to assure the continuing accuracy of the Plan's files, the Policyholder
agrees that it is the Policyholder's responsibility to notify the Plan promptly of
any change in the size of the Policyholder's work force or status of its
employees that might effect the order of payment under the MSP statute, such
as information regarding working-aged persons who retire and changes in the
size of the Policyholder's work force that place it in, or take it out of, the scope
of the MSP statute. lf the Plan does not receive such information from the
Policyholder, the Plan will assume that all relevant faclors remain unchanged
and will process claims accordingly. The Policyholder acknowledges and
agrees that the Plan will be using the information provided by the Policyholder
and Covered Persons to update the Plan's files, and will also forward this
information to CMS so that CMS can revise its file to reflect relevant changes
in primary/secondary status.
The Plan may, in its sole discretion, discontinue its participation in the Data
Match system as described above. Nothing in this Policy shall be construed as
obligating the Plan to continue its participation in the Data Match system.

3. Disclosure Statement
The Policyholder acknowledges that the Plan has furnished it with a copy of a
pamphlet entitled "lnformation Regarding the Medicare Secondary Payer
Statute" (also referred to as the "Disclosure Statement"), prepared by the Blue
Cross and Blue Shield Association and reviewed by CMS, which administer
Medicare.

N. ERISA
This Section (N) applies to any Group Policy which implements any employee
welfare benefit plan as defined by Section 3 (2) of the Employee Retirement
lncome Security Act of 1974, as amended ("ERlSA").
1. The Policyholder (or (i) if the Policyholder is a trust, the grantor of such trust or

(ii) if the Policyholder is an association, each member of such association who
pays premiums under such Group Policy) has established and as sponsor
maintains pursuant to other written documents a health benefit program
("Policyholder's ERISA Health Benefit Program") through the purchase of
insurance for the benefit of its eligible employees or eligible members and their
dependents, which Policyholder's ERISA Health Benefit Program is an
"employee welfare benefit plan" within the meaning of ERISA. Notwithstanding
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anything contained in the employee welfare benefit plan document of the
Group (or any Group member, if the Group is an association), the Group
agrees that no allocation or delegation of any fiduciary or nonfiduciary
responsibilities under the employee welfare benefit plan of the Group (or any
Group member, if the Group is an association) is effective with respect to or
accepted by the Plan except to the extent specifically provided and accepted in

the Policy or as othenarise accepted in writing by the Plan. The administrator
under ERISA for a Policyholder's ERISA Health Benefit Program is the
Policyholder or such other persons (other than the Plan) appointed by the
Policyholder (or (i) if the Policyholder is a trust, by the grantor of such trust or
(ii) if the Policyholder is an association, by each member of such association
who pays premiums under such Group Policy). Nothing in a Policyholder's
ERISA Health Benefit Program will affect the obligations of the Plan with
respect to this Group Policy. The Plan will not be required to examine the
provisions of a Policyholder's ERISA Health Benefit Program or any related
trust agreement, or any modification, amendment or supplement thereto.

2. The Policy is a guaranteed benefit policy (as defined in Section 401 (b) (2) of
ERISA). The Policy is an asset of the Policyholder. No assets of the Plan or
amounts which have been paid to the Plan under the Policy are assets of or
under Policyholder's ERISA Health Benefit Program.

O. lNlTlAL PLAN PARTICIPATION REQUIREMENTS; Benefit Plan Status; Plan
Documents; Retaliation
It is the Policyholder's responsibility, prior to the Effective Date of the Policy (i) to
determine initial plan participation requirements and categories of coverage options
for employees, former employees, officers and directors in compliance with all
applicable law, including but not limited to discontinuing any waiting periods that
are longer than permitted by applicable law; (ii) to comply with nondiscrimination
requirements applicable to its benefit plan, including but not limited to those related
to highly compensated individuals; and (iii) to determine its regulatory status,
including but not limited to determining whether it meets the federal and state law
(as applicable) definitions of "small group", "large group", "MEWA", and/or
"Association". Policyholder will promptly notify the Plan of its determinations (and
any changes thereto) and will promptly notify the Plan when a person has satisfied
the initial participation requirements and also meets the definition of a Covered
Person under the Policy. ln addition, Policyholder (iv) is responsible for
establishing and/or amending its own plan documents as necessary; and (v) must
not retaliate against any employee for engaging in activities protected by applicable
law, including but not limited to receiving subsidized coverage under a qualified
health plan through an Exchange. ln no event will the Plan have responsibility for
such initial plan participation or plan status determinations or for Policyholder's plan
documents or its actual or alleged retaliation. Upon request, Policyholder will
provide the Plan with information to substantiate such determinations and
responsibilities. Policyholder shall be liable to the Plan and its employees and
agents for any loss, damage, expense (including, but not limited to, reasonable
attorneys' fees and costs) or liability resulting from the Policyholder's failure to carry
out its responsibilities or obligations as set forth in this Policy. lf a person is added
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to the Policy and later determined to have been ineligible, the Plan reserves the
right to terminate or rescind such person's coverage to the extent permitted by
applicable law.

lncontestability
After the Policy has been in force two (2) years from the date of its issue, no
statement of the Policyholder shall be used to void the Policy; and no statement by
any Enrollee shall be used to reduce or deny a Claim after the insurance coverage,
with respect to which a Claim has been made, has been in effect two (2) years or
more.

Limitations of Actions
No civil action shall be brought to recover under the Policy or any individual
certificate pursuant to the Policy, prior to the expiration of sixty (60) days after a
Claim has been furnished to the Plan in accordance with the requirements of the
Policy. No such action shall be brought after the expiration of three (3) years after
the time a Claim is required to be furnished to the Plan. No extension of the time
granted underthe "Notice and Proof of Claim" Provisions of the Policy shall in any
way extend this "Limitation of Actions" Provision.

Physical Examinations and Autopsy
The Plan at its own expense shall have the right and opportunity to examine the
person of a Covered Person when and as often as it may reasonably require during
the pendency of a Claim hereunder and to make an autopsy in case of death where
it is not forbidden by law.

Right To Recover Overpayments
lf the Plan has made any overpayment of benefits under this Policy, including but
not limited to duplicate payments or payments made for services or supplies that
fall within the Exclusions sections of the Certificate Booklet or are not Covered
Services under the Certificate Booklet, the Plan shall have the right to recover the
amount of such overpayment from you or anyone to whom such overpayment was
made on your behalf.
You are required to furnish any information or assistance and to provide any
documents that the Plan may request in order to recover overpayments under this
provision

Right to Recovery
The Plan is assigned the right to recover from the third party, or his or her insurer,
to the extent of the benefits paid by the Plan for that sickness or lnjury. You are
required to furnish any information or assistance or provide any documents that the
Plan may reasonably require in order to obtain its rights under this provision. This
provision applies whether or not the third party admits liability.
lnformation and Medical Records
1. All Claim information, including, but not limited to, medical records, received by

the Plan in the performance of its duties hereunder will be kept confidential by
the Plan and except for reasonable necessary use by the Plan in connection

o.
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with the performance of its duties hereunder, the Plan shall not disclose such
confidential Claim information without the authorization of the Covered Person
or as otheruvise required or permitted by applicable law.

2. The Plan may release to the Policyholder Claim information regarding the
provision of Covered Services to Covered Persons and copies of records to the
extent required or permitted by applicable law, including but not limited to
HIPAA. Any information so obtained by the Policyholder shall be kept
confidential, as required by applicable law.

3. The Policyholder acknowledges that each Covered Person agrees it is the
Covered Person's responsibility to ensure that any Provider, Blue Cross and
Blue Shield Plan, insurance company, employee benefit association,
governmental body or program, or any other person or entity having
knowledge of or records relating to (1) any illness or injury for which a Claim or
Claims for benefits are made under the Policy, (2) any medical history which
might be pertinent to such illness, injury, Claim or Claims, or (3) any benefits or
indemnity on account of such illness or injury or on account of any previous
illness or injury which may be pertinent to such Claim or Claims, furnish to the
Plan, or its agent, and agrees that any such Provider, person or other entity
may furnish to the Plan or its agent, at any time upon its request, any and all
information and records (including copies of records) relating to such illness,
injury, Claim or Claims. ln addition, the Plan may furnish similar information
and records (or copies of records) to other Providers, Blue Cross and Blue
Shield Plans, insurance companies, governmental bodies or other entities
providing insurance-type benefits requesting the same. lt is also the Covered
Person's responsibility to furnish to the Policyholder and/or Plan information
regarding the Covered Person's becoming eligible for Medicare, termination of
Medicare eligibility or any change in Medicare eligibility status in order that the
Plan be able to make Claim payments in accordance with MSP laws.

V. Premium Rebates or Premium Abatements
Rebate. ln the event federal or state law requires the Plan to rebate a portion of
annual premiums paid, the Plan will provide any rebate as required or allowed by
such federal or state law.
Abatement. The Plan may from time to time determine to abate (all or some of; the
premium due under this Policy for particular period(s). Any abatement of premium
by the Plan represents a determination by the Plan not to collect premium for the
applicable period(s) and does not effect a reduction in the rates under the Policy.
An abatement for one period shall not constitute a precedent or create an
expectation or right as to any abatement in any future period(s).
Administrative. The Policyholder hereby gives the Plan assurances that
Policyholder is obligated to, and will, pay or credit such rebates or abatements to
its lnsureds to the extent and in the manner required by applicable law. The
Policyholder shall provide the Plan with any information, records and
documentation that the Plan may require or request with regard to the subject
matter of this Section (AA) in a time, form and manner specified by the Plan.
The Plan will rely upon such information, records and documentation as accurate
and complete.
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The Plan makes no representation or warranty that any rebate or abatement owed
or provided is exempt from any federal, state, or local taxes (including any related
notice, withholding or reporting requirements). lt will be the obligation of the
Policyholder and any lnsured or former lnsured (if applicable) owed or provided a
rebate or an abatement to determine the applicability of and comply with any
applicable federal, state or local laws and regulations. The Policyholder shall
assure appropriate notification to federal and state tax agencies and that any
payment to the lnsureds and former lnsureds (if applicable) will be accompanied by
appropriate federal and state documentation, e.9., Form 1099 or W-2.
The Policyholder shall be liable to the Plan harmless against any and all claims,
demands, costs, fines, losses, interest, settlements, judgments, damages,
penalties, taxes, expenses (including reasonable attorneys' fees) or other liabilities
resulting from the Policyholder's failure to carry out its responsibilities or obligations
as set forth in this Policy.

VI. TERMINATION OF THE POLICY
A. The Policyholder may cancel the Policy on the first Policy anniversary or on any

premium due date after the first Policy anniversary by giving written notice to the
Plan at least thirty (30) days in advance.

B. The Policy will be terminated, at the Plan's option, for the Policyholder's non-
payment of the appropriate premium when due.

VII. RENEWABILIry OF THE POLICY
The Policy shall be renewable with respect to all Covered Persons except in the
following instances:
A. Non-payment of required premiums;
B. A fraudulent act or practice or intentional misrepresentation by the Policyholder;
C. Noncompliance with the Plan's minimum participation requirements;
D. Noncompliance with the Plan's employer contribution requirements;
E. Termination of the benefit plan in accordance with Section Vlll., below;
F. Covered Persons' movement outside the Plan's service area; or
G. Cessation of Policyholder's membership in a bona fide association, but only if

coverage is terminated uniformly without regard to the health status of any Covered
Person.

VIII. DISCONTINUANCE OF COVERAGE
A. Discontinuance of a Particular Product

The Plan may discontinue the Policyholder's benefit plan product under the Policy if
the Plan:
1. Provides ninety (90) days advance notice to the Policyholder and Covered

Persons;
2. Offers the Policyholder the option to purchase all or any other health insurance

coverage currently offered by the Plan to other employers of similar
circumstance, including, but not limited to, employer size; and

3. Acts uniformly without regard to the claims experience of the Policyholder or the
health status of any existing, new or potentially new Covered Persons.
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B. Discontinuance of All Coverage
The Plan may discontinue all coverage in the lar,ge group market in a state in
accordance with state law and provided that the Plan:
'1. Provides one-hundred eighty (180) days advance notice to the Policyholder and

Covered Persons; and
2. Discontinues and does not renew all health insurance coverage issued or

delivered for issuance in the state in such market(s).

POLICYHOLDER NOTIFICATION TO COVERED PERSONS
It is the responsibility of the Policyholder to notify all Covered Persons in the event of
the Plan's uniform modification of coverage, uniform termination of coverage or
discontinuance of coverage in a market segment.

ELECTRONIC DATA AND DOCUMENTS
ln the event the Policyholder and the Plan exchange various data and information
electronically, the Policyholder agrees to transfer on a timely basis all required data to
the Plan via electronic transmission on the intranet and/or internet or otherwise, in the
format specified by the Plan, a copy of which shall be furnished to the Policyholder upon
written request to the Plan. The Policyholder authorizes the Plan to submit reports, data
and other information to the Policyholder in the specified electronic format. ln the event
the Policyholder is unable or unwilling to transfer data in the specified electronic format,
the Plan is under no obligation to receive or transmit the data in any other format.
ln the event the Plan provides to the Policyholder an electronic file of any document
describing the benefits under, or the administration of, the Policy for the Policyholder's
use, including, but not limited to, the Policyholder's posting of such documents on the
intranet and/or internet, the Policyholder acknowledges and agrees that such electronic
file is not intended to meet the Policyholder's requirements for compliance under
ERISA.
The Policyholder further acknowledges and agrees that it is solely responsible for
providing employees access, via the intranet, internet, paper copy or otherwise, to the
most current version of any electronic file provided to the Policyholder by the Plan. ln
addition, in all instances, the electronic file of the most current document issued to the
Policyholder by the Plan for use by the Policyholder is the legal document used to
administer the Policy and will prevail in the event of any conflict between such electronic
file and any other electronic or paper file. The Policyholder is solely responsible for, and
holds the Plan harmless from, any and all claims for loss, liability or damages arising
from the use or posting of the electronic file on the intranet and/or internet.
The Policyholder shall be liable to the Plan and its employees and agents for any loss,
damage, expense (including, but not limited to, reasonable attorneys'fees and costs),
liability or claim that may arise from or in connection with the electronic transfer of data
from the Policyholder or the Policyholder's third party consultant and/or vendor to the
Plan or from the Plan to the Policyholder or pursuant to Section lV. F. of this Group
Administration Document, the Policyholder's third party consultant and/or vendor,
including liability arising out of erroneous, misdirected, intercepted, incomplete or
othenrvise defective information and transfers of information, including, but not limited to,
garbled transmissions, transmissions to third parties, and intercepted transmissions and
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for any claim arising from the Policyholder's use or posting of electronic files on the
intranet and/or internet.

XI. INDUSTRY IMPROVEMENT, RESEARCH AND SAFETY
Notwithstanding any other provision of this Policy, the Plan may use and or disclose a
limited data set or de-identified data for purposes of providing the services under this Policy
and for other purposes required or permitted by applicable law (the "Permitted Purposes" as
defined herein). For purposes of this paragraph, "Permitted Purposes" means the studies,
analyses or other activities that are designed to promote quality health care outcomes,
manage health care and administrative costs, and enhance business and plan performance,
including but not limited to, utilization studies, cost analyses, benchmarking, modeling,
outcomes studies, medical protocol development, normative studies, quality assurance,
credentialing, network management, network development, fraud and abuse monitoring or
investigation, administrative or process imprdvement, cost comparison studies, or reports for
actuarial analyses. For purposes of this paragraph, a "limited data set" has the meaning set
forth in HIPAA and "de-identified" means both member de-identification (as defined by
HIPAA) and Policyholder de-identification (unless the work is being done in connection with
the Policyholder's Policy). Solely for the Permitted Purposes, the Plan may release, or
authorize the release of, a limited data set or de-identified data to a third party data
aggregation service or data warehouse and its customers. Such data warehouse and data
aggregation service providers may charge their customers a fee for such services. Nothing
in the paragraph is intended to expand or limit the terms and conditions of the Business
Associate Agreement with respect to the permitted use or disclosure of PHI (other than with
respect to limited data sets). The foregoing notwithstanding, the Blue Cross and Blue Shield
Association and its support vendors are permitted to have internal access to the Plan-
assigned Policyholder Group and ldentification numbers.

XII. DEFINITIONS APPLICABLE TO THIS GROUP ADMTNISTRATTON DOCUMENT
Additional definitions applicable to the Policy are contained in the Certificate Booklet.
"Benefit Program Application (BPA)" means the document through which the
Policyholder has applied for health care insurance from the Plan. The Benefit Program
Application shall also be the document by which the Policyholder effects renewals, rate
and/or Policy changes, subject to the approval of the Plan. The BPA may also include a
benefit program and premium notification letter, applicable rate summary(ies) and a
Benefit Program Application Change Form.
"Certificate Booklet" means the document, including any addenda or riders attached
thereto, issued to the Policyholder and its Enrollees by the Plan. The Certificate Booklet
describes the health care benefit program purchased by the Policyholder and being
administered by the Plan.
"Claim" means notification in a form acceptable to the Plan that service has been
rendered or furnished to a Covered Person. This notification must set forth in full the
details of such service including, but not limited to, the Covered Person's name, age,
sex and identification number, the name and address of the Provider, a specific
itemized statement of the service rendered or furnished, the date of service, applicable
diagnosis and the Claim Charge for such service.
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"Claim Charge" means the amount which appears on a Claim as the Provider's charge
for service rendered to a patient, without further adjustment or reduction and
irrespective of any separate financial arrangement between the Plan and the particular
Provider. (See Section lV.A. of this Group Administration Document regarding The
Plan's Separate Financial Anangements with Providers.)
"GIaim Payment" means the benefit payment calculated by the Plan, upon submission
of a Claim, in accordance with the benefits specified in the Certificate Booklet plus any
related Surcharges. All Claim Payments shall be calculated on the basis of the
Provider's Charge for Covered Services rendered to the Covered Person, irrespective of
any separate financial arrangement between the Plan and the particular Provider. (See
Section lV.A. of this Group Administration Document regarding The Plan's Separate
Financial Arrangements with Providers.)
"Coinsurance" means a percentage of an eligible expense that a Covered Person is
required to pay towards a Covered Service.
"Copayment" means a specified dollar amount that a Covered Person is required to
pay towards a Covered Service.
"Coverage Date" means the date on which a Covered Ferson's coverage under the
Policy commences.
"Covered Person" means the Enrollee, and if Family Coverage is in force, the
Enrollee's dependents as follows:
(a) The Enrollee's legalspouse.
(b) The unmarried children of the Enrollee or the Enrollee's legal spouse, including

newborn children, children who are under the Enrollee's legal guardianship,
children who are in the custody of the Enrollee pursuant to an interim court order of
adoption or placement of adoption, whichever comes first, vesting temporary care
of the children in the Enrollee, and legally adopted children, who are under the
Limiting Age specified in the Benefit Program Application.

(c) Children, as specified in (b) above, who have attained such Limiting Age but are
incapable of self-sustaining employment by reason of mental retardation or physical
handicap and are dependent upon the Enrollee or other care providers for support
and maintenance, provided such children were Covered Persons prior to attaining
the Limiting Age. Once the Plan has been notified of a Covered Person's disability
and dependence, or from the date of the first Claim filed on behalf of such disabled
and dependent Covered Person, it may require proof of such Covered Person's
disability and dependency at reasonable intervals. For purposes of providing
benefits under the Plan, Covered Person does not mean any person who is eligible
for Medicare except as specifically stated in the Certificate Booklet.

"Covered Seryice" means a service and/or supply specified in the Certificate Booklet
for which benefits will be provided.
"Effective Date of Policy" means the date specified by the Policyholder in the Benefit
Program Application.
"Eligible Charge" means (1) in the case of a Provider which has a written agreement
with the Plan to provide care to a Covered Person at the time Covered Services are
rendered, such Provider's Claim Charge for Covered Services and (2) in the case of a
Provider which does not have a written agreement with the Plan to provide care to a
Covered Person at the time Covered Services are rendered, either of the following
charges for Covered Services as determined at the discretion of the Plan:
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(a) the charge which the particular Participating Prescription Drug Provider or facility
usually charges a Covered Person for Covered Services, or

(b) the agreed upon cost between the Participating Prescription Drug Provider and the
Plan for a prescription drug, whichever is lower.

"Eligible Person" means an employee of the Policyholder as defined in the Benefit
Program Application.
"Eligibility Date" means the date, as determined in the Benefit Program Application,
on which an Enrollee becomes eligible for coverage under the Policy.
"Enrollee" means an Eligible Person who has applied for coverage under the Policy
and to whom the Plan has directly or indirectly issued an identification card bearing the
group number of the Policyholder.
"Family Coverage" means coverage for an Enrollee and one or more other Covered
Persons under the Policy.
"lndividual Coverage" means coverage under the Policy for the Enrollee only.
"lndividual Practice Association (lPA)" means a partnership, association, corporation
or other legal entity which delivers or arranges for the delivery of health care services
through providers it has contracted with or otherwise made arrangements with to furnish
such health care services.
"lnsured" means the Enrollee.
"Limiting Age" means the age specified in the Benefit Program Application at which
coverage is automatically terminated for covered unmarried children.
"Medicare" means the programs established by Title XVlll of the Social Security Act
(42 U.S.C. w1395 et seq.).
"Medicare Secondary Payer" or "MSP" means those provisions of the Social Security
Act set forth in 42 U.S.C. w1395 y (b), and the implementing regulations set forth in 42
C.F.R. Parl411, as amended, which regulate the manner in which certain employers
may offer group health care coverage to Medicare-eligible employees, their spouses
and, in some cases, dependent children.
"Participating IPA" means any IPA which has in force a contract or agreement with
the Plan to provide professional and ancillary services to Covered Persons enrolled
under the Policy.
"PIan" means Blue Cross and Blue Shield of lllinois, a Division of Health Care Service
Corporation, a Mutual Legal Reserve Company.
"Policy" means this Group Administration Document between the Plan and the
Policyholder, including any addenda attached hereto; the Certificate Booklet; the Benefit
Program Application; the benefit program and premium notification letter, if any; the
applicable rate summary(ies), if any; and the lndividual Applications, if any, of the
Enrollees.
"Policyholder" means the: (1) employing entity corporation, partnership, sole
proprietor or other employer, (2) association, or (3) trust which has executed the Benefit
Program Application for the Policy. An ERISA Health Benefit Program may not be a
Policyholder hereunder, but a sponsor of or trust implementing an ERISA Health Benefit
Program may be a Policyholder hereunder.
"Provider" means any health care facility, person or entity duly licensed to render
Covered Services to a Covered Person.
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(a) "Plan Provider" means a Provider which has a written agreement with the Plan to
provide services to Covered Persons at the time services are rendered to a
Covered Person.

(b) "Non-Plan Provider" means a Provider which does not meet the definition of Plan
Provider unless otherwise specified in the definition of a particular Provider.

(c) "Medicare Participating Provider" means a Provider which has been certified by
the Department of Health and Human Services for participation in the Medicare
Program.

"Service Mark" means the names BLUE CROSS and/or BLUE SHIELD and the
associated logos, along with all related or derivative marks including, but not limited to,
any Blue Cross or Blue Shield formulations or designs.
"Surcharges" means state or federal taxes, surcharges or other fees paid by the Plan
which are imposed upon or resulting from this Group Administration Document.

XII. NOTIGE OF ANNUAL MEETING
The Policyholder is hereby notified that it is a Member of Health Care Service
Corporation, a Mutual Legal Reserve Company, and is entitled to vote either in person,
by its designated representative or by proxy at all meetings of Members of said
Company. The annual meeting is held at its principal office at 300 East Randolph
Street, Chicago, lllinois each year on the last Tuesday in October at 12:30 p.m.
For purposes of the aforementioned paragraph the term "Member" means the group,
trust, association or other entity to which this Policy has been issued. lt does not include
lnsureds or Covered Persons under the Policy. Further, for purposes of determining the
number of votes to which the Policyholder may be entitled, any reference in the Policy
to "premium(s)" shall mean "charge(s)."
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EXHIBIT 8
PPO GROUP ADMINISTRATION DOCUMENT

(This Exhibit is applicable when the County elects fully insured funding for its PPO benefit plan(s) as

described in the Professional Services Agreement, to which this GAD is attached).

(Applicable to 151-Plus Non-Grandfathered lnsured Group Accounts)

WHEREAS, the "Policyholder" has purchased health care insurance from Blue Cross and Blue
Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company
(hereinafter referred to as the "Plan") and has executed a Benefit Program Application; and
WHEREAS, the Benefit Program Application establishes the Group Number(s) of the Policyholder
under the policy and the Effective Date of the Policy, and
WHEREAS, the Plan hereby accepts such Benefit Program Application, subject to the financial and
administrative relationships and responsibilities of both parties for the purpose of providing health
care benefits on behalf of eligible Covered Persons;
NOW, THEREFORE, the following provisions shall govern the relationship between the Plan and
the Policyholder:

I. ENTIRE POLICY AND CHANGES TO THE POLICY
The entire Policy and changes to the Policy are comprised of:

. This Group Administration Document;

. The Professional Services Agreement;

. The Certificate Booklet(s);

. The Benefit Program Application;

. The Benefit Program Application Change Form, if any;
o The lndividualApplications;
. The benefit program and premium notification letter, if any;
. The applicable rate summary(ies), if any; and
. All the above may include exhibits, appendices, information, riders, addenda and/or

amendments, if any
All statements made by the Policyholder and Covered Persons shall, in the absence of fraud, be
deemed representations and not warranties, and no such statements shall be used in defense
to a claim under the Policy, unless it is contained in a written application. No change in the
Policy shall be valid until approved by an executive officer of the Plan and unless such approval
is endorsed hereon or attached hereto. No agent has authority to change the Policy or to waive
any of its provisions.
The issuance of this PPO Group Administration Document supersedes all previous PPO
contracts or policies between the Policyholder and the Plan which are in force on the Effective
Date of Policy.

II. CERTIFICATE BOOKLETS
The Plan will issue to the Policyholder, for delivery to each lnsured, a Certificate Booklet(s)
stating the benefits, limitations, exclusions and requirements of the Policy.

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an lndependent Licensee of the Blue Cross and Blue Shield Association
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PREMIUM PROVISIONS

A. Premium Rates
1. On the Effective Date of Policy, the lndividual Coverage Premium (lnsured only) and,

when applicable, the Family Coverage Premium (lnsured and one or more dependents)
shall be the amounts specified in the Benefit Program Application and/or other
appropriate document; and/or a benefit program and premium notification letter, if any;
or applicable rate summary(ies), if any, which shall be attached hereto and made a part
of the Policy. Subsequent changes to the lndividual and/or Family Coverage Premiums
shall be specified in the Benefit Program Application and/or other appropriate document;
a benefit program and premium notification letter, if any; and/or applicable rate
summary(ies), if any, which shall be attached hereto and made a part of the Policy.

2. lf lnsured contributions for coverage are not required, the Policyholder agrees that all
Eligible Persons will become covered and such persons will make no contributions
toward the cost of the coverage. lf lnsured contributions for coverage are required, the
Policyholder agrees to give all Eligible Persons an opportunity to subscribe to the
coverage and further agrees to pay the required premiums to the Plan and provide for
the collection of any contributions from the persons to be covered through payroll
withholding or othenrvise. The term "Eligible Persons" as used herein shall mean, at a
minimum, the percentage of enrolled eligible employees required for policy issuance and
renewal, as specified on the Benefit Program Application and/or other appropriate
document.

B. Payment of Premiums
The first premium payment is due on the Effective Date of Policy. Subsequent premium
payments are due and payable on the due date, which is the first day of each Premium
Period. The Premium Period is specified in the Benefit Program Application and/or other
appropriate document.

C. Premium Computation
'1. The premium payment due for the Policy on any premium due date is the aggregate

amount composed of the lndividual and Family Coverage premiums for all lnsureds
covered for the benefits provided under the Policy, as specified in the Benefit Program
Application and/or other appropriate document; the benefit program and premium
notification letter, if any; or applicable rate summary(ies), if any. Further, if an Eligible
Person becomes a Covered Person during a Premium Period or if a Covered Person's
coverage is terminated during a Premium Period, the Plan will determine the premium
due for such Covered Person for such period.

2. The Plan may establish a new premium for any of the individual or aggregate benefits of
the Policy on any of the following dates or occurrences, upon which further premium
payments, including the one then due, will be computed:
a. Any Policy anniversary, provided that the Plan notifies the Policyholder of such new

premium at least thirty (30) days prior to such date;
b. Any premium due date, provided the Plan notifies the Policyholder of such new

premium at least thirty (30) days in advance of such premium due date;
Whenever the benefits under the Policy are changed;
Whenever a class of persons is made eligible or is eliminated from eligibility;
Whenever the enrollment fluctuates by ten percent (10o/o) or more;
Whenever the Plan is obligated to pay any new taxes, Surcharges or other fees
imposed upon or resulting from the Policy including, but not limited to, premium taxes
or taxes on the Plan's benefits or services provided under the Policy; and

c.
d.
e.
f.
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g. Whenever there is a legislative or regulatory mandate or requirement for a change in

benefits which would require additional premium or as otherwise permitted by law.
3. lf the age, tobacco use, or geographic location, number of family members, or other

factors, of a Covered Person under the Policy upon which a particular premium is based
has been misstated, the Policyholder shall be responsible for paying the Plan an
adjusted amount which will provide the Plan with the correct premium calculated from
the Coverage Date of the particular Covered Person.

4. Premium rates are based upon the amount of taxes, fees, Surcharges or other amounts
currently in effect by various governmental agencies. lf the amount of taxes, fees,
Surcharges or other amounts which the Plan is required to pay or remit are increased
during the Plan Year, the Plan reserves the right, at its option, to charge Policyholder for
such amounts or adjust the Premium rates to reflect such increase, on the effective date
of such increase. Upon request, Policyholder shall furnish to the Plan in a timely manner
all information necessary for the calculation or administration of any such taxes, fees,
Surcharges or amounts.
Policyholder is hereby notified that beginning in 2014, the Affordable Care Act (ACA)
requires that covered entities providing health insurance ("health insurer") pay an annual
fee to the federal government (the "Health lnsurer Fee"). The amount of this fee for a
calendar year will be determined by the federal government and involves a formula
based in part on a health insurer's net premiums from the preceding calendar year. ln
addition, ACA provides for the establishment of temporary transitional reinsurance
program(s) that will run from 2014 through 2016 and will be funded by reinsurance
contributions ("Reinsurance Fee") from health insurance issuers and self-funded group
health plans. Federal and state governments will provide information as to how the
Reinsurance Fee is calculated. Beginning with your bill for January 1,2014 coverage,
your premium will be adjusted to reflect the effects of the Health lnsurer Fees and the
Reinsurance Fees.

Grace Period and Termination for Non-Payment
1. A grace period of two (2) months will be allowed for payment of any premium after the

first payment. During such grace period the Policy will continue in force provided that the
Policyholder has not, prior to the premium due date, given adequate timely written notice
to the Plan that the Policy is to be terminated as of such premium due date. lf the
Policyholder fails to pay the amounts owed to the Plan during the grace period, the
Policyholder will have ten (10) days from the date of the Plan's written notice of payment
default to cure

2. Subject to the requirements set forth in the Agreement under Article 9 (Events of Default,
Remedies, Termination, Suspension, and Right to Offset), if the Policyholder does not
pay the premium during the grace period, the Policy may be terminated, at the Plan's
option, on the last day of the grace period and the Policyholder will be liable to the Plan
for the payment of all premiums then due, including those for the grace period. The
foregoing notwithstanding, the County will have ten (10) days from the date of the Plan's
written notice of default of payment to cure.

E. Experience Refunds (Applicable to Premium Retrospective Funding Arrangements
Only)
1. The Policyholder may be eligible for experience refunds as ascertained and apportioned

by the Plan at each Policy anniversary date, provided the Policy has been continued in

force by payment of all premiums to the anniversary date. The Plan will reasonably
determine the distribution of the experience refunds unless otherwise agreed upon
between the Plan and the Policyholder. However, the Plan will have no liability to the
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Policyholder, or any of the Covered Persons under the Policy, or any other person or
entity for any alleged or actual improper use or application of such experience refunds.

2. lf at any time the aggregate of any individual contributions made under the Policy
exceeds the aggregate of premiums paid under the Policy (after giving effect to any
experience reduction), such excess will be applied by the Policyholder for the sole
benefit of lnsureds, but the Plan will have no liability for any alleged or actual
misapplication of such excess.

IV. GENERAL PROVISIONS

A. The PIan's Separate FinancialArrangements with Providers
The Policyholder's experience account under the Policy, if any, the maximum amount of
benefits payable by the Plan under this Policy and all required deductible and Coinsurance
amounts under this Policy shall be calculated on the basis of the Provide/s Eligible Charge
or Provider's Claim Charge less the Average Discount Percentage ("ADP") for Covered
Services rendered to a Covered Person, irrespective of any separate financial
arrangement between any Plan Provider and the Plan as referred to below.
The Plan hereby informs the Policyholder and all Covered Persons that it has contracts
with certain Providers ("Plan Providers") for the provision of, and payment for, health care
services to all persons entitled to health care benefits under individual certificates and
group policies and contracts to which the Plan is a party, including the Covered Persons
under the Policy, and that pursuant to the Plan's contracts with Plan Providers, under
certain circumstances described therein, the Plan may receive substantial payments from
Plan Providers with respect to services rendered to all such persons for which the Plan
was obligated to pay the Plan Provider, or the Plan may pay Plan Providers substantially
less than their Claim Charges for services, by discount or otherwise, or may receive from
Plan Providers other substantial allowances under the Plan's contracts with them. The
Policyholder understands that the Plan may receive such payments, discounts and/or other
allowances during the term of the Policy. Neither the Policyholder nor Covered Persons
hereunder are entitled to receive any portion of any such payments, discounts and/or other
allowances in excess of the ADP.

B. The Plan's Separate FinancialArrangements Regarding Prescription Drugs
1. The Plan's Separate Financial Arrangements with Participating Prescription Drug

Providers:
The Policyholder's experience account under the Policy, if any, the maximum amount
of benefits payable by the Plan and all required Copayment, deductible and
Coinsurance amounts under this Policy shall be calculated on the basis of the
Provider's Eligible Charge or the agreed upon cost between the Participating
Prescription Drug Provider as defined below, and the Plan, whichever is less.
The Plan hereby informs the Policyholder and all Covered Persons that there are
arrangements with prescription drug providers ("Participating Prescription Drug
Providers") for the provision of, and payment for, prescription drug services to all
persons entitled to prescription drug benefits under individual certificates, group health
insurance policies and contracts to which the Plan is a party, including the Covered
Persons under the Policy, and that pursuant to the Plan's contracts with Participating
Prescription Drug Providers, under certain circumstances described therein, the Plan
may receive discounts for prescription drugs dispensed to Covered Persons under the
Policy.
The Policyholder understands that the Plan may receive such discounts during the
term of the Policy. Neither the Policyholder nor Covered Persons hereunder are
entitled to receive any portion of any such discounts in excess of any amount that may
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be reflected in the premium specified on the Benefit Program Application and/or other
appropriate document; a benefit program and premium notification letter, if any; or
applicable rate summary(ies), if any, as part of any experience rating refund, if
applicable to this policy, or otherwise.

2. The Plan's Separate FinancialArrangements with Pharmacy Benefit Managers:
The Plan hereby informs the Policyholder and all Covered Persons that it owns a
significant portion of the equity of Prime Therapeutics LLC and that the Plan has
entered into one or more agreements with Prime Therapeutics LLC or other entities
(collectively referred to as "Pharmacy Benefit Managers"), for the provision of, and
payment for, prescription drug benefits to all persons entitled to prescription drug
benefits under individual certificates, group health insurance policies and contracts to
which the Plan is a party, including the Covered Persons under the Policy. Pharmacy
Benefit Managers have agreements with pharmaceutical manufacturers to receive
rebates for using their products. Pharmacy Benefit Managers may share a portion of
those rebates with the Plan.
The Policyholder understands that the Plan may receive such rebates during the term
of the Policy. Neither the Policyholder nor Covered Persons hereunder are entitled to
receive any portion of any such rebates in excess of any amount that may be reflected
in the premium specified on the Benefit Program Application and/or other appropriate
document; a benefit program and premium notification letter, if any; or applicable rate
summary(ies), if any, as part of any experience rating refund, if applicable to this
policy, or otherwise.

C. lnter-Ptan Arrangements
1. Out-of Area Services

Blue Cross and Blue Shield of lllinois, a division of Health Care Service Corporation,
(herein called "the Plan") has a variety of relationships with other Blue Cross and/or
Blue Shield Licensees referred to generally as "lnter-Plan Arrangements." Whenever
covered persons access healthcare services outside the geographic area the Plan
serves, the claim for those services may be processed through one of these lnter-Plan
Arrangements. The lnter-Plan Arrangements are described generally below.
Typically, when accessing care outside the geographic area the Plan serves, covered
persons obtain care from healthcare Providers that have a contractual agreement (i.e.,
are "participating Providers") with the local Blue Cross andior Blue Shield Licensee in
that other geographic area ("Host Blue"). ln some instances, covered persons may
obtain care from non-participating healthcare Providers. The Plan's payment practices' 
in both instances are described below.

2. Bluecard@ Program
The BlueCard@ Program is an lnter-Plan Arrangement. Under this Arrangement,
when covered persons access Covered Services within the geographic area
served by a Host Blue, the Plan will remain responsible to you for fulfilling the
Plan's contractual obligations. The Host Blue will be responsible for providing
such services as contracting and handling substantially all interactions with its
participating healthcare Providers. The financial terms of the BlueCard Program
are described generally below.
a. Liability Calculation Method Per Claim

Unless subject to a fixed dollar copayment, the calculation of the covered person's
liability on claims for Covered Services will be based on the lower of the
participating healthcare Provider's billed covered charges for Covered Services or
the negotiated price made available to the Plan by the Host Blue.
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Host Blues determine a negotiated price, which is reflected in the terms of each
Host Blue's healthcare Provider contracts. The negotiated price made available to
the Plan by the Host Blue may represent one of the following:
(1) an actual price. An actual price is a negotiated rate payment in effect at the

time the claim is processed without any other increases or decreases, or
(2) an estimated price. An estimated price is a negotiated rate of payment in

effect at the time the claim is processed, reduced or increased by a
percentage to take into account certain payments negotiated with the
Provider and other claim- and non-claim-related transactions. Such
transactions may include, but are not limited to, anti-fraud and abuse
recoveries, Provider refunds not applied on a claim-specific basis,
retrospective settlements, and performance-related bonuses or incentives, or

(3) an average price. An average price is a percentage of billed covered charges
for Covered Services in effect at the time a claim is processed representing
the aggregate payments negotiated by the Host Blue with all of its healthcare
Providers or a similar classification of its Providers and other claim- and non-
claim-related transactions. Such transactions may include the same ones as
noted above for an estimated price.

Host Blues determine whether or not they will use an actual, estimated or average
price. Host Blues using either an estimated price or an average price may
prospectively increase or reduce such prices to correct for over- or underestimation
of past prices (i.e., prospective adjustment may mean that a current price reflects
additional amounts or credits for claims already paid or anticipated to be paid to
Providers or refunds received or anticipated to be received from Providers).
However, the BlueCard Program requires that the amount paid by the covered
person is a final price; no future price adjustment will result in increases or
decreases to the pricing of past claims. The method of claims payment by Host
Blues is taken into account by the Plan in determining your premiums.

b. Return of Overpayments
Recoveries from a Host Blue or its participating and nonparticipating
healthcare Providers can arise in several ways, including, but not limited to,
anti-fraud and abuse recoveries, healthcare Provider/hospital audits, credit
balance audits, utilization review refunds, and unsolicited refunds. Recovery
amounts determined in these ways will generally require correction on a
claim-by-claim or prospective basis. lf recovery amounts are passed on a
claim-by-claim basis from a Host Blue to the Plan, they will be credited to
Policyholder's accou nt.
ln some cases, the Host Blue will engage a third party to assist in
identification or collection of recovery amounts. The fees of such a third
party may be charged to employer as a percentage of the recovery.

3. Negotiated National Account Arrangements
lnstead of using the BlueCard Program, the Plan may process your covered
person claims for Covered Services through a negotiated arrangement.
lf the Plan has arranged for (a) Host Blue(s) to make available (a) custom
healthcare Provider network(s) in connection with this contract, then the terms and
conditions set forth in the Plan's negotiated National Accounts arrangement(s)
with such Host Blue(s) shall apply.
Covered person liability calculation will be based on the lower of either billed
covered charges for Covered Services or negotiated price (Refer to the description
of negotiated price under subsection 2., BlueCard Program) made available to the
Plan by the Host Blue that allows your covered persons access to negotiated
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participation agreement networks of specified participating healthcare Providers
outside of the Plan's service area.

4. Non-Participating Healthcare Providers Outside the Plan's Service Area
a. Liability Calculation

(1) ln General
When Covered Services are provided outside of the Plan's service area by
non-participating healthcare Providers, the amount(s) a covered person pays
for such services will be calculated using the methodology described in the
contract for non-participating Providers located inside our service area.
Covered persons may be responsible for the difference between the amount
that the non-participating healthcare Provider bills and the payment the Plan
will make for the Covered Services as set forth in this paragraph. Payments
for out-of-network emergency services are governed by applicable federal and
state law.

(2) Exceptions
ln some exception cases, the Plan may, but is not required to, in its sole and
absolute discretion, negotiate a payment with such non-participating
healthcare Provider on an exception basis.

5. Value-Based Programs BlueCard Program
The Plan has included a factor for bulk distributions from Host Blues in employer's
premium for Value-Based Programs when applicable under this contract.

a. Negotiated Arrangements

lf Plan has entered into a Negotiated Arrangement with a Host Blue to provide Value-
Based Programs to Covered Persons, the Plan will follow the same procedures for
Value-Based Programs as noted in the BlueCard Program section.

6. I nter-P lan P rog ram s : Federa l/State Taxes/Su rc ha rges/Fees
ln some instances federal or state laws or regulations may impose a surcharge, tax or
other fee that applies to insured accounts. lf applicable, the Plan will include any such
surcharge, tax or other fee in determining employer's premium.

7. BtueCard Worldwid"@ Progr",
General lnformation
lf covered persons are outside the United States, the Commonwealth of Puerto Rico
and the U.S. Virgin lslands (hereinafter: "BlueCard service area"), they may be able
to take advantage of the BlueCard Worldwide Program when accessing Covered
Services. The BlueCard Worldwide Program is unlike the BlueCard Program
available in the BlueCard service area in certain ways. For instance, although the
BlueCard Worldwide Program assists covered persons with accessing a network of
inpatient, outpatient and professional providers, the network is not served by a Host
Blue. As such, when covered persons receive care from providers outside the
BlueCard service area, the covered persons will typically have to pay the providers
and submit the claims themselves to obtain reimbursement for these services.

lnpatient Services
ln most cases, if covered persons contact the BlueCard Worldwide Service Center for
assistance, hospitals will not require covered persons to pay for covered inpatient
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services, except fortheir cost-share amounts/deductibles, coinsurance, etc.. ln such
cases, the hospital will submit covered persons claims to the BlueCard Worldwide
Service Center to initiate claims processing. However, if the covered person paid in
full at the time of service, the covered person must submit a claim to obtain
reimbursement for Covered Services.
Covered persons must contact the Plan to obtain preauthorization for non-
emergency in patient services.

Submitting a BlueCard Worldwide Glaim
When covered persons pay for Covered Services outside the BlueCard service area,
they must submit a claim to obtain reimbursement. For institutional and professional
claims, covered persons should complete a BlueCard Worldwide lnternational claim
form and send the claim form with the provider's itemized bill(s) to the BlueCard
Worldwide Service Center address on the form to initiate claims processing. The claim
form is available from the Plan, the BlueCard Worldwide Service Center or online at
www.bluecardworldwide.com. lf a covered person need assistance with their claim
submissions, they should call the BlueCard Worldwide Service Center at
1 .800.810.8LUE (2583) or call collect at 1.804.673.1177 ,24 hours a day, seven days a
week.

D. Records of Covered Person Eligibility and Adjustments
The Policyholder must furnish to the Plan data as may be required by the Plan regarding
the Covered Persons who are to be covered under the Policy. Data includes, but is not
limited to, records and information provided to the Plan by another party that determines
eligibility and/or premiums for this Policy. Such data may include, without limitation, a list of
Covered Persons who are to be covered under the Policy, completed application cards of
the lnsureds and information required by the Plan to identify dual coverage situations
which are subject to Medicare Secondary Payer ('MSP') laws. lt is the Policyholde/s
obligation to notifythe Plan no laterthan thirty-one (31) days afterthe effective date of any
change in a Covered Person's status under the Policy. All such notifications by the
Policyholder to the Plan (including, but not limited to, forms and tapes) must be furnished
in a format approved by the Plan and must include all information reasonably required by
the Plan to effect such changes._Minor clerical errors in keeping or reporting data relative
to coverage under the Policy will not invalidate coverage which would otherwise be validly
in force or continue coverage which would otherwise validly terminate. Examples of such
minor clerical errors include, but are not limited to, errors appearing in an individual's
name, address, or birth date as well as typographical errors. The term "minor clerical
errors" as used herein does not include Policyholder errors which may materially affect an
individual's coverage under the policy. lt is further understood and agreed that the
Policyholder is liable for any substantive error made by the Policyholder in keeping or
reporting data which may materially affect an individual's coverage under the policy and for
any benefits paid for a terminated Covered Person if the Policyholder had not timely
notified the Plan of such Covered Person's termination.
No waiting period may exceed ninety (90) days unless permitted by applicable law. lf the
Plan's records show that Policyholder has a waiting period that exceeds the time period
permitted by applicable law, then the Plan reserves the right to begin a Covered Person's
coverage on a date that the Plan believes is within the required period.
During the term of the Policy and within one hundred eighty (180) days after the
termination of the Policy, the Plan may, upon at least thirty (30) days prior written notice to
the Policyholder, conduct reasonable audits of the Policyholder's membership records with
respect to eligibility.
The Policyholder hereby shall be liable to the Plan and its employees and agents for any
loss, damage, expense (including, but not limited to, reasonable attorneys' fees and costs)
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or liability that may arise from or in connection with untimely andior inaccurate data
provided by the Policyholder or on the Policyholder's behalf to the Plan, or data furnished
by the Policyholder or on the Policyholde/s behatf to the Plan in a format not approved by
the Plan.

E. Termination of a Covered Person's Goverage
1. The termination date specified by the lnsured, if the lnsured provides reasonable

notice.
2. lf an lnsured, with or without cause, ceases to be an Eligible Person, such lnsured's

coverage (and the coverage of other Covered Persons under Family Coverage) will
automatically terminate at the expiration of the period for which the premium has been
paid.

3. lf a Covered Person ceases to meet the definition of Covered Person, such Covered
Person's coverage will automatically terminate on the date that the event occurs which
causes the Covered Person to no longer meet this definition. However, if such date
falls within a period for which premiums have been accepted by the Plan for such
Covered Person, coverage will automatically terminate at the expiration of the period
for which the premium has been paid.

4, A Covered Person's coverage under the Policy will automatically terminate at the
expiration of the Premium Period in which such Covered Person becomes eligible for
Medicare except for those benefits, if any, which are specifically provided under the
Policy for Medicare eligible Covered Persons and coverage in accordance with MSP
laws.

5. Termination of the Policy automatically terminates all the coverages of all Covered
Persons. lt is the responsibility of the Policyholder to notify all Covered Persons of the
termination of the Policy, but all coverages will automatically terminate as of the
effective date of termination of the Policy regardless of whether such notice is given.

6. No benefits are available to a Covered Person for services or supplies rendered after
the date of termination of such Covered Person's coverage under the Policy, except
as othenvise specifically provided in Benefit Sections of the Certificate Booklet.

7. lf a Covered Person whose insurance terminates is entitled to exercise the conversion
privilege specified in the Conversion Privilege section of the Certificate Booklet, it is
the Policyholder's responsibility to present written notice of the existence of the
conversion privilege to the lnsured or to mail such notice to the lnsured's last known
address.

F. Notice and Proof of Claim
1. The Plan will not be liable under the Policy unless a Claim for benefits is furnished to

the Plan at its office at 300 East Randolph Street, Chicago, lllinois, on or before
December 31st of the calendar year following the year in which Covered Services
were rendered. For purposes of this paragraph, Covered Services furnished in the last
month of a particular calendar year shall be considered to have been furnished in the
succeeding calendar year.

2. Upon written request to the Plan, the lnsured will be provided with the forms
necessary for filing Claims under the Policy. lf such forms are not furnished within
fifteen (15) days of the Plan's receipt of such request, the lnsured shall be deemed,
with respect to the particular Claim, to have complied with the requirements of the
Policy pertaining to Claim forms upon submitting to the Plan within the time limit
specified above for filing Claims, written notice including the Covered Person's name,
age, sex and identification card number, the name and address of the Provider, the
diagnosis or diagnoses, a specific itemized statement of the services rendered,

IL-LG-PPO-NGF-GAD



including all dates of service, and the Claim Charge. An expense will be considered to
have been incurred on the date the service or supply for which the Claim is made was
rendered or received.

3. Failure to furnish a Claim to the Plan within the time limit specified above for filing
Claims shall not invalidate or reduce any Claim if it were not reasonably possible to
furnish the Claim within such time limit, provided such Claim is furnished to the Plan,
as soon as possible and in no event, except in the absence of legal capacity, later
than one (1) year from the time the Claim is otherwise required.

Payment of Claims and Assignment of Benefits
All benefit payments may be made by the Plan directly to any Provider furnishing
the Covered Services for which such payment is due, and the Plan is authorized by each
Covered Person to make such payments directly to such Providers. However, the Plan
reserves the right to pay any benefits that are payable under the terms of this Policy
directly to the Covered Person, unless reasonable evidence of a properly executed and
enforceable Assignment of Benefit Payment has been received by the Plan sufficiently in
advance of the Plan's benefit payment. The Plan reserves the right to require submission
of a copy of the Assignment of Benefit Payment.

Once Covered Services are rendered by a Provider, Covered Persons have no right to
request that the Plan not pay the Claim submitted by such Provider and no such request
will be given effect. ln addition, the Plan will have no liability to the Covered Person or any
other person because of its rejection of such request.

Except for the assignment of benefit payment described above, this policy is not
assignable to any person or entity at any time, and coverage under this Policy is expressly
non-assignable and non-transferable and will be forfeited if the Covered Person attempts
to assign or transfer coverage or aid or attempt to aid any other person in fraudulently
obtaining coverage.

Covered Person/Provider Relationship
1. The choice of a Provider is solely the choice of the Covered Person and the Plan will

not interfere with the Covered Person's relationship with any Provider.
2. lt is expressly understood that the Plan does not itself undertake to furnish Hospital or

medical service, but solely to make payment to a Provider for the Covered Services
received by Covered Persons. The Plan is not in any event liable for any act or
omission of any Provider or the agent or employee of such Provider, including, but not
limited to, the failure or refusal to render services to a Covered Person. Professional
services are not provided by the Plan and can only be legally performed by a Provider.
Any contractual relationship between a Physician and a Plan Provider shall not be
construed to mean that the Plan is providing professional service.

3. The use of an adjective such as Plan or Participating in modifying Provider shall in no
way be construed as a recommendation, referral or any other statement as to the
ability or quality of such Provider. ln addition, the omission, non-use or non-
designation of Plan, Participating or any similar modifier or the use of a term such as
Non-Plan or Non-Participating should not be construed as carrying any statement or
inference, negative or positive, as to the skill or quality of such Provider.

4. Each Provider provides Covered Services only to Covered Persons and does not deal
with or provide any services to any Policyholder (other than as an individual Covered
Person) or any Policyholdefs ERISA Health Benefit Program.

Agency Relationships

G.

H.

l.
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Nothing in the Policy shall be construed to constitute the Policyholder as an agent of the
Plan. The Policyholder is the agent of the Covered Persons.

J. Medicare Secondary Payer ("MSP") Provisions
1. The MSP Law

The Policyholder has certain obligations under the Medicare Secondary Payer
('MSP") statute.
a. Scope of the Statute:

The statutory requirements and rules for MSP coverage vary depending on the
basis for Medicare and employer group health plan ("GHP") coverage, as well as
certain other factors, including the size of the employers sponsoring the GHP. ln
general, Medicare pays secondary to the following:
i. GHPs that cover individuals with end-stage renal disease ('ESRD") during

the first 30 months of Medicare eligibility or entitlement. This is the case
regardless of the number of employees employed by the employer or whether
the individual has "current employment status."

ii. ln the case of individuals age 65 or over, GHPs of employers that employ 20
or more employees if that individual or the individual's spouse (of any age)
has "current employment status." lf the GHP is a multi-employer or multiple
employer plan, which has at least one participating employer that employs 20
or more employees, the MSP rules apply even with respect to employers of
fewer than 20 employees (unless the plan elects the small employer
exception under the statute).

iii.ln the case of disabled individuals under age 65, GHPs of employers that
employ 100 or more employees, if the individual or a member of the
individual's family has "current employee status." lf the GHP is a multi-
employer or multiple employer plan, which has at least one participating
employer that employs 100 or more employees, the MSP rules apply even
with respect to employers of fewer than 100 employees.

The rules for calculating the size of the employer are complicated, and vary
depending on numerous factors. ln determining whether the size threshold has
been met in any given case, the MSP statute and regulations must be consulted.
Application of the statute depends not only on the size of the employer but also,
in certain cases, on whether the coverage provided under the GHP is based on
"current employment status," as defined in the MSP statute and regulations.

b. The Non-Discrimination Provisions: Age and Disability:
The MSP statute prohibits GHPs from "take[ing] into account" that an individual
covered by virtue of "current employment status" is entitled to receive Medicare
benefits as a result of age or disability. The statute expressly requires GHPs to
furnish to aged employees and spouses the same benefits, under the same
conditions, that they furnish to employees and spouses under age 65. Thus,
GHPs may not offer coverage that is secondary to Medicare under a provision
that "carves out" Medicare coverage (commonly known as a "carve-out" policy),
or which supplements the available Medicare coverage (commonly known as
"Medicare supplemental" or "Medigap" policies), to individuals covered by the
provisions of the MSP statute relating to the working aged and the disabled. By
contrast, "Medigap" and secondary health care coverage may appropriately be
offered to retirees in this context because the GHP coverage is not based on
"current employment status," and thus the MSP provisions do not apply.

c. ESRD:
The MSP statute also prohibits a GHP from taking into account that an individual
is entitled to Medicare benefits as a result of ESRD during a coordination period
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specified in the statute. This coordination period begins with the first month the
individual becomes eligible for or entitled to Medicare based on ESRD and ends
30 months later. During this period, the GHP must pay primary for all covered
health care items or services, while Medicare serves as the secondary payer.
GHPS are prohibited from offering secondary (i.e., l'carve'out") or
"Medigap" coverage in this context.

d. PolicyholderObligations.
It is the obligation of the Policyholder to ensure that Covered Persons covered
by the MSP statute are not improperly enrolled in "carve-oLlt" or "Medigap"
coverage under this Policy.

2. The New lnformation System
lmproved lnformation Gathering:
ln an effort to facilitate the processing of claims consistent with the requirements of
the MSP statute, and to assist in meeting the statutory obligations, certain BlueCross
and BlueShield Plans together with the Centers for Medicare and Medicaid Services
(.CMS") formerly known as Health Care Financing Administration ("HCFA"), the
federal government agency which administers Medicare, are developing or have
developed a new enrollment and membership system. The system, also referred to as
the "Data Match," is aimed at obtaining, in a timely and current fashion, information
necessary for the Plan to identify dual coverage situations which fall within the MSP
statute, and to determine whether primary or secondary payment should be made for
a particular claim.
Under the system, the Plan will provide basic information to CMS about individuals
enrolled in GHPs who are also covered by Medicare so that CMS can better detect
dual coverage situations.
The Policyholder understands that the Plan may provide CMS periodically the
information identified below pertaining to Medicare-eligible Covered Persons under
the Policy. The Policyholder further agrees to cooperate and to require and facilitate
its employees' cooperation in supplying the Plan the following information.

lnformation on Medicare-Eligible Covered Persons
. Beneficiary Name
. Date of Birth
. Sex
. Social Security Number
. Health lnsurance Claim Number (e.9., Medicare Number)
o Relationship to lnsured (e.9., lnsured, spouse of lnsured, child of

lnsured, other relationship to lnsured)
. Reason for Medicare Entitlement (e.9., age, disability or ESRD)

lnformation on lnsured
. lnsured Name
. Social Security Number
o lndividual Certificate Number of lnsured
. Current EmploymenURetirement Status
r Medicare Coverage Effective Date
e Medicare Coverage Termination Date
o Group Plan Number
. Benefits Provided (e.9., Hospital only, medical benefits only)
. Coverage (e.9., individual, family, family but not spouse)

lnformation on the Policyholder/Employer
. Name and address of employer that pays the bill for coverage
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The Policyholder agrees that the Plan's ability to make accurate primary/secondary
MSP determinations depends on the breadth and accuracy of the Plan's files
concerning Covered Persons. The Policyholder agrees to use best efforts in
responding promptly and accurately to the Plan's requests for information and to
require and facilitate its employees' cooperation in responding promptly and
accurately to such requests.
Further, to assure the continuing accuracy of the Plan's files, the Policyholder agrees
that it is the Policyholder's responsibility to notify the Plan promptly of any change in
the size of the Policyholder's work force or status of its employees that might effect
the order of payment under the MSP statute, such as information regarding working-
aged persons who retire and changes in the size of the Policyholder's work force that
place it in, or take it out of, the scope of the MSP statute. lf the Plan does not receive
such information from the Policyholder, the Plan will assume that all relevant factors
remain unchanged and will process claims accordingly. The Policyholder
acknowledges and agrees that the Plan will be using the information provided by the
Policyholder and Covered Persons to update the Plan's files, and will also fonruard this
information to CMS so that CMS can revise its file to reflect relevant changes in
primary/secondary status.
The Plan may, in its sole discretion, discontinue its participation in the Data Match
system as described above. Nothing in this Policy shall be construed as obligating the
Plan to continue its participation in the Data Match system.

3. Disclosure Statement
The Policyholder acknowledges that the Plan has furnished it with a copy of a
pamphlet entitled "lnformation Regarding the Medicare Secondary Payer Statute"
(also referred to as the "Disclosure Statement"), prepared by the BlueCross and
BlueShield Association and reviewed by CMS, which administers Medicare.

K. ERISA
This Section (M) applies to any Group Policy which implements any employee welfare
benefit plan as defined by Section 3 (2) of the Employee Retirement lncome Security Act
of 1974, as amended ("ERlSA").
1. The Policyholder (or (i) if the Policyholder is a trust, the grantor of such trust or (ii) if

the Policyholder is an association, each member of such association who pays
premiums under such Group Policy) has established and as sponsor maintains
pursuant to other written documents a health benefit program ("Policyholder's ERISA
Health Benefit Program") through the purchase of insurance for the benefit of its
eligible employees or eligible members and their dependents, which Policyholde/s
ERISA Health Benefit Program is an "employee welfare benefit plan" within the
meaning of ERISA. Notwithstanding anything contained in the employee welfare
benefit plan document of the Group (or any Group member, if the Group is an
association), the Group agrees that no allocation or delegation of any fiduciary or
nonfiduciary responsibilities under the employee welfare benefit plan of the Group (or
any Group member, if the Group is an association) is effective with respect to or
accepted by the Plan except to the extent specifically provided and accepted in the
Policy or as otherwise accepted in writing by the Plan. The administrator under ERISA
for a Policyholder's ERISA Health Benefit Program is the Policyholder or such other
persons (other than the Plan) appointed by the Policyholder (or (i) if the Policyholder is
a trust, by the grantor of such trust or (ii) if the Policyholder is an association, by each
member of such association who pays premiums under such Group Policy). Nothing in
a Policyholder's ERISA Health Benefit Program will affect the obligations of the Plan
with respect to this Group Policy. The Plan will not be required to examine the
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provisions of a Policyholder's ERISA Health Benefit Program or any related trust
agreement, or any modification, amendment or supplement thereto.

2. The Policy is a guaranteed benefit policy (as defined in Section 401 (b) (2) of ERISA).
The Policy is an asset of the Policyholder. No assets of the Plan or amounts which
have been paid to the Plan under the Policy are assets of or under Policyholder's
ERISA Health Benefit Program.

lNlTlAL PLAN PARTICIPATION REQUIREMENTS; Benefit Plan Status; Plan
Documents; Retaliation
It is the Policyholder's responsibility, prior to the Effective Date of the Policy (i) to
determine initial plan participation requirements and categories of coverage options for
employees, former employees, officers and directors in compliance with all applicable law,
including but not limited to discontinuing any waiting periods that are longer than permitted
by applicable law; (ii) to comply with nondiscrimination requirements applicable to its
benefit plan, including but not limited to those related to highly compensated individuals;
and (iii) to determine its regulatory status, including but not limited to determining whether
it meets the federal and state law (as applicable) definitions of "small group", "large group",
'MEWA", and/or "Association". Policyholder will promptly notify the Plan of its
determinations (and any changes thereto) and will promptly notify the Plan when a person
has satisfied the initial participation requirements and also meets the definition of a
Covered Person under the Policy. ln addition, Policyholder (iv) is responsible for
establishing and/or amending its own plan documents as necessary; and (v) must not
retaliate against any employee for engaging in activities protected by applicable law,
including but not limited to receiving subsidized coverage under a qualified health plan
through an Exchange. ln no event will the Plan have responsibility for such initial plan
participation or plan status determinations or for Policyholder's plan documents or its
actual or alleged retaliation. Upon request, Policyholder will provide the Plan with
information to substantiate such determinations and responsibilities. Policyholder shall be
liable to the Plan and its employees and agents for any loss, damage, expense (including,
but not limited to, reasonable attorneys' fees and costs) or liability resulting from the
Policyholder's failure to carry out its responsibilities or obligations as set forth in this Policy.
lf a person is added to the Policy and later determined to have been ineligible, the Plan
reserves the right to terminate or rescind such person's coverage to the extent permitted
by applicable law.

lncontestability
After the Policy has been in force two (2) years from the date of its issue, no statement of
the Policyholder, except fraud or intentional misstatements of material fact, shall be used
to void the Policy; and no statement by any lnsured shall be used to reduce or deny a
Claim after the insurance coverage, with respect to which a Claim has been made, has
been in effect two (2) years or more.

Limitations of Actions
No civil action shall be brought to recover under the Policy or any individual Certificate
pursuant to the Policy, prior to the expiration of sixty (60) days after a Claim has been
furnished to the Plan in accordance with the requirements of the Policy. No such action
shall be brought after the expiration of three (3) years after the time a Claim is required to
be furnished to the Plan. No extension of the time granted under the "Notice and Proof of
Claim" Provisions of the Policy shall in any way extend this "Limitation of Actions"
Provision.

New lnsureds

M.

o.
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There shall be added from time to time to the group or class originally insured under the
Policy, all new Eligible Persons of the Policyholder, members of the association or
employees of members eligible for coverage and applying for coverage in such group or
class in accordance with the terms of the Policy.

Physical Examinations and Autopsy
The Plan at its own expense shall have the right and opportunity to examine the person of
a Covered Person when and as often as it may reasonably require during the pendency of
a Claim hereunder and to make an autopsy in case of death where it is not forbidden by
law.

Reimbursement Provision
lf an lnsured or an lnsured's covered dependent incurs expenses for sickness or injury that
occurred due to the negligence of a third party and benefits are provided for Covered
Services described in the Certificate Booklet, the lnsured shall agree:
1. The Plan has the right to reimbursement for all benefits the Plan provided from any

and all damages collected from the third party for those same expenses whether by
action at law, settlement, or compromise, by the Covered Person, the Covered
Person's parents if the Covered Person is a minor, or the Covered Person's legal
representative as a result of that sickness or injury, in the amount of the total Eligible
Charge or Provider's Claim Charge for Covered Services for which the Plan has
provided benefits to the Covered Person, reduced by any Average Discount
Percentage ('ADP") applicable to the Covered Person's Claim or Claims.

2. The Plan is assigned the right to recover from the third party, or his or her insurer, to
the extent of the benefits the Plan provided for that sickness or injury.

The Plan shall have the right to first reimbursement out of all funds the Covered Person,
the Covered Person's parents if the Covered Person is a minor, or the Covered Person's
legal representative is or was able to obtain for the same expenses for which the Plan has
provided benefits as a result of that sickness or injury.
The Covered Person is required to furnish any information or assistance or provide
any documents that the Plan may reasonably require in order to obtain its rights
under this provision. This provision applies whether or not the third party admits
liability.

lnformation and Medical Records
1. All Claim information, including, but not limited to, medical records, received by the

Plan in the performance of its duties hereunder will be kept confidential by the Plan
and except for reasonable necessary use by the Plan in connection with the
performance of its duties hereunder, the Plan shall not disclose such confidential
Claim information without the authorization of the Covered Person or as otherwise
required or permitted by applicable law.

2. The Plan may release to the Policyholder Claim information regarding the provision of
Covered Services to Covered Persons and copies of records to the extent required or
permitted by applicable law, including but not limited to HIPAA. Any information so
obtained by the Policyholder shall be kept confidential, as required by applicable law.

3. The Policyholder acknowledges that each Covered Person agrees it is the Covered
Person's responsibility to ensure that any Provider, Blue Cross and Blue Shield Plan,
insurance company, employee benefit association, governmental body or program, or
any other person or entity having knowledge of or records relating to (1) any illness or
injury for which a Claim or Claims for benefits are made under the Policy, (2) any
medical history which might be pertinent to such illness, injury, Claim or Claims, or (3)
any benefits or indemnity on account of such illness or injury or on account of any

P.

o.

R.
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previous illness or injury which may be pertinent to such Claim or Claims, furnish to
the Plan, or its agent, and agrees that any such Provider, person or other entity may
furnish to the Plan or its agent, at any time upon its request, any and all information
and records (including copies of records) relating to such illness, injury, Claim or
Claims. ln addition, the Plan may furnish similar information and records (or copies of
records) to other Providers, Blue Cross and Blue Shield Plans, insurance companies,
governmental bodies or other entities providing insurance-type benefits requesting the
same. lt is also the Covered Person's responsibility to furnish to the Policyholder
and/or Plan information regarding the Covered Person's becoming eligible for
Medicare, termination of Medicare eligibility or any change in Medicare eligibility status
in order that the Plan be able to make Claim payments in accordance with MSP laws.

S. Premium Rebates or Premium Abatements
Rebate. ln the event federal or state law requires the Plan to rebate a portion of annual
premiums paid, the Plan will provide any rebate as required or allowed by such federal or
state law.
Abatement. The Plan may from time to time determine to abate (all or some of) the
premium due under this Policy for particular period(s). Any abatement of premium by the
Plan represents a determination by the Plan not to collect premium for the applicable
period(s) and does not effect a reduction in the rates under the Policy. An abatement for
one period shall not constitute a precedent or create an expectation or right as to any
abatement in any future period(s).
Administrative. The Policyholder hereby gives the Plan assurances that Policyholder is
obligated to, and will, pay or credit such rebates or abatements to its lnsureds to the extent
and in the manner required by applicable law. The Policyholder shall provide the Plan with
any information, records and documentation that the Plan may require or request with
regard to the subject matter of this Section (Y). in a time, form and manner specified by
the Plan.
The Plan will rely upon such information, records and documentation as accurate and
complete.
The Plan makes no representation or warranty that any rebate or abatement owed or
provided is exempt from any federal, state, or local taxes (including any related notice,
withholding or reporting requirements). lt will be the obligation of the Policyholder and any
lnsured or former lnsured (if applicable) owed or provided a rebate or an abatement to
determine the applicability of and comply with any applicable federal, state or local laws
and regulations. The Policyholder shall assure appropriate notification to federal and state
tax agencies and that any payment to the lnsureds and former lnsureds (if applicable) will
be accompanied by appropriate federaland state documentation, e.9., Form 1099 orW-2.
The Policyholder shall be liable to the Plan harmless against any and all claims, demands,
costs, fines, losses, interest, settlements, judgments, damages, penalties, taxes, expenses
(including reasonable attorneys' fees) or other liabilities resulting from the Policyholder's
failure to carry out its responsibilities or obligations as set forth in this Policy.

V. RENEWABILITY OF THE POLICY
The Policy shall be renewable, at the option of the Policyholder, with respect to all Covered
Persons except in the following instances:
A. When the Policyholder has failed to pay the premiums or make contributions in accordance

with the terms of this Policy, or the Plan has not received timely payments;
B. When the Policyholder has engaged in intentional fraud or made an intentional

misrepresentation of materialfact under the terms of coverage;
C. When the Plan discontinues offering group coverage in the large group market and acts in

accordance with state laws, as described in Section Vll below.
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D. Where health insurance coverage is offered in the market through a network plan, there is
1o longer any Covered Person in the plan who lives, resides, or works in the Network
Service Area of the Plan or lives in the Plan's service area, and, in the case of the large
group market, the Plan would deny enrollment with respect to such plan, and ninety (9.6)
days advance notice is given to the Policyholder and Covered persons prioi to
discontinuations;

E. Noncompliance with the Plan's employer participation and/or contribution requirements, if
any;

F. Cessation of Policyholder's membership in a bona fide association, but only if coverage is
terminated uniformly without regard to the health status of any Covered person.

VI. DISCONTINUANCE OF GOVERAGE

A. Discontinuance of a particular product
The Plan may discontinue the Policyholder's benefit plan product under the policy if the
Plan:
1. Provides npelY (90) days advance notice to the Policyholder and Covered persons;
2- Offers the P-olicyholder the option to purchase all or any other health insurance coverage

currently offered by the Plan to other employers of similar circumstance, including, b-ut
not limited to, employer size; and

3' Acts uniformly without regard to the claims experience of the policyholder or the health
status of any existing, new or potentially new covered persons.

B. Discontinuance of Al! Coverage
The Plan may discontinue all coverage in the large group market in a state in accordance
with state law and provided that the plan:
1. Provides_one-hundred eighty (180) days advance notice to the policyholder and

Covered Persons; and
2. Discontinues and does not renew all health insurance coverage issued or delivered for

issuance in the state in such market(s).

VII. UNIFORM MODIFICATION
The Plan may modify health insurance coverage for a product offered to a group health plan in
the large group market.

VIII. POLICYHOLDER NOTIFICATION TO COVERED PERSONS
It is the responsibility of the Policyholder to notifo all Covered Persons in the event of the plan's
uniform modification of coverage, uniform termination of coverage or discontinuance of
coverage in a market segment.

IX. TERMINATION OF THE POLICY
A. The Policyholder may terminate this Group Administration Document and/or the entire

Policy on the first Policy anniversary or on any premium due date after the first policy

_ anniversary by giving written notice to the Plan at least thirty (30) days in advance.B. After the provisions of Article 9 (Events of Default, Remedies,.Teimination, Suspension,
anti [jgll to Offset) of the Agreeme'ri nave been satisfied, the Policy will be terminated, at
the Plan's opiion ior tha -,..,i;yholder'S non-payment of the appropriate premium when
due.

C. After the provisions of Article 9 (Events of Default, Remedies, Termination, Suspension, and
Right to Offset) of the Agreement have been satisfied, the Policy may be terminated, at the
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Plan's option, for the Policyholder's noncompliance with the Plan's employer participation
and/or contribution requirements, if any.

X. ELECTRONIC DATA AND DOCUMENTS
ln the event the Policyholder and the Plan exchange various data and information
electronically, the Policyholder agrees to transfer on a timely basis all required data to the Plan
via electronic transmission on the intranet and/or internet or otherwise, in the format specified
by the Plan, a copy of which shall be furnished to the Policyholder upon written request to the
Plan. The Policyholder authorizes the Plan to submit reports, data, and other information to the
Policyholder in the specified electronic format. ln the event the Policyholder is unable or
unwilling to transfer data in the specified electronic format, the Plan is under no obligation to
receive or transmit the data in any other format.
The Policyholder consents to receive, via an electronic file or access to an electronic file, a
Certificate Booklet provided by the Plan to the Policyholder for delivery to each lnsured. ln the
event the Plan, provides to the Policyholder an electronic file of any document describing the
benefits under, or the administration of, the Policy for the Policyholder's use, including, but not
limited to, the Policyholder's posting of such documents on the intranet and/or internet, the
Policyholder acknowledges and agrees that such electronic file is not intended to meet the
Policyholder's requirements for compliance under ERISA.
The Policyholder further acknowledges and agrees that it is solely responsible for providing
employees access, via the intranet, internet, paper copy or othenarise, to the most current
version of any electronic file provided to the Policyholder by the Plan. ln addition, in all
instances,-the electronic file of the most current document issued to the Policyholder by the
Plan for use by the Policyholder is the legal document used to administer the Policy and will
prevail in the event of any conflict between such electronic file and any other electronic or
paper file. The Policyholder is solely responsible for, and holds the Plan harmless from, any
and all claims for loss, liability or damages arising from the use or posting of the electronic file
on the intranet and/or internet.
The Policyholder shall be liable to the Plan and its employees and agents for any loss,
damage, expense (including, but not limited to, reasonable attorneys' fees and costs), liability
or claim that may arise from or in connection with the electronic transfer of data from the
Policyholder or the Policyholder's third party consultant and/or vendor to the Plan or from the
Plan to the Policyholder, pursuant to Section lV. E. of this Group Administration Document, the
Policyholder's third party consultant and/or vendor, including liability arising out of erroneous,
misdirected, intercepted, incomplete or otherwise defective information and transfers of
information, including, but not limited to, garbled transmissions, transmissions to third parties,
and intercepted transmissions and for any claim arising from the Policyholder's use or posting
of electronic files on the intranet and/or internet.

XVI. INDUSTRY IMPROVEMENT, RESEARCH AND SAFETY

Notwithstanding any other provision of this Policy, the Plan may use and or disclose a limited data
set or de-identified data for purposes of providing the services under this Policy and for other
purposes required or permitted by applicable law (the "Permitted Purposes" as defined herein). For
purposes of this paragraph, "Permitted Purposes" means the studies, analyses or other activities
that are designed to promote quality health care outcomes, manage health care and administrative
costs, and enhance business and plan performance, including but not limited to, utilization studies,
cost analyses, benchmarking, modeling, outcomes studies, medical protocol development,
normative studies, quality assurance, credentialing, network management, network development,
fraud and abuse monitoring or investigation, administrative or process improvement, cost
comparison studies, or reports for actuarial analyses. For purposes of this paragraph, a "limited
data set" has the meaning set forth in HIPAA and "de-identified" means both member de-
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identification (as defined by HIPAA) and Policyholder de-identification (unless the work is being
done in connection with the Policyholde/s Policy). Solely for the Permitted Purposes, the Plan may
release, or authorize the release of, a limited data set or de-identified data to a third party data
aggregation service or data warehouse and its customers. Such data warehouse and data
aggregation service providers may charge their customers a fee for such services. Nothing in the
paragraph is intended to expand or limit the terms and conditions of the Business Associate
Agreement with respect to the permitted use or disclosure of PHI (other than with respect to limited
data sets). The foregoing notwithstanding, the Blue Cross and Blue Shield Association and its
support vendors are permitted to have internal access to the Plan-assigned Policyholder Group and
I dentification n umbers.

XVII. DEFINITIONS APPLICABLE TO THIS GROUP ADMINISTRATION DOCUMENT
Additional definitions applicable to the Policy are contained in the Certiflcate Booklet and the
Policyholder's Benefit Program Application and/or other appropriate document.
"Average Discount Percentage ("ADP")" means a percentage discount determined by the
Plan that will be applied to a Provider's Eligible Charge for Covered Services rendered to
Covered Persons by Hospitals and certain other health care facilities for purposes of
calculating Coinsurance amounts, deductibles, out-of-pocket maximums and/or any benefit
maximums. The ADP will often vary from Claimto-Claim. The ADP applicable to a particular
Claim for Covered Services is the ADP, current on the date the Covered Service is rendered,
that is determined by the Plan to be relevant to the particular Claim. The ADP reflects the
Plan's reasonable estimate of average payments, discounts and/or other allowances that will
result from its contracts with Hospitals and other facilities under circumstances similar to those
involved in the particular Claim, reduced by an amount, not to exceed 15o/o of such estimate, to
reflect related costs. (See provisions of this Group Administration Document regarding the
"PLAN'S SEPARATE FINANCIAL ARRANGEMENTS WITH PROVIDERS.") ln determining the
ADP applicable to a particular Claim, the Plan will take into account differences among
Hospitals and other facilities, the Plan's contracts with Hospitals and other facilities, the nature
of the Covered Services involved and other relevant factors. The ADP shall not apply to Eligible
Charges when the Covered Person's benefits under the Plan are secondary to Medicare and/or
coverage under any other group program.
"Benefit Program Application ("BPA")" means the document(s) and/or website entries and
confirmations, through which the Policyholder has applied for health care insurance from the
Plan and by which renewals and/or rate or other Policy changes are documented. The BPA
may also include a benefit program and premium notification letter, applicable rate
summary(ies) and a Benefit Program Application and/or other appropriate Change, information
or decision gathering Form/website.
"Certificate Booklet" means the document issued by the Plan to the Policyholder, via an
electronic file or access to an electronic file, if applicable, as specified on the BPA, for delivery
to each lnsured. The Certificate Booklet describes the health care benefit program purchased
by the Policyholder and being administered by the Plan pursuant to the Policy.
"Civil Union" means a legal relationship between two persons, of either the same or opposite
sex, established pursuant to or as otherwise recognized by the lllinois Religious Freedom
Protection and Civil Union Act.
"Ctaim" means notification in a form acceptable to the Plan that service has been rendered or
furnished to a Covered Person. This notification must set forth in full the details of such service
including, but not limited to, the Covered Person's name, age, sex and identification number,
the name and address of the Provider, a specific itemized statement of the service rendered or
furnished, the date of service, applicable diagnosis and the Claim Charge for such service.
"Claim Gharge" means the amount which appears on a Claim as the Provider's charge for
service rendered to a patient, without further adjustment or reduction and irrespective of any
separate financial arrangement between the Plan and the particular Provider. (See Section lV.
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(A) of this Group Administration Document regarding The Plan's Separate Financial
Arrangements with Providers.)
"Claim Payment" means the benefit payment calculated by the Plan, upon submission of a
Claim, in accordance with the benefits specified in the Certificate Booklet plus any related
Surcharges. All Claim Payments shall be calculated on the basis of the Provider's Eligible
Charge for Covered Services rendered to the Covered Person, irrespective of any separate
financial arrangement between the Plan and the particular Provider. (See Section lV. (A) of this
Group Administration Document regarding The Plan's Separate Financial Arrangements with
Providers.)
"Coinsurance" means a percentage of an eligible expense that a Covered Person is required
to pay toward a Covered Service.
"Copayment" means a specified dollar amount that a Covered Person is required to pay
toward a Covered Service.
"Coverage Date" means the date on which a Covered Person's coverage under the Policy
commences.
o'Govered Person" means the lnsured, and if Family Coverage is in force, the lnsured's
dependents as follows:
(a) The lnsured's legal spouse, Domestic Partner, if indicated on the BPA, or party to a Civil

Union.
(b) The children of the lnsured or the lnsured's legal spouse, Domestic Partner, or a party to a

Civil Union, including newborn children, eligible foster children, children who are under the
lnsured's legal guardianship, children who are in the custody of the lnsured pursuant to an
interim court order of adoption or placement of adoption, whichever occurs first, vesting
temporary care of the children in the lnsured, and legally adopted children, who are under
the Limiting Age specified in the Benefit Program Application and/or other appropriate
document. Hereafter, the word "children" means a natural child, a stepchild, foster child,
an adopted child (including a child involved in a suit for adoption,) a child for whom the
lnsured is the legal guardian, under twenty-six (26) years of age, regardless of presence or
absence of a child's financial dependency, residency, student status, employment status (if
applicable under the Policy), marital status, or any combination of those factors. lf the
covered child is eligible military personnel, the Limiting Age is thirty (30) years as
described in the Certificate Booklet.

(c) Children, as specified in (b) above, who have attained such Limiting Age but are incapable
of self-sustaining employment by reason of mental retardation or physical handicap and
are dependent upon the lnsured or other care providers for support and maintenance,
provided such children were Covered Persons prior to attaining the Limiting Age. Once the
Plan has been notified of a Covered Person's disability and dependence, or from the date
of the first Claim filed on behalf of such disabled and dependent Covered Person, it may
require proof of such Covered Person's disability and dependency at reasonable intervals.
For purposes of providing benefits under the Plan, Covered Person does not mean any
person who is eligible for Medicare except as specifically stated in the Certificate Booklet.

"Covered Seryice" means a service and/or supply specified in the Certificate Booklet for
which benefits will be provided.
"Domestic Partner" means a person with whom you have entered into a Domestic
Partnership.
"Domestic Partnership" means long-term committed relationship of indefinite duration with a
person which meets the following criteria:
(i) You and your Domestic Partner have lived together for at least six (6) months;
(ii) Neither you nor your Domestic Partner is married to anyone else or has another

domestic partner;
(iii) Your Domestic Partner is at least eighteen (18) years of age and mentally competent to

consent to contract;
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(iv) Your Domestic Partner resides with you and intends to do so indefinitely;
(v) You and your Domestic Partner have an exclusive mutual commitment similar to

marriage; and
(vi) You and your Domestic Partner are jointly responsible for each other's common welfare

and share financial obligations.
"Effective Date of Policy" means the date specified by the Policyholder in the Benefit
Program Application and/or other appropriate document.
"Eligible Person" means an employee of the Policyholder as defined in the Benefit Program
Application and/or other appropriate document.
"Eligibility Date" means the date on which an lnsured becomes eligible for coverage under
the Policy.
"Family Coverage" means coverage for an lnsured and one or more other Covered Persons
under the Policy.
"Group Number(s)" means the numbe(s) specified on behalf of the Policyholder in the
Benefit Program Application and/or other appropriate document.
"lndividual Coverage" means coverage under the Policy for the lnsured only.

"lnsured" means the person employed by the Policyholder to whom coverage under the Policy
has been extended by the Policyholder and to whom the Plan has issued an identification card

bearing the group number of the Policyholder. For purposes of providing benefits under the
Policy, lnsured does not mean any person who is eligible for Medicare and who has elected
Medicare as his/her primary coverage except as specifically stated in the Benefit Program
Application and/or other appropriate document.
"Limiting Age" means the age specified in the Benefit Program Application and/or other
appropriate document at which coverage is automatically terminated for covered children.
"Medicare" means the programs established by Title XVlll of the Social Security Acl (42

U.S.C. w1395 et seq.).
"Medicare Secondary Payer" ("MSP") means those provisions of the Social Security Act set
forth in 42 U.S.C. w1395 y (b), and the implementing regulations set forth in 42 C.F.R. Part
411, as amended, which regulate the manner in which certain employers may offer group
health care coverage to Medicare-eligible employees, their spouses and, in some cases,
dependent children.
"Negotiated National Account Arrangement" means an agreement negotiated between a
Control/Home Licensee and one or more ParlHost Licensees for any National Account that is
not delivered through the BlueCard Program.
"Net Claim Payment" means the net benefit payment calculated by the Plan, upon
submission of a Claim, in accordance with the benefits specified in the Certificate Booklet plus

any related Surcharges. All Net Claim Payments shall be calculated on the basis of the
Provider's Eligible Charge for Covered Services rendered to the Covered Person, less the ADP
if applicable, irrespective of any separate financial arrangement between the Plan and the
particular Provider. (See Section lV. A. of this Group Administration Document regarding the
Plan's Separafe Financial Arrangements with Providers.)
"Ptan" means Blue Cross and Blue Shield of lllinois, a Division of Health Care Service
Corporation, a Mutual Legal Reserve Company.
"Policy" means this Group Administration Document between the Plan and the Policyholder
including any addenda attached hereto; the Certificate Booklet; the Benefit Program Application
and/or other appropriate document; the benefit program and premium notification letter, if any;

the Benefit Program Application and/or other appropriate document Change Form, if any; the
applicable rate summary(ies), if any; and the lndividual Applications, if any, of the lnsureds.
"Policyholder" means the: (1) employing entity, corporation, partnership, sole proprietor or
other employer, or (2) association, or (3) trust which has executed the Benefit Program
Application and/or other appropriate document for the Policy. An ERISA Health Benefit
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Program may not be a Policyholder hereunder, but a sponsor of or trust implementing an
ERISA Health Benefit Program may be a Policyholder hereunder.
"Provider" means any health care facility, person or entity duly licensed to render Covered
Services to a Covered Person.
(a) r'Plan Provider" means a Provider which has a written agreement with the Plan to provide

services to Covered Persons at the time services are rendered to a Covered Person.
(b) "Non-Plan Provider" means a Provider which does not meet the definition of Plan

Provider unless otherwise specified in the definition of a particular Provider.
(c) "Medicare Participating Provider" means a Provider which has been certified by the

Department of Health and Human Services for participation in the Medicare Program.
"Service Mark" means the names BLUE CROSS and/or BLUE SHIELD and the associated
logos, along with all related or derivative marks including, but not limited to, any Blue Cross or
Blue Shield formulations or designs.
"Surcharges" means local, state or federal taxes, surcharges or other fees or amounts,
including, but not limited to amounts due in connection with the Health lnsurer Fee and the
Reinsurance Fee (defined above), paid by the Plan which are imposed upon or resulting from
the Policy, or are otherwise payable by the Plan. Surcharges may or may not be related to a
particular claim for benefits.
"Value-Based Program" (VBP) means an outcomes-based payment arrangement and/or a

coordinated care model facilitated with one or more local providers that is evaluated against
cost and quality metrics/factors and is reflected in provider payment.

XVII. NOTIGE OF ANNUAL MEETING
The Policyholder is hereby notified that it is a Member of Health Care Service Corporation, a
Mutual Legal Reserve Company, and is entitled to vote either in person, by its designated
representative or by proxy at all meetings of Members of said Company. The annual meeting is
held at its principal office at 300 East Randolph Street, Chicago, lllinois each year on the last
Tuesday in October at 12:30 p.m.

For purposes of the aforementioned paragraph the term "Member" means the group, trust,
association or other entity to which this Policy has been issued. lt does not include lnsureds or
Covered Persons under the Policy. Further, for purposes of determining the number of votes to
which the Policyholder may be entitled, any reference in the Policy to "premium(s)" shall mean
"charge(s)."
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EXHIBIT 9

ADM!N|STRATIVE SERVICES AGREEMENT ("ASA")

(This Exhibit is applicable when the Gounty elects self-funding for its PPO benefit plan(s) as
described in the Professional Service Agreement, to which this ASA is attached. This Exhibit is

subject to HCSC's pending 2016 ASA updates)

The Effective Date of this Agreement is the date agreed to by the parties in the BPA.

For Employer Group Numbe(s): as noted in the most current ASO BPA.
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2.1

2.2

2.3

This Exhibit 9 is made as of the Effective Date of the Agreement, by and between Blue Cross and Blue Shield
of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Gompany (for purposes
of this Exhibit 9 the "Claim Administrator"), and the Cook County Government, (for purposes of this Exhibit 9 the
"Employe/'), for the Employer Group Numbe(s) as specified on the most current ASO BPA.

RECITALS

WHEREAS, the Employer on behalf of the Plan (as defined below) has executed an ASO Benefit Program
Application ('ASO BPA") and the Claim Administrator has accepted such ASO BPA; and

WHEREAS, the Employer has established and adopted the Plan; and

WHEREAS, the Employer on behalf of the Plan desires to retain the Claim Administrator to provide certain
administrative services with respect to the Plan; and

WHEREAS, it is desirable to set forth more fully the obligations, duties, rights and liabilities of the Claim
Administrator and the Employer, as sponsor of the Plan, with respect to the Plan;

NOW, THEREFORE, in consideration of these premises and the mutual promises and agreements hereinafter
set forth, the parties hereby agree as follows:

SECTION 1: APPOINTMENT

The Employer hereby retains and appoints the Claim Administrator to provide services as hereinafter described in

connection with the administration of the Plan.

SECTION 2: AGREEMENT DEFINITIONS

"Accountable Gare Organization" means a group of healthcare Providers who agree to deliver
coordinated care and meet performance benchmarks for quality and affordability in order to manage the total
cost of care for their member populations.

"Administrative Gharge" means the monthly service charge that is required by the Claim Administrator for
the administrative services performed under the Agreement. The Administrative Charge(s) is indicated in the
Fee Schedule specifications of the most current - ASO BPA .

"Alternative Compensation Arrangement Payments" means additional payments Claim Administrator
makes to Network Providers for services for which no formal Claim form may be submitted, including, but not
limited to, capitation payments, performance based reimbursement payments, care coordination payments,
Value-Based Programs, and other alternative funding arrangements as set forth in Claim Administrator's
arrangement with the Network Provider.

lf the actual amount of such Payment is not known at the time Claim Administrator bills Employer under this
Agreement, then Claim Administrator may bill Employer prospectively for expected Payments to Network
Providers ("the Expected Payments"). Such Expected Payments will be calculated for each specific
Alternative Compensation Arrangement on a per member per month (.PMPM') basis. The calculation will be
made using (i) the estimated number of members involved in a particular Arrangement (as of the end of the
month preceding the calculation), and (ii) the estimated Alternative Compensation Arrangement Payments
for all such members. Expected Payment may vary from member to member.

Employer will be billed for its pro rata share of the Expected Payment. Any difference (surplus or deficit)
between the Expected Payments that Employer has made to Claim Administrator and actual Alternative
Compensation Anangement Payments will be factored into Claim Administrator's calculation of future
Expected Payments. Claim Administrator may retain interest earned, if any, on funds held that are
associated with these Arrangements. Claim Administrator may recalculate the PMPM charge from time to
time.

"Average Discount Percentage ("ADP")" means a percentage discount determined by the Claim
Administrator that will be applied to a Provider's Eligible Charge for Covered Services rendered to Covered
Persons by Hospitals and certain other health care facilities for purposes of calculating Coinsurance
amounts, deductibles, out-of-pocket maximums and/or any benefit maximums. The ADP will often vary from
Claim to Claim. The ADP applicable to a particular Claim for Covered Services is the ADP, current on the
date the Covered Service is rendered, that is determined by the Claim Administrator to be relevant to the
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2.5

2.6

2.7

2.8

particular Claim. The ADP reflects the Claim Administrator's reasonable estimate of average payments,
discounts and/or other allowances that will result from its contracts with Hospitals and other facilities under
circumstances similar to those involved in the particular Claim, reduced by an amount, not to exceed fifteen
percent (15%) of such estimate, to reflect related costs. (See provisions regarding 'CLAIM
ADMINISTRATOR,S SEPARATE FINANCIAL ARRANGEMENTS WITH PROVIDERS,, in APPENd|X 2 Of thiS
Exhibit 9.) ln determining the ADP applicable to a particular Claim, the Claim Administrator will take into
account differences among Hospitals and other facilities, the Claim Administrator's contracts with Hospitals
and other facilities, the nature of the Covered Services involved and other relevant factors. The ADP shall
not apply to Eligible Charges when the Covered Person's benefits under the Plan are secondary to Medicare
and/or coverage under any other group program.

"Gare Coordination" means organized, information-driven patient care activities intended to
facilitate the appropriate responses to Covered Person's healthcare needs across the continuum of
care.

"Gare Coordinatod' means an individual within a Provider organization who facilitates Care Coordination
for patients.

"Care Coordinator Fee" means a fixed amount paid by a BlueCross and/or Blue Shield Plan to providers
periodically for Care Coordination under a Value-Based Program.

"Glaim" means notification in a form acceptable to the Claim Administrator that service has been rendered
or furnished to a Covered Person. This notification must set forth in full the details of such service including,
but not limited to, the Covered Person's name, age, sex and identification number, the name and address of
the Provider, a specific itemized statement of the service rendered or furnished, the date of service,
applicable diagnosis, the Claim Charge, and any other information which the Claim Administrator may
request in connection for such service.

"Claim Charge" means the amount which appears on a Claim as the Provider's regular charge for service
rendered to a patient, without further adjustment or reduction and irrespective of any separate financial
arrangement between the Claim Administrator and the particular Provider. (See provisions regarding "CLAIM

ADMINISTRATOR,S SEPARATE FINANCIAL ARRANGEMENTS WITH PROVIDERS,' in APPCNd|X 2 Of thiS
Exhibit.)

2.10 "Claim Payment" means the benefit calculated by the Claim Administrator, plus any related Surcharges,
upon submission of a Claim, in accordance with the benefits specified in the Plan. All Claim Payments shall
be calculated on the basis of the Provider's Eligible Charge, Maximum Allowance, Outpatient Prescription
Drug Program Eligible Charge and/or Dental Maximum Allowance, in accordance with the benefit
coverage(s) elected on the most current ASO BPA, for Covered Services rendered to the Covered Person,
irrespective of any separate financial arrangement between the Claim Administrator and the particular
Provider. (See provisions regarding 'CLAIM ADMINISTRATOR'S SEPAMTE FINANCIAL
ARRANGEMENTS WITH PROVIDERS" in Appendix 2 of this Exhibit.) Claim Payment also includes
Employer's pro rata share of Alternative Compensation Arrangement Payments.

2.11 "Coinsurance" means a percentage of an eligible expense that a Covered Person is required to pay toward
a Covered Service.

2.l2"Coordinated Home Gare Program" means an organized skilled patient care program in which care is
provided in the home. Care may be provided by a Hospital's licensed home health department or by other
licensed home health agencies. A Covered Person must be homebound (that is, unable to leave home
without assistance and requiring supportive devices or special transportation) and must require Skilled
Nursing Service on an intermittent basis under the direction of a Physician, a physician assistant who has
been authorized by a Physician to prescribe those services, or an advanced practice nurse with a
collaborating agreement with a Physician that delegates that authority. A Coordinated Home Care Program
includes occupational and speech therapists, Hospital laboratories, and necessary medical supplies. The
program does not include and is not intended to provide benefits for Private Duty Nursing Service. lt also
does not cover services for activities of daily living (personal hygiene, cleantng, cooking, etc.).

2.13 "Copayment" means a specified dollar amount that a Covered Person is required to pay toward a Covered
Service.

2.14 "Govered Employee" shall have the same meaning as defined in the Employer's Plan.
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2.15 "Covered Person" shall have the same meaning as defined in the Employer's Plan.

2.16 "Covered Service" means a service or supply specified in the Plan for which benefits will be provided.

2.17"Custodial Care Seryice" means any service primarily for personal comfort or convenience that provides
general maintenance, preventive, and/or protective care without any clinical likelihood of improvement of a
Covered Person's condition. Custodial Care Services also means those services which do not require the
technical skills, professional training and clinical assessment ability of medical and/or nursing personnel in
order to be safely and effectively performed. These services can be safely provided by trained or capable
non-professional personnel, are to assist with routine medical needs (e.9. simple care and dressings,
administration of routine medications, etc.) and are to assist with activities of daily living (e.9. bathing, eating,
dressing, etc.). Custodial Care Service also means providing care on a continuous lnpatient or Outpatient
basis without any clinical improvement by the Covered Person.

2.18 "Dental Maximum Allowance" means one of the following amounts in accordance with the type of dental
benefits coverage elected, if dental benefits coverage is elected on the most current - ASO BPA:

a. For a Provider who has a written agreement with the Claim Administrator or the entity chosen by the
Claim Administrator to administer a participating provider option dental benefits program at the time
Covered Services for dental benefits are rendered ("Participating Dentist"), the amount such
Participating Dentist has agreed to accept as payment in full for a particular Covered Service. All
benefit payments for Covered Services rendered by Participating Dentists will be based on the
Schedule of Maximum Allowances which these Providers have agreed to accept as payment in full.

b. For a Provider who does not have a written agreement with the Claim Administrator or the entity
chosen by the Claim Administrator to administer a participating provider option dental benefits program
at the time Covered Services for dental benefits are rendered ("Non-Participating Dentist"), the amount
described in i. or ii. below, in accordance with the type of dental benefits coverage elected by the
Employer:

i. The lesser of the Non-Participating Dentist's Claim Charge or an amount that is equal to the
standard contracted fee for Participating Dentists in the same geographic area. ln the event such
lesser amount does not equate to the Non-Participating Dentist's Claim Charge, a Covered Person
will be responsible for the difference between such amount and the Claim Charge, along with any
applicable Copayment, Coinsurance and deductible amount(s).

ii. The lesser of the Non-Participating Dentist's Claim Charge or the Claim Administrator's "Dental
Usual and Customary Charge" amount which is developed from base Medicare reimbursements
and represents approximately 100% of the base Medicare reimbursement rate, excluding any
Medicare adjustment(s) which is/are based on information on the Claim.

When a Medicare reimbursement rate is not available for a Covered Service or is unable to be
determined based on the information submitted on the Claim, the Dental Usual and Customary
Charge will be 50% of the Non-Participating Dentist's standard Claim Charge for such Covered
Service.

The Claim Administrator will utilize the same Claim processing rules and/or edits that it utilizes in
processing all Participating Dentist Claims for processing Claims submitted by Non-Participating
Dentists which may also alter the Dental Usual and Customary Charge for a particular Covered
Service. ln the event the Claim Administrator does not have any Claim edits or rules, the Claim
Administrator may utilize the Medicare claim rules or edits that are used by Medicare in processing
such Claims. The Dental Usual and Customary Charge will not include any additional payments
that may be permitted under the Medicare laws or regulations which are not directly attributable to a
specific Claim including, but not limited to, disproportionate share payments and graduate medical
education payments. ln the event the Dental Usual and Customary Charge amount does not equate
to the Non-Participating Dentist's Claim Charge, a Covered Person will be responsible for the
difference between such amount and the Claim Charge, along with any applicable Copayment,
Coinsurance and deductible amount(s).

Any change to the Medicare reimbursement amount will be implemented by the Claim Administrator
within 145 days after the effective date that such change is implemented by the Centers for
Medicaid and Medicare Services, or its successor.
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2.19 "Eligible Charge" means (a) in the case of a Provider other than a professional Provider which has a
written agreement with the Claim Administrator or another Blue Cross and/or Blue Shield Plan to provide
care to a Covered Person at the time Covered Services for medical benefits are rendered ("Participating
Provide/'), such Participating Provider's Claim Charge for Covered Services; and (b) in the case of a
Provider other than a professional Provider which does not have a written agreement with the Claim
Administrator or another Blue Cross and/or Blue Shield Plan to provide care to a Covered Person at the time
Covered Services for medical benefits are rendered ("Non-Participating Provider"), the lesser of:

i. the Non-Participating Provider's Claim Charge; or
ii. the Claim Administrator's non-contracting Eligible Charge. Except as otherwise provided in this

definition, the non-contracting Eligible Charge is developed from base Medicare reimbursements and
represents approximately 100% of the base Medicare reimbursement rate and will exclude any
Medicare adjustment(s) which is/are based on information on the Claim.

Notwithstanding the preceding sentence, the non-contracting Eligible Charge for Coordinated Home Care
Program Covered Services will be 50o/o of the Non-Participating Provider's standard Claim Charge for such
Covered Services.

The base Medicare reimbursement rate described above will exclude qny Medicare adjustment(s) which
is/are based on information on the Claim.

When a Medicare reimbursement rate is not available for a Covered Service or is unable to be determined
on the information submitted on the Claim, the Eligible Charge for the Non-Participating Provider will be 50%
of the Non-Participating Provider's standard Claim Charge for such Covered Service.

The Claim Administrator will utilize the same Claim processing rules and/or edits that it utilizes in processing
Participating Provider Claims for processing Claims submitted by Non-Participating Providers which may
also alter the non-contracting Eligible Charge for a particular service. ln the event the Claim Administrator
does not have any Claim edits or rules, the Claim Administrator may utilize the Medicare claim rules or edits
that are used by Medicare in processing such Claims. The non-contracting Eligible Charge will not include
any additional payments that may be permitted under the Medicare laws or regulations which are not directly
attributable to a specific Claim, including, but not limited to, disproportionate share payments and graduate
medical education payments.

Any change to the Medicare reimbursement amount will be implemented by the Claim Administrator within
145 days after the effective date that such change is implemented by the Centers for Medicaid and Medicare
Services, or its successor.

2.20 "ERISA" means the Employee Retirement lncome Security Act of 1974, as amended.

2.21"Fee Schedule" means the specifications setting out certain particulars of this Agreement as set forth in

ASO BPA of this Agreement including, but not limited to, the Administrative Charge and other service
charges; or any such other subsequent set of specifications supplied by the Claim Administrator as set forth
in a subsequent ASO BPA as replacement to the initial ASO BPA. The specifications or items of the Fee
Schedule shall be applicable to the Fee Schedule Period therein, except that any item of the Fee Schedule
may be changed in accordance with Appendix 2's "COMPENSATION TO CLAIM ADMINISTRATOR'
provisions.

2.22 "Fee Sehedule Period" means the period of time indicated in the Fee Schedule specifications of the most
current ASO BPA of this Agreement.

2.23"Global PaymenUTotal Cost of Care" means a payment methodology that is defined at the patient level
and accounts for either all patient care or for a specific group of services delivered to the patient such as
outpatient, physician, ancillary, hospitalservices, and prescrrptron drugs.

2.24"HlPAA" means the Health lnsurance Portability and Accountability Act of 1996.

2.25 "Hospital" means a duly licensed institution for the care of the sick which provides service under the care of
a physician including the regular provision of bedside nursing by registered nurses. lt does not mean health
resorts, rest homes, nursing homes, skilled nursing facilities, convalescent homes, custodial homes of the
aged or similar institutions.

2.26 "lnpatient" means the Covered Person is a registered bed patient and treated as such in a health care
facility.
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2.27 "Maximum Allowance" means in the case of a professional Provider one of the following amounts in
accordance with the type of medical benefits coverage elected on the most current ASO BPA:

a. For a professional Provider who has a written agreement with the Claim Administrator or another Blue
Cross and/or Blue Shield Plan to provide care to a Covered Person at the time Covered Services for
medical benefits are rendered ("Participating Professional Provide/'), the amount such Participating
Professional Provider has agreed to accept as payment in full for a particular Covered Service. All
benefit payments for Covered Services rendered by a Participating Professional Provider will be based
on the Schedule(s) of Maximum Allowances which such Provider has agreed to accept as payment in

full.

b. For a professional Provider who does not have a written agreement with the Claim Administrator or
another Blue Cross and/or Blue Shield Plan to provide care to a Covered Person at the time Covered
Services for medical benefits are rendered ("Non-Participating Professional Provider"), the lesser of
the Non-Participating Professional Provider's Claim Charge or the Claim Administrator's non-
contracting Maximum Allowance amount which is developed from base Medicare reimbursements and
represents approximately 10Oo/o of the base Medicare reimbursement rate, excluding any Medicare
adjustment(s) which is/are based on information on the Claim.

Notwithstanding the preceding sentence, the non-contracting Maximum Allowance for Coordinated
Home Care Program Covered Services will be 50o/o of the Non-Participating Professional Provider's
standard Claim Charge for such Covered Services.

When a Medicare reimbursement rate is not available for a Covered Service or is unable to be
determined based on the information submitted on the Claim, the non-contracting Maximum Allowance
will be 50% of the Non-Participating Professional Provider's standard Claim Charge for such Covered
Service.

The Claim Administrator will utilize the same Claim processing rules and/or edits that it utilizes in
processing Participating Professional Provider Claims for processing Claims submitted by Non-
Participating Professional Providers which may also alter the non-contracting Maximum Allowance for
a particular Covered Service. ln the event the Claim Administrator does not have any Claim edits or
rules, the Claim Administrator may utilize the Medicare claim rules or edits that are used by Medicare
in processing such Claims. The non-contracting Maximum Allowance will not include any additional
payments that may be permitted under the Medicare laws or regulations which are not directly
attributable to a specific Claim including, but not limited to, disproportionate share payments and
graduate medical education payments. ln the event the non-contracting Maximum Allowance amount
does not equate to the Non-Participating Professional Provider's Claim Charge, a Covered Person will
be responsible for the difference between such amount and the Claim Charge, along with any
applicable Copayment, Coinsurance and deductible amount(s).

Any change to the Medicare reimbursement amount will be implemented by the Claim Administrator
within 145 days after the effective date that such change is implemented by the Centers for Medicaid
and Medicare Services, or its successor.

2.28 "Negotiated National Account Arrangement" means an agreement negotiated between one or more Blue
Cross and/or Blue Shield Plans for any national account that is not delivered through the BlueCard Program.

2.29 "Net Claim Payment" means the net benefit payment calculated by the Claim Administrator, upon
submission of a Claim, in accordance with the benefits specified in the Plan, plus any related Surcharges. All
Net Claim Payments shall be calculated on the basis of the Provider's Eligible Charge for Covered Services
rendered to the Covered Person, less the ADP if applicable, irrespective of any separate financial
arrangement between the Claim Administrator and the particular Provider. (See provisions regarding "CLAIM

ADMINISTRATOR,S SEPARATE FINANCIAL ARRANGEMENTS WITH PROVIDERS, in Appendix 2 of this
Exhibit.)

2.30 "Network" means identified Providers, including physicians, other professional health care providers,
Hospitals, ancillary providers, and other health care facilities, that have entered into agreements with the
Claim Administrator (and, in some instances, with other participating Blue Cross and/or Blue Shield Plans)
for participation in a participating provider option and/or point-of-service managed care health benefits
coverage program(s), if applicable to the Plan under this Agreement.
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2.31 "Outpatient" means a Covered Person's receiving of treatment while not an lnpatient. Services considered
Outpatient, include, but are not limited to, services in an emergency room regardless of whether the Covered
Person is subsequently registered as an lnpatient in a health care facility.

2.3?"Outpatient Prescription Drug Program Eligible Gharge" means (a) in the case of a Provider which has
a written agreement with the Claim Administrator, a Blue Cross and/or Blue Shield Plan or the entity chosen
by the Claim Administrator to administer its prescription drug program at the time Covered Services are
rendered ("Participating Prescrrption Drug Provide/'), such Provider's Claim Charge for Covered Services;
and (b) in the case of a Provider which does not have a written agreement with the Claim Administrator, a
Blue Cross and/or Blue Shield Plan or the entity chosen by the Claim Administrator to provide prescription
drug services to a Covered Person at the time Covered Services are rendered ("Non-Participating
Prescription Drug Provider'), the lesser of the following charges for Covered Services:

i. the charge which the particular Non-Participating Prescription Drug Provider usually charges for
Covered Services, or

ii. the agreed upon cost between Participating Prescription Drug Providers and the Claim Administrator,
a Blue Cross and/or Blue Shield Plan or the entity chosen by the Claim Administrator to administer its
prescription drug program.

2.33"Patient-Gentered Medical Home" means a model of care in which each patient has an ongoing
relationship with a primary care physician who coordinates a team to take collective responsibility for patient
care and, when appropriate, arranges for care with other qualified physicians.

2.34"Physician" means a physician duly licensed to practice medicine in all of its branches.

2.35"P1an" means, as applied to this Agreement, the separate self-insured group health plan as defined by
Section 160.103 of the Health lnsurance Portability and Accountability Act of 1996.

2.36 "Primary Care Physician" means a physician who is a Network Provider at the time Covered Services are
rendered under the Claim Administrator's point-of-service managed care health benefits coverage program,
if applicable to the Plan under this Agreement, and who is selected by or assigned to a Covered Person to
coordinate and arrange for the Covered Person's medical care and who approves and makes medically
appropriate referrals for any non-Primary Care Physician services and who provides medical care within the
scope of a license permitting him/her to legally practice medicine in the recognized areas of pediatrics,
obstetrics and gynecology, internal medicine and family practice.

2.37 "Private Duty Nursing Service" means Skilled Nursing Service provided on a one-to-one basis by an
actively practicing registered nurse (R.N.) or licensed practical nurse (L.P.N.). Private Duty Nursing is shift
nursing of eight (8) hours or greater per day and does not include nursing care of less than eight (8) hours
per day. Private Duty Nursing Service does not include Custodial Care Service.

2.38 "Provider" means any Hospital, health care facility, laboratory, person or entity duly licensed to render
Covered Services to a Covered Person or any other provider of medical or dental services, products or
supplies which are Covered Services.

2.39 "Provider lncentive" means an additional amount of compensation paid to a healthcare Provider by a
Blue Cross and/or Blue Shield Plan, based on the provider's compliance with agreed-upon procedural
and/or outcome measures for a particular population of Covered Persons.

2.40 "Shared Savings" means a payment mechanism in which the provider and the Blue Cross and/or Blue
Shield Plan share cost savings achieved against a target cost budget based upon agreed upon terms and
may include downside risk.

2.41 "Skilled Nursing Service" means those services provided by a registered nurse (R.N.) or licensed practical
nurse (L.P.N.) which require the clinical skill and professional training of an R.N. or L.P.N. and which cannot
reasonably be taught to a person who does not have specialized skill and professional training. Benefits for
Skilled Nursing Service will not be provided due to the lack of willing or available non-professional
personnel. Skilled Nursing Service does not include Custodial Care Service.

2.42 "Supplemental Charge" means a charge for costs due and payable to the Claim Administrator by the
Employer that is separate and apart from the service charges detailed in the Fee Schedule specifications of
the most current ASO BPA of this Agreement. A Supplemental Charge may be applied for any customized
reports, forms or other materials or for any additional services or supplies not documented in the Fee
Schedule specifications of the most current ASO BPA. Such services and/or supplies and any applicable
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Supplemental Charge(s) are to be agreed upon by the parties in writing prior to the Claim Administrator's
performance and/or provision of such.

2.43 "surcharges" means local, state or federal taxes, surcharges or other fees or amounts, including, but not
limited to World Access Fees and amounts due in connection with the Affordable Care Act Transitional
Reinsurance Programs (or successor or alternate program amounts) (the "Reinsurance Contribution"), paid

by the Claim Administrator which are imposed upon or resulting from this Agreement, or are otherwise
payable by or through Claim Administrator. Upon request, Employer shall furnish to Claim Administrator in a
timely manner all information necessary for the calculation or administration of any Surcharges. Surcharges
may or may not be related to a particular claim for benefits. ln no event will Claim Admtnistrator be
responsible for the Reinsurance Contribution.

2.4"Timely" means the following, unless an alternative standard is specified in this Exhibit or is mutually
agreed to by the parties in writing:

a. With respect to all payments due the Claim Administrator by the Employer under this Exhibit, within one
(1) month of notification of the Employer by the Claim Administrator; or

b. With respect to all information due the Claim Administrator by the Employer concerning Covered
Persons, within thirty+ne (31) calendar days of a Covered Person's effective date of coverage or
change in coverage status under the Plan; or

c. With respect to all Plan information due the Claim Administrator by the Employer, upon the effective
date of this Exhibit and at least ninety (90) calendar days prior to the effective date of change or
amendment to the Plan thereafter.

2.45 "Value-Based Program" means an outcomes-based payment arrangement and/or a coordinated care
model facilitated with one or more local Providers that is evaluated against cost and quality metrics/factors
and is reflected in Provider payment.

2.45 "World Access Fee" means the Surcharge imposed upon the Claim Administrator under the BlueCard@

Worldwide program for the administration of an international Claim.

SECTION 3: SERVTCES TO BE PROVIDED BY THE CLAIM ADMINISTRATOR

3.1 Subsidraries. Further, any of the services to be performed by the Claim Administrator under this
Agreement may be performed by the Claim Administrator, or any of its subsidiaries (including any successor
corporation, whether by merger, consolidation, or reorganization), without prior written approval by the
Employer. Any reference in this Exhibit to the Claim Administrator shall include its directors, officers and
employees as well as the directors, officers and employees of any of its subsidiaries and the Claim
Administrator shall be responsible and liable for all performance or failure to perform by such subsidiaries in

connection with this Agreement.

SECTION 4: CERTAIN RESPONSIBILITIES OF THE EMPLOYER
AND THE CLAIM ADMINISTRATOR

Employer Responsibility. The Employer retains full and final authority and responsibility for the Plan and
its operation. The Claim Administrator is empowered to act on behalf of the Employer in connection with the
Plan only as expressly stated in this Agreement or as mutually agreed to in writing by the parties hereto.

Claim Administrator Responsibility. The Claim Administrator shall have no responsibility for or liability
with respect to the compliance or non<ompliance of the Plan with any applicable federal, state and local
rules, laws and regulations; and the Employer shall have the sole responsibility for and shall bear the entire
cost of compliance with all federal, state and local rules, laws and regulations, including, but not limited to,
any licensing, filing, reporting, modification requirements and disclosure requirements as may apply to the
Plan, and all costs, expenses and fees relating thereto, including but not limited to local, state or federal
taxes, penalties, surcharges or other fees or amounts regardless of whether payable directly by Employer or
by or through Claim Administrator; provided, however, the Claim Administrator shall have the responsibility
for and bear the cost of compliance with any federal, state or local laws as may apply to the Claim
Administrator in connection with the performance of its obligations under this Agreement.
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4.3 Litigation. Each party shall, to the extent possible, advise the other party of any legal actions against it or
the other party which involve the Plan or the obligations of either party under the Plan or this Agreement.
The Employer shall undertake the defense of such action and be responsible for the costs of defense;
provided, however, that the Claim Administrator shall have the option, at its sole discretion, to employ
attorneys selected by it to defend any such action, the costs and expenses of which shall be the
responsibility of the Claim Adrninistrator. lt is further agreed that each party (provided no conflicts of interest
exist) shall fully cooperate with the other party in the defense of any action arising out of matters related to
the Plan or this Agreement.

Claim overpayments. The Employer acknowledges that unintentional administrative errors may occur.
When the Claim Administrator becomes aware of a Claim overpayment, the Claim Administrator will make a
diligent attempt to recover any such payment. The Claim Administrator, however, will not be required to
enter into litigation to obtain a recovery, unless specifically provided for elsewhere in this Agreement, nor will
the Claim Administrator be required to reimburse the Plan, except for gross negligence or intentional acts by
the Claim Administrator.

Required Plan information. The Employer shall furnish on a Timely basis to the Claim Administrator
certain information concerning the Plan and Covered Persons as may from time to time be required by the
Claim Administrator for the performance of its duties including, but not limited to, the following:

a. All documents by which the Plan is established and any amendments or changes to the Plan.

b. All data as may be required by the Claim Administrator regarding Covered Persons who are to be
covered under this Agreement.

It is the Employer's obligation to Timely notify the Claim Administrator of any change in a Covered Person's
status under this Agreement. All such notifications by the Employer to the Claim Administrator (including, but
not limited to, forms and tapes) must be furnished in a format mutually agreed to by the parties and must
include all information reasonably required by the Claim Administrator to effect such changes.

Plan eligibility enors. Clerical errors in keeping or reporting data relative to coverage under this
Agreement will not invalidate coverage that would otherwise be validly in force or continue coverage which
would otherwise validly terminate. Such errors will be corrected by the Claim Administrator subject to the
terms and conditions of this Exhibit and the Claim Administrator's reasonable administrative practices in the
administration of the Plan including, but not limited to, those related to Timely notification of a change in a
Covered Person's status. The Employer is liable for any benefits paid for a terminated Covered Person until
the Employer has notified the Claim Administrator of such Covered Person's termination.

Claim information disclosure. The Claim Administrator will disclose Claim information in accordance with
HIPAA privacy regulations and the Business Associate Agreement entered into by the parties.

Electronic exchange of information. ln the event the Employer and the Claim Administrator exchange
various data and information electronically, the Employer agrees to transfer on a Timely basis all required
data to the Claim Administrator via electronic transmission on the intranet and/or internet or othenvise, in a
format mutually agreed to by the parties. Further, the Employer is responsible for maintaining any enrollment
applications and change forms completed by Covered Persons and to allow the Claim Administrator
reasonable access to this information as needed for administrative purposes.

The Employer authorizes the Claim Administrator to submit reports, data and other information to the
Employer in the electronic format mutually agreed to by the parties. ln the event the Employer is unable or
unwilling to transfer data in the electronic format mutually agreed to by the parties, the Claim Administrator is
under no obligation to receive or transmit data in any other format unless required by law to do so. ln the
event garbled or intercepted transmissions occur, the parties agree to redirect the information via another
mutually agreeable means.

SECTION 5: REFERRAL OF CERTAIN CLAIMS/INQUIRIES

This Section 5 will only apply if the Employer does not elect Claim Administrator to be the County's limited claims
and appeals fiduciary on the most recent ASO BPA. As provided in this Exhibit, the Claim Administrator will
receive eligibility information, review and process Claims, and respond to customer inquiries; however, the Claim
Administrator does not have final authority to determine Covered Persons' eligibility or to establish or construe the
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terms and conditions of the Plan. Therefore, in certain instances, the Claim Administrator may refer certain
Claims to the Employer for review and final decision. Such referral shall be at the sole discretion of the Claim
Administrator.

SECTION 6: CLAIM DISPUTE RESOLUTION

This Section 6 will only apply if the Employer does not elect Claim Administrator to be the County's limited
claims and appeals fiduciary on the most recent ASO BPA.

6.1 Claim appeals. After exhaustion of all remedies offered by the Claim Administrator, a Covered Person may
appeal all adverse determinations with the Employer. The Claim Administrator will cooperate in providing
Claim information pursuant to Section 4 above.

6.2 Claim reviews. On occasion the Claim Administrator may deny all or part of submitted Claims. The Claim
Administrator will provide a full and fair review of any determination of a Claim, any determination of a
request for pr+notification, and any other determination made in accordance with the benefits and
procedures detailed in the Plan.

SECTION 7: FINAL DETERMINATION OF CLAIMS/INQUIRIES

This Section 7 will only apply if the Employer does not elect Claim Administrator to be the County's limited
claims and appeals fiduciary on the most recent ASO BPA.

7.1 Employer authority and responsibility. The Employer retains the final authority and responsibility to
establish and construe the terms and conditions of the Plan and to determine Covered Persons' eligibility.

7.2 Referrals to Employer. Certain claims and/or inquiries will be referred to the Employer for final review and
determination in the following instances:

a. When Claims for services do not appear to qualify for payment under the Plan, claims or inquiries where
there is a question of eligibility, claims where there is a question as to the amount of payment due, and
claims involving litigation or the threat of litigation; and

b. When a Covered Person chooses to appeal adverse determinations with the Employer after exhaustion
of all remedies offered by the Claim Administrator.

SECTION 8: CLAIMS/INQUIRIES

This Section 8 will only apply if the Employer elects Claim Administrator to be the County's limited claims
and appeals fiduciary on the most recent ASO BPA.

8.1 Claim Administrator's responsibilities. As provided in this Agreement, the Claim Administrator will
receive eligibility information, review and process Claims, respond to customer inquiries and conduct Claim
reviews and appeals; however, the Claim Administrator does not have final authority to determine Covered
Persons' eligibility or to establish or construe the terms and conditions of the Plan.

8.2 Claim reviews and final determinations. On occasion the Claim Administrator may deny all or part of
submitted Claims. The Claim Administrator will provide a full and fair review of any determination of a Claim,
any determination of a request for pre-notification and any other determination made in accordance with the
benefits and procedures detailed in the Plan. Claims or inquiries where there is a question of eligibility will be
referred to the Employer for review and final determination.

SECTION 9: COOPERATION OF THE PARTIES

The parties shall use their best efforts to cooperate with and assist each other, as applicable, in the performance
of their duties under this Exhibit.
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SECTION 10: INDEMNIFICATION

10.1 [ntentionally left blank]

10.2Employer Responsibilities. The Claim Administrator does not insure or underwrite the liability of the
Employer under the Plan and has no responsibility for designing the terms of the Plan governed by this
Exhibit 9 or the benefits to be provided thereunder. The Employer retains the ultimate responsibility for
claims under the Plan and all expenses incident to the Plan, except as specifically undertaken in this Exhibit
by the Claim Administrator.

10.3 Examples of actions brought against Claim Administrator. The following list is intended to exemplify
types of actions related to design and administration of the Plan(s), but not to allocate responsibility with
respect to such examples, which shall be determined in accordance with the Agreement and Section 10.1 or
10.2, as applicable.

a. Any claim in connection with a claim for benefits under the Plan.

b. Any claim based upon the disclosure of any information regarding a Covered Person by the Claim
Administrator to the Employer.

c. Any claim in connection with un-Timely and/or inaccurate eligibility data or Claim information data
provided by the Employer to the Claim Administrator, or any such data provided by the Employer in a
format not approved by the Claim Administrator.

d. Any claim arising from the Employer's use or posting of electronic files on the intranet and/or internet
pursuant to Section 15 below.

e. Any claim that may arise from or in connection with the Claim Administrator's suspension of Claim
Payments due to the Employer's failure to pay when due any amounts owed the Claim Administrator
under this Agreement and/or the termination of this Agreement in accordance with Section 12.2 below.

f. Any claim arising from the Employer's directive to the Claim Administrator to print Employer-assigned
unique identification numbers on membership identification cards or to otherwise use such assigned
numbers in violation of any applicable federal, state and local rules, laws and regulations.

g. Any claim arising from the Employer's directive to the Claim Administrator to include mutually agreed
upon Employer ERISA Summary Plan Description information in Claim Administrator prepared benefit
booklets for distribution to Covered Persons.

h. Any claim arising from Plan documentation and compliance with reporting and disclosure requirements
of ERISA applicable to the Plan Document and Summary Plan Description.

i. Any claim based upon Medicare Secondary Payer ("MSP") laws or regulations including, but not limited
to, the untimely and/or inaccurate provision by the Employer to the Claim Administrator of Employer
Acknowledgement Forms ("EAFs") as and when requested by the Claim Administrator.

j. Any claim that may rise from or in connection with the Claim Administrator's issuance of written
statements of creditable coverage and/or the filing of electronic reports to the Massachusetts
Department of Revenue, if elected on the most current ASO BPA, based upon untimely and/or
inaccurate data or certification provided by the Employer to the Claim Administrator with respect to
Covered Persons under the Agreement subject to the Massachusetts Health Care Reform Act.

SECTION 11: TERMINATION OF AGREEMENT

11.1 Termination. This Agreement may be terminated as follows:

a. By either party at the end of any month after the end of the Fee Schedule Period indicated in the Fee
Schedule specifications of the most current ASO BPA upon two hundred seventy (270) days prior
written notice to the other party; or

b. By both parties on any date mutually agreed to in writing; or

c. By either party, after the provisions of Article 9 (Events of Default, Remedies, Termination, Suspension,
and Right to Offset) of the Agreement have been satisfied, in the event of fraud, misrepresentation of a
material fact or not complying with the terms of this Agreement, upon written notice as provided under
Section 17 below; or
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d. By the Claim Administrator, upon the Employer's failure to pay all amounts due under this Agreement
including, but not limited to, all amounts pursuant to and in accordance with the specifications of the Fee
Schedule of the most current ASO BPA.

11.2 Notice of termination to Covered Employees. lf this Agreement is terminated pursuant to this Section 10,

the Employer agrees to notify all Covered Employees. The parties agree that the Employer will give such
notice because the Employer maintains direct and ongoing communication with, and maintains current
addresses for, all such Covered Employees.

SECTION 12: RELATIONSHIP OF PARTIES

12.1 Regarding nor>parties. lt is understood and agreed that nothing contained in this Exhibit shall confer or
be construed to confer any benefit on persons who are not parties to this Exhibit including, but not limited to,
employees of the Employer and their dependents.

12.2 Exclusivity. The Employer agrees not to engage any other party to perform the same services that the
Claim Administrator performs hereunder while the Agreement is in effect, unless the Employer gives notice
of termination pursuant to the terms of the Agreement.

'12.3 Assignment. Except as otherwise permitted by Section 3 of this Exhibit, no part of this ASA, or any rights,
duties or obligations described herein, shall be assigned or delegated without the prior express written
consent of both parties. Any such attempted assignment shall be null and void. The Claim Administrator's
standing contractual arrangements for the acquisition and use of facilities, services, supplies, equipment and
personnel shall not constitute an assignment under this Agreement.

SECTION 13: ERISA

13.1 ln relation to the Plan. The Employer hereby acknowledges (i) that an employee welfare benefit plan must
be established and maintained through a separate plan document which may include the terms hereof or
incorporate the terms hereof by reference, and (ii) an employee welfare benefit plan document may provide
for the allocation and delegation of responsibilities thereunder. However, notwithstanding anything contained
in the Plan or any other employee welfare benefit plan document of the Employer, the Employer agrees that
no allocation or delegation of any fiduciary or non-fiduciary responsibilities under the Plan or any other
employee welfare benefit plan of the Employer is effective with respect to or accepted by the Claim
Administrator.

13.2[n relation to the Plan AdministratorlNamed Fiduciary(es). The Claim Administrator is not the plan
administrator of the Employer's separate employee welfare benefit plan as defined under ERISA. lt is
understood and agreed that (i) the Employer has a named Plan Administrator and a Named Fiduciary within
the meaning of $  la(g) of the lnternal Revenue Code of 1986, as amended; (ii) said Plan Administrator
serves within the meaning of $ 3(16)(4) of ERISA; and (iii) the Claim Administrator is not a fiduciary of the
Employer, the Plan Administrator or of the Plan.

13.3 This Section 13.3 will only apply if the Employer does not elect Claim Administrator to be the County's
limited claims and appeals fiduciary on the most recent ASO BPA

ln Retation to Claim Administrator's Responsibitities. The Claim Administrator's responsibilities
hereunder are intended to be limited to those of a contract claims administrator rendering advice to and
administering claims on behalf of the plan administrator of the Employer's plan. As such, the Claim
Administrator is intended to be a service provider but not a fiduciary with respect to the Employe/s ERISA
employee welfare benefit plan. The Employer represents that its ERISA employee welfare benefit plan
contains the plan procedure described above regarding the designation of responsibilities under a plan and,
accordingly, the Claim Administrator may, pursuant to Sections a02@)(2) and 405(c)(1XB) of ERISA, render
advice with respect to claims and administer claims on behalf of the plan administrator of the Employer's
ERISA welfare benefit plan. The Claim Administrator has no other authority or responsibility with respect to
Employer's ERISA employee welfare benefit plan.
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13.4 This Section 13.4 will only apply if the Employer elects Claim Administrator to be the County's limited claims
and appeals fiduciary on the most recent ASO BPA.

Claim Administrator's limited fiduciary responsibility. The Employer hereby delegates to the Claim
Administrator the discretionary authority to administer claims in accordance with the terms of the Employe/s
separate ERISA welfare benefit plan (the "Plan") and to make initial claim determinations concerning the
availability of Plan benefits and final review and benefit determinations for appealed Claims. The Claim
Administrator hereby acknowledges and agrees that it shall act as an ERISA fiduciary to the Plan solely with
respect to its performance of such claims processing and payment services and the Employer acknowledges
and agrees that the Claim Administrator shall not have any other fiduciary duties or responsibilities under the
Plan. ln particular, but not in limitation of the foregoing, the Employer acknowledges and agrees that the
Claim Administrator shall have no discretionary authority under its agreement with the Employer except as
otherwise set forth in this Agreement, and no fiduciary duty to the Plan, with respect to services performed

by the Employer, the Employer's other vendors and the Claim Administrator's separate financial
arrangements with providers, pharmacy benefit managers, vendors, independent contracts and
subcontractors of any type. The Employer further agrees and acknowledges that the Claims Administrator
shall have no authority or obligation to act on behalf of the Plan or Plan participants or beneficiaries as a
fiduciary or otherwise with respect to any litigation, including litigation by participants or beneficiaries for
benefits under the Plan, except as may be required under the Claim Administrator's indemnification
obligations under this Agreement or its obligations to act as a fiduciary in its claims processing and payment
services function as herein set forth or as may specifically be provided for elsewhere in this Agreement

13.5The Employer has advised Claim Administratorthat its benefit plan is not currently regulated by ERISA, so
certain provisions in this Section may not be applicable to the Employer at this time.

SECTION 14: PROPRIETARY MATERIALS

14.1 Disctosures in Account Contracts. The Employer on behalf of itself and its Covered Persons hereby

expressly acknowledges its understanding this Agreement constitutes a contract solely between the
Employer and the Claim Administrator, which is an independent corporation operating under a license from
the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield
Plans, (the "Association") permitting the Claim Administrator to use the Blue Cross and Blue Shield Service
Mark ,and that the Claim Administrator is not contracting as the agent of the Association. The Employer on
behalf of itself and its Covered Persons further acknowledges and agrees that it has not entered into this
Agreement based upon representations by any person other than the Claim Administrator and that no
person, entity, or organization other than the Claim Administrator shall be held accountable or liable to the
Employer for any of the Claim Administrator's obligations to the Employer created under this Exhibit. This

subsection shall not create any additional obligations whatsoever on the part of the Claim Administrator other
than those obligations created under other provisions of this Exhibit.

14.2 Administrative Services Onty, Network Only. The Claim Administrator must disclose that it does not
underwrite or assume any financial risk with respect to Claims liability; and disclose the nature of the
services and/or network access the Claim Administrator is providing. Such disclosures must be made to the
Employer, the Employer's Covered Persons, and Providers and must include, at a minimum, disclosure on
identification cards, benefit booklets, Employer contracts and Explanation of Benefits documentation.

SECTION 15: ELEGTRONIC DOCUMENTS

15.1 Employer's consent/intended use. The Employer consents to receive via an electronic file or access to an
electronic file any document the Employer requests from the Claim Administrator describing the benefits
under, or the administration of, the Plan.

15.2 Employer acknowledgement/responsihilities. The Employer further acknowledges and agrees that it is
responsible for providing employees access, via the intranet, internet, or othenrvise, to the most current
version of any electronic file provided to the Employer by the Claim Administrator at the Employer's request.
ln addition, in all instances, the electronic file of the most current document issued to the Employer by the

HCSC lL Gen ASA Med Rev.9.14 -15-
Proprietary lnformation

Not for use or disclosure outside Claim Administrator, Employer, their respective affiliated companies
and third party representatives, except under written agreement.



Claim Administrator for use by the Employer is the legal document used to administer the Employer's Plan
and will prevail in the event of any conflict between such electronic file and any other electronic or paper file.
The Employer is solely responsible for any and all claims for loss, liability or damages, arising either directly
or indirectly from the use or posting of the electronic file on the intranet and/or internet.

SECTION 16: RECORDS

All Claim records, excluding any and all of the Claim Administrato/s Business Proprietary lnformation, in the
possession of the Claim Administrator are and shall remain the property of the Employer upon termination of this
Agreement. The Claim Administrator shall return such property upon request in a form as agreed upon by the
parties at the cost of preparing such property for transmittal to be borne by the Employer. All such Claim records
shall be retained by the Claim Administrator until the Claim Administrator receives a request from the Employer
for transmittal or for a period of ten (10) years from the date of a Claim's adjudication, whichever occurs first.

SECTION 17: ENTIRE AGREEMENT

17.1Definition. This ASA, including all Appendices, Exhibits and Addenda, and the Professional Services
Agreement to which this Agreement is attached, represents the entire agreement and understandings of the
parties hereto and all prior agreements, understandings, representations and warranties, whether written or
oral, in regard to the subject matter hereof, including any proposal document submitted by the Claim
Administrator to the Employer pursuant to the Agreement, are and have been merged herein to the extent
applicable. ln the event of a conflict, the provisions of this ASA and the Appendices and Addenda of this
ASA shall prevail.

17.2Components. The Exhibits, Appendices and Addenda of this Exhibit 9 Administrative Services Agreement
as of the ASA's effective date are:

a. Appendix 1 - Claim Administrator Services
b. Appendix 2 - Fee Schedule, Financial Responsibilities & Required Disclosures

c. Appendix 3 - Recovery Litigation Authorization .

d. Exhibit 2 - ASO Benefit Program Application (.ASO BPA')

SECTION 18: LIMITATIONS

No civil action shall be brought to recover under this Agreement after the expiration of three (3) years from the
date the cause of action accrued, except to the extent that a later date is permitted under Section 413 of ERISA.

SECTION 19: NOTICE AND SATISFACTION

Unless specifically stated otherwise in this Exhibit, the Employer and the Claim Administrator agree to give one
another written notice (pursuant to Section 11 of the Agreement) of any complaint or concern the other party may
have about the performance of obligations under this Exhibit and to allow the notified party thirty (30) days in
which to make necessary adjustments or corrections to satisfy the complaint or concern prior to taking any further
action with regard to such.

SECTION 20: LIMITATION OF LIABILITY

Liability for any errors or omissions by the Claim Administrator (or its officers, directors, employees, agents or
independent contractors) in the administration of this Exhibit, or in the performance of any duty or responsibility
contemplated by this Exhibit, shall be limited to the maximum benefits which should have been paid under this
Exhibit had the errors or omissions not occurred (including the Claim Administrator's share of any arbitration
expenses incurred), unless any such errors or omissions are adjudged to be the result of intentional misconduct,
gross negligence or intentional breach of a duty under this Exhibit by the Claim Administrator.
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SECTION 21: OBLIGATION TO CONTINUE PERFORMANCE

Except as provided otherwise in this Exhibit, each party is required to continue to perform its obligations under
this Exhibit pending final resolution of any dispute arising out of or relating to this Exhibit.

SECTION 22: INDUSTRY IMPROVEMENT, RESEARCH AND SAFETY

Notwithstanding any other provision of this Exhibit, the Claim Administrator may use and or disclose a limited
data set or de-identified data for purposes of providing the services under this Exhibit and for other purposes
required or permitted by applicable law (the "Permitted Purposes" as defined herein). For purposes of this
paragraph, "Permitted Purposes" means the studies, analyses or other activities that are designed to promote
quality health care outcomes, manage health care and administrative costs, and enhance business and plan
performance, including but not limited to, utilization studies, cost analyses, benchmarking, modeling, outcomes
studies, medical protocol development, normative studies, quality assurance, credentialing, network
management, network development, fraud and abuse monitoring or investigation, administrative or process
improvement, cost comparison studies, or reports for actuarial analyses. For purposes of this paragraph, a
"limited data set" has the meaning set forth in HIPAA and "de-identified" means both member de-identification (as
defined by HIPAA) and Employer de-identification (unless the work is being done in connection with the
Employer's Plan). Solely for the Permitted Purposes, the Claim Administrator may release, or authorize the
release of, a limited data set or de-identified data to a third party data aggregation service or data warehouse and
its customers. Such data warehouse and data aggregation service providers may charge their customers a fee for
such services. Nothing in the paragraph is intended to expand or limit the terms and conditions of the Business
Associate Agreement with respect to the permitted use or disclosure of PHI (other than with respect to limited
data sets). The foregoing notwithstanding, the Blue Cross and Blue Shield Association and its support vendors
are permitted to have internal access to the Claim Administrator-assigned Employer Group and ldentification
numbers.

SECTION 23: CLAIM ADMINISTRATOR USE OF THIRD PARTY RECOVERY VENDOR

Recoveries from healthcare providers can arise in severalways, including, but not limited to, anti-fraud and abuse
recoveries, healthcare provider/hospital audits, credit balance audits, data mining, utilization review refunds, and
unsolicited refunds. The Claim Administrator may engage a third party to assist in identification or collection of
recovery amounts related to Claim Payments and Net Claim Payments made under the Agreement. ln such
event, the recovered amounts will be applied according to the Claim Administrator's refund recovery policies,
which generally require correction on a Claim-by Claim basis. Third parties'audit fees associated with such audits
and the Claim Administrator's fee for its related administrative expenses to support such third party audits will be
paid by the Employer.

SECTION 24: NOTIGE OF ANNUAL MEETING

The Employer is hereby notified that it is a Member of Health Care Service Corporation (HCSC), a Mutual Legal
Reserve Company, and is entitled to vote either in person, by its designated representative, or by proxy at all
meetings of Members of said Company. The annual meeting is held at its principal office at 300 East Randolph
Street, Chicago, lllinois each year on the last Tuesday in October at 12:30 P.M.

For purposes of this Exhibit, the term "Member" means the group, trust, association or other entity with which this
Exhibit has been entered. lt does not include Covered Employees or Covered Persons under the Plan.
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APPENDIX 1

CLAIM ADMINISTRATOR SERVICES

CLAIMS ADJUDICAT!ON

Examination of Claims and determination of payment levels, including data entry of Claims by Claims
departments, maintenance of Claims experience files, use of medical consultants, review of utilization and
reasonable and customary charges; and, if dental benefits coverage is elected on the most current ASO
BPA, use of dental consultants and review of Usual and Customary Fees; and Coordination of Benefits
(coB).
EXPLANATTON OF BENEFTTS (EOB)

Preparation of EOBs.

CLAIMS/MEMBERSHIP INQUIRIES

Handling of inquiries - written, phone or in-person - related to membership, benefits, and Claim Payment,
Net Claim Payment or Claim denial.

ALTERNATIVE PROVIDER COMPENSATION ARRANGEMENTS
Employer agrees to participate in other performance based reimbursement and alternative provider
compensation arrangements as applicable based on Covered Person criteria established by Claim
Administrator. Employer agrees that certain benefits will be covered at 100% when a Covered Person meets
these criteria and participates in a medical home program, and will make any necessary benefit plan
changes.

ENROLLMENT SERVICE

Upon Employer request, assist Employer, in accordance with Claim Administrator's standard procedures, in

initial enrollment activities, including education of Covered Persons about benefits, the enrollment process,
selection of health care providers and how to file a Claim for benefits; issue Claim submission instructions on
behalf of Employer to health care providers who render services to Covered Persons.

CLIENT SERVICES AND MATERIALS

Provision of those items as elected by Employer from listing below:

a. Enrollment Materials. lmplementation materials to be provided by Claim Administrator's Marketing
Administration Division during the enrollment process; any custom designed materials may be subject to
Supplemental Charge.

b. Standard ldentification Cards. Provision of identification cards appropriate to health benefit Plan
coverage(s) selected.

c. Standard Provider Directories. Access to Network Provider directories and periodic updates to such,
if applicable to the health benefit Plan coverage(s) under the Agreement.

d. Customer Servrce. Access to toll-free customer service telephone number.

e. Medical Prvnotification Helpline. For those services determined by Employer and provided in writing
to Claim Administrator that require pre-notification, advance Claim Administrator review of medical
necessity of such services covered under the Plan; access to toll-free medical pre-notification helpline
for Covered Persons and their health care providers to call for assistance.

MEMBERSHIP VALIDATION

Verification of membership by wire, listing, electronic on-line query or other method prior to or during
adjudication.

MEMBERSHIP FILE UPDATES
Maintenance of membership status files, processing of inter-plan transfers and processing of contract
changes; and, if elected in the Fee Schedule specifications of the most current ASO BPA, processing of
contract conversions, subject to conversion fee set forth therein.
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OTHER MEMBERSHI P SERVICES

Contact Employer and/or Covered Employees regarding adding, changing or renewing coverage.

STANDARD REPORTS

Make available Claim data, Claim Settlement statements (as outlined in Appendix 2, Section 6) and periodic
reports in Claim Administrator's standard format(s) in accordance with Claim Administrator's standard
reporting policy at no additional charge. Any additional reports required by Employer must be mutually
agreed upon by the parties in writing prior to their development and may be subject to a Supplemental
Charge.

STOP LOSS COORDINATION

Coordinate all necessary reporting, tracking, notification and other similar financial and/or adrninistrative
services pursuant to settlements under stop loss policy(ies) purchased from Claim Administrator in
conjunction with the Agreement. For stop loss coverage purchased from entity(ies) other than Claim
Administrator, such coordination is limited to this Exhibit's STANDARD REPORTS to be made available to
Employer subject to the Agreement's disclosure requirements.

REPORTING SERVICES

Preparation and filing of annual lnternal Revenue Service (lRS) 1099 forms forthe reporting of payments to
health care providers who render services to Covered Persons and who are reimbursed by the Plan for those
services.

ACTUARIAL AN D STATISTICAL

Determination of claims prolections and pricing of administrative services and stop-loss coverage.

F!NANCIAL SERVICES

Financial functions such as cash receipts, cash disbursements, payroll and general ledger processing,
general accounting, preparation of financial statements, billing, group settlement and wire transfers.

FRAUD DETECTION AND PREVENTION

ldentify and investigate suspected fraudulent activity by Providers and/or Covered Persons and inform
Employer of findings and proof of fraud; address any related recovery litigation as set forth in Appendix 3 of
this Exhibit.

BLUE ACCESS FOR EMPLOYERS

Provides Employer on-line access to conduct a variety of secure membership, enrollment, reporting,
administrative and billing transactions faster, more accurately and in real-time.
BLUE ACCESS@ FOR MEMBERS

An on-line resource for personalized information about a Covered Person's health care coverage, including,
but not limited to, Claims status, email notification when a Claim has been finalized, access to health and
wellness information, verification of dependents covered on their plan and health risk assessment and such
other services as become available.

PROVTDER NETWORK(S)

lf applicable to the health benefit Plan coverage(s) under the Agreement, establish, arrange and maintain a
Network(s) through contractual arrangements with Providers including, if also applicable, Primary Care
Physicians within the designated service area.

BLUE GARE CONNECTION@ PROGRAM llf elected on the most current ASO BPA)

A program that may include utilization management, case management, condition management, lifestyle
management, predictive modeling, Well on Target, 2417 nurseline and access to a personal health manager
or such other features as determined by the Employer.

DTSEASE/CARE MANAG EMENT PROGRAM(S)

Any disease and/or care management program(s) as elected on the most current ASO BPA.
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. MASSACHUSETTS STATEMENTS OF CREDITABLE COVERAGE AND ELECTRONIC REPORTING

llf elected on the most current ASO BPA)

At the written direction of Employer, issuance of written statements of creditable coverage and related
electronic reporting to the Massachusetts Department of Revenue with respect to Covered Persons under
the Agreement subject to the Massachusetts Health Care Reform Act.

. MSP INFORMATION REPORTING

Pursuant to Appendix 2, Section 17 entitled "MEDICARE SECONDARY PAYER ("MSP') INFORMATION
REPORTING", reporting preparation and filing as required of Claim Administrator as Responsible Reporting
Entity ("RRE") for the Plan as that term is defined in Section 111 of the Medicare, Medicaid, and SCHIP
Extension Act of 2007.

. UNCASHEDCHECKS

Regarding outstanding checks that are or become "stale" (over 365 days old), issue notification letters to
payees and upon completion of notification process, reissue such checks to payees based upon payee
response, if any. When check reissuance is not possible and unless stated otherwise in the Agreement,
escheat such checks to state of payee's last known residence on behalf of Employer or escheat amounts
pursuant to such checks to Employer, as elected by the Employer, less any amount(s) owed by payee to
Claim Administrator, in accordance with Claim Administrator's established procedures and/or the applicable
state's unclaimed property law.

. ADDITIONAL SERVICES NOT SPECIFIED

Claim Administrator may provide additional services not specified in the Exhibit; such services will be
mutually agreed upon between the parties in writing prior to their performance and may be subject to
Supplemental Charge.
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APPENDIX 2

FEE SCHEDULE, FINANCIAL RESPONSIBTLITIES & REQUIRED DISCLOSURES

SECTION 1: FEE SCHEDULE

Service charges and other service specifications applicable to this Exhibit are set forth in the Fee Schedule
section of the most current ASO BPA of the Agreement. They are to apply for the period(s) of time indicated
therein and shall continue in full force and effect until the earlier of: i) the end of the Fee Schedule Period noted
on such ASO BPA; ii) the date a Fee Schedule is amended or replaced in its entirety by the execution of a
subsequent ASO BPA; and iii) the date the Exhibit is terminated.

Inter-Plan Program Fees:

i. BIueCard@ Program/Network access fees* (as applicable): Additional information is available upon

request; included in the Medical Administrative Charge(s) noted in the ASO BPA and in any Termination
Administrative Charge(s) noted in the ASO BPA calculated on the basis of such Medical Administrative
Charge(s);

ii. Negotiated National Account ArrangemenUCustom fees (as applicable): Additional information is
available upon request, included in the Medical Administrative Charge(s) noted in the ASO BPA and in any
Termination Administrative Charge(s) noted in the ASO BPA calculated on the basis of such Medical

Adm inistrative Charge(s) ;

iii. For Non-Participating Healthcare Providers Outside Glaim Administrator's Service Area/processing
fees (as applicable): Additional information is available upon request; included in the Medical

Administrative Charge(s) noted in the ASO BPA and in any Termination Administrative Charge(s) noted in

the ASO BPA calculated on the basis of such MedicalAdministrative Charge(s).
.Such fees mav not exceed the lesser of the applicable annual oercentaqe of the discount (dependent uoon
qroup sizd permitted under the BlueCard Prooram or $2.000 per Claim.

SECTION 2: APPENDIX DEFINITIONS

Other definitions applicable to this Appendix are contained in Section 2 AGREEMENT DEFINITIONS of fhis
Exhibit.

2.1 "Employer Payment" means the amount owed or payable to the Claim Administrator by the Employer for a
given Employer Payment Period in accordance with Section 5 of this Appendix which is the sum of Net
Claim Payments made plus applicable service charges incurred during that Employer Payment Period.

2.2 "Employer Payment Method" means the method elected in the Fee Schedule specifications of the most
current ASO BPA of the Agreement by which Employer Payments will be made.

2.3 "Employer Payment Period" means the time period indicated in the Fee Schedule specifications of the
most current ASO BPA of the Agreement.

2.4 "Medicare Secondary Payer ("MSP")" means those provisions of the Social Security Act set forth in 42
U.S.C. 51395 y (b), and the implementing regulations set forth in 42 C.F.R. Par1411, as amended, which
regulate the manner in which certain employers may offer group health care coverage to Medicare-eligible
employees, their spouses and, in some cases, dependent children. (See Section 17 of this Appendix titled
'MEDICARE SECONDARY PAYER ("MSP',) TNFORMATION REPORTING.',)

2.5 "Run4ff Claim" means a Claim incurred prior to the termination of Exhibit 9 that is submitted for payment
during the Run-Off Period.

2.6 "Run-Off Period" means the time period immediately following termination of Exhibit 9, indicated in the Fee

Schedule specifications of the most current ASO BPA of the Agreement, during which the Claim
Admrnistrator will accept Run-Off Claims submitted for payment.
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3.1

3.2

2.7 "Termination Administrative Gharge" means the consideration indicated in the Fee Schedule
specifications of the most current ASO BPA of the Agreement that is required by the Claim Administrator
upon termination of the Exhibit 9, including any services that may be performed by the Claim Administrator
during the Run-Off Period indicated on such ASO BPA.

SECTION 3: COMPENSATION TO CLAIM ADMINISTRATOR

lntent of seruice charges. The Employer will pay service charges to the Claim Administrator, in

accordance with the Fee Schedule specifications of the most current ASO BPA of the Agreement, as
compensation for the processing of Claims and administrative and other services provided to the Employer.

Determining seryice charges. The service charges, which are guaranteed for the Fee Schedule Period
indicated in the Fee Schedule specifications of the most current ASO BPA of the Agreement, have been
determined in accordance with the Claim Administrator's current regulatory status and the Employer's
existing benefit program.

Changing seruice charges. Such service charges shall be subject to change by the Claim Administrator as
follows:

a. At the end of the Fee Schedule Period indicated in the Fee Schedule specifications of the most current
ASO BPA of the Agreement, provided that sixty (60) days prior written notice is given by the Claim
Administrator;

b. On the effectrve date of any changes or benefit variances in the Plan, its administration, or the level of
benefit valuation which would increase the Claim Administrator's cost of administration;

c. On any date changes imposed by governmental entities increase expenses incurred by the Claim
Administrator, provided that such increases shall be limited to an amount sufficient to recover such
rncrease rn expenses;

d. On any date that the actual number of Covered Employees (in total, by product or by benefit plan), the
Single/Family mix, or the Medicare/Non-Medicare mix varies +l- 10o/o from Claim Administrator's
projections;

e. The information upon which Claim Administrator's projections were based (benefit levels,
census/demographics, commissions, etc.) becomes outdated or inaccurate; or

f . On any date an affiliate, subsidiary, or other business entity is added or dropped by the Employer.

3.4 Servrce charges upon termination. Intentionally Omitted]

3.5 Additional service charges. ln addition to the amounts due and payable each month in accordance with
the Fee Schedule specifications of the most current ASO BPA of the Agreement, the Claim Administrator
may charge the Employer for:

a. Any applicable Supplemental Charge(s);

b. Reasonable fees for the reproduction or return of Claim records requested by the Employer, a
governmental agency or pursuant to a court order; and/or

c. Any other fees that may be assessed by third parties for services rendered to the Employer and/or any
other fees for services mutually agreed upon by the parties in writing.

3.6 Effect of Plan enrollment. Administrative Charges will be paid based upon information the Claim
Administrator receives regarding current Plan enrollment as of the first day of each month. Appropriate
adjustments will be made for enrollment variances or corrections.

3.7 Timely payment. Any sums due the Claim Administrator under this Agreement will be paid Timely by the
Employer. Performance of all duties and obligations of the Claim Administrator under Exhibit 9 are
contingent upon the payment of any amount owed the Claim Administrator by the Employer before the end
of the applicable cure period.
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4.1

4.2

4.3

4.4

5.1

5.2

SECTION 4: CLAIM PAYMENTS

Claim Administrator's payment. Upon receipt of a Claim, the Claim Administrator will make a Claim
Payment provided that all payments due the Claim Administrator under the terms of Exhibit 9 are paid before
the end of the applicable cure period.

Employer's liability. Any reasonable determination by the Claim Administrator in adjudicating a Claim
under Exhibit 9 that a Covered Person is entitled to a Net Claim Payment is conclusive evidence of the
liability of the Employer to the Claim Administrator for such Net Claim Payment pursuant to Section 6 below
tit|ed,,CLAIM SETTLEMENTS.,
Covered Person's certain liability. Under certain circumstances, if the Claim Administrator pays the
healthcare Provider amounts that are the responsibility of the Covered Person under this Exhibit 9 the Claim
Administrator may collect such amounts from the Covered Person.

Cessation of Claim Payments. lf the Employer has failed to pay before the end of the applicable cure
period any amount owed the Claim Administrator, the Claim Administrator shall be under no obligation to
make any further Claim Payments until such default is cured.

SECTION 5: EMPLOYER PAYMENT

lntent. ln consideration of the Claim Administrator's obligations as set forth in the Agreement and Exhibit 9
and at the end of each Employer Payment Period, the Employer shall Timely pay to the Claim Administrator
or shall provide access for the Claim Administrator to obtain, the Employer Payment amount due for that
Employer Payment Period. Claim Administrator is willing to extend a grace period of two (2) months beyond
the due date. lf Employer fails to pay the amounts owed to the Claim Administrator during the grace period,
Claim Administrator will have ten (10) days from the date of Claim Administrator's written notice of payment
default to cure.

Confirmation or notification of amount due and payment due date. The Employer shall confirm with the
Claim Administrator or the Claim Administrator shall notify the Employer's Financial Division, of the
Employer Payment for each Employer Payment Period and when such payment is due. Confirmation or
notification shall be in accordance with the Employer Payment Method elected in the Fee Schedule
specifications of the most current BPA of the Agreement and the following:

a. tf the Employer Payment Method is by check, the Claim Administrator shall issue the Employer a
settlement statement which will include the Claim Administrator's mailing address for check remittance
and the date payment is due.

b. lf the Employer Payment Method is other than check, the Employer shall confirm on-line the amount
due by accessing the Claim Administrator's "Blue Access for Employers" (as provided in Appendix 1 of
Exhibit 9); or the Claim Administrator shall advise the Employer by email or facsimtle (at an email
address or facsimile number to be furnished by the Employer prior to the effective date of the
Agreement) or by such other method mutually agreed to by the parties, of the amount due. The
Employer Payment must be made or obtained within forty-eight (48) hours of confirmation by the
Employer or the Employer's notification by the Claim Administrator. lf any day on which an Employer
Payment is due is a holiday, such payment will be made or obtained on the next business day.

Late payments are subject to the penalties outlined in Section 7.3 of this Appendix.

Federal Regulation of Employer. Beginning in 2014 (or such other date required by law), Employer will be
responsible for contributing to the funding of the Transitional Reinsurance Programs established by the
Affordable Care Act. ln no event will Claim Administrator be responsible for the reinsurance contribution. lf
required by applicable law, Employer will promptly forward to Claim Administrator all such contributions (or
successor or alternate program amounts) and all information necessary for the calculation or administration
of such contributions (or successor or alternate program amounts).
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SECTION 6: CLAIM SETTLEMENTS

6.1 Determining What Employer Owes. A Claim Settlement shall be determined for each Claim Settlement
Period indicated in the Fee Schedule specifications of the most current ASO BPA of the Agreement. The
Claim Settlement shall reflect the sum of the following:

a. All Net Claim Payments calculated on the basis of Claim Payments paid by the Claim Administrator in

the particular Claim Settlement Period.

b. All Net Claim Payments calculated on the basis of Claim Payments paid by the Claim Administrator in
prior Claim Settlement Periods that have not been included in a prior Claim Settlement.

c. The Administrative Charges and Credits and other applicable service charges as indicated in the Fee
Schedule specifications of the most current ASO BPA of the Agreement and any applicable
Supplemental Charge(s).

The sum of a., b., and c. above shall be referred to as the Claim Settlement Total.

6.2 Employer underpayment. lf , within the Claim Settlement Period, the Claim Settlement Total exceeds the
Employer Payments, the Employer will pay the difference to the Claim Administrator. The Claim Settlement
will be determined within sixty (60) days from the last day of the Claim Settlement Period. The Claim
Administrator will notify the Employer in writing of the results of the Claim Settlement. Any sums due the
Claim Administrator will be paid Timely by the Employer. Claim Administrator is willing to extend a grace
period of two (2) months beyond the Claim Settlement due date. lf Employer fails to pay the amounts owed
to the Claim Administrator during the grace period, Claim Administrator will have ten (10) days from the date
of Claim Administrator's written notice of payment default to cure.

6.3 Employer overpayment. lf , within the Claim Settlement Period, the Employer Payments exceed the Claim
Settlement Total, the Claim Administrator may, at its option, pay such difference to the Employer, apply the
difference against amounts then owed the Claim Administrator by the Employer or authorize a reduction
equal to such difference from the next Claim Settlement Total due the Claim Administrator from the
Employer.

SECTION 7: LATE PAYMENTS AND REMEDIES

7.1 When Employer fails to Pay. lf the Employer fails to pay when due any amount required to be paid to the
Claim Administrator under Exhibit 9, and such default is not cured within ten (10) days of written notice to the
Employer, the Claim Administrator may, at its option:

a. Suspend Claim Payments; or
b. Terminate Exhibit 9 as of the effective date specified in such notice.

7.2 When Claim Administrator fails to timely notify. The Claim Administrator's failure to provide the
Employer with timely notice of any amount due hereunder shall not be considered a waiver of payment of
any amount which may otherwise be due hereunder from the Ernployer.

7.3 Late charge. lf the Employer fails to make any payment required by Exhibit 9 on a Timely basis, the Claim
Administrator, at its option, may assess a daily charge for the late remittance from the due date of any
amount(s) payable to the Claim Administrator by the Employer. This daily charge shall be an amount equal
to the amount resulting from multiplying the amount due times the lesser of:

a. The rate of .0329% per day which equates to an amount of twelve percent (12%) per annum; or

b. The maximum rate permitted by state law.

7.4 lnsolvency. ln addition, if the Employer becomes insolvent, however evidenced, or is in default of its

obligation to make any Employer Payment as provided hereunder, or if any other default hereunder has
occurred and is continuing, then any indebtedness of the Claim Administrator to the Employer (including any
and all contractual obligations of the Claim Administrator to the Employer) may be offset and/or recouped
and applied toward the payment of the Employer's obligations hereunder, whether or not such obligations, or
any part thereof, shall then be due the Employer.
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8.1

SECTION 8: FINANCIAL OBLIGATIONS UPON AGREEMENT TERMINATION

Rur>off Claims. The Employer hereby acknowledges that on the date of termination of the Agreement or
Exhibit 9 in accordance with the provisions of either Section 7 of this Appendix or Section 10 of the Exhibit,
there may be an undetermined but substantial number of Claims for services rendered or furnished prior to
that date which have not been submitted to the Claim Administrator for reimbursement and also an
undetermined but substantial number of Claims submitted for reimbursement which have not been paid by
the Claim Administrator ("Run-Off Claims'). The Employer shall be responsible for the reimbursement of all
Run-Off Claims, whether or not such Claims have been submitted, or whether or not Net Claim Payments
calculated on the basis of Claim Payments for such Claims have been made by the Claim Administrator, as
of the date of termination, including, but not limited to, Claim Payments and/or Net Claim Payments made in
accordance with MSP laws, and for the payment of the Termination Administrative Charge and any other
applicable service charges indicated in the Fee Schedule specifications of the most current ASO BPA of the
Agreement and any applicable Supplemental Charge(s) pursuant to the processing of such Claims after the
termination date of the Agreement or Exhibit 9. Further, if a Covered Person is an lnpatient at the time his or
her coverage under the Plan terminates, the Plan shall provide benefits for Covered Services which are
provided by and regularly charged for by a Hospital or other facility Provider until the Covered Person is
discharged or until the end of the Covered Person's benefit period, whichever occurs first ("Extended
Benefits"). The Employer shall be liable to the Claim Administrator for all Claim Payments, Net Claim
Payments and the applicable service charges for such Extended Benefits.

Corresponding Employer Payments. ln consideration of the Claim Administrator's continuing to make
Claim Payments in accordance with Section 4 of this Appendix for Run-Off Claims, the Employer shall
continue to make Employer Payments for all such Claims paid by the Claim Administrator up to the Final
Settlement outlined below.

Final Settlement. A Finalsettlementshall be madewithin sixty (60) days afterthe lastdayof the Run-Off
Period. This Final Settlement shall compare the Employer Payments against the Claim Settlement Totals for
all Run-Off Claims paid up to the date of the Final Settlement. The difference shall be paid or applied as set
forth in Section 6 of this Appendix. However, if the Employer Payments exceed the Claim Settlement Totals
for all Run-Off Claims paid up to the Final Settlement, the Claim Administrator shall pay such difference to
the Employer after applying the difference against amounts, if any, then owed to the Claim Administrator by
the Employer.

Uncashed checks. As of the date of termination of the Agreement, any outstanding checks that are or
become "stale" (over 365 days old) will be escheated by the Claim Administrator, on the Employer's behalf,
less any amount(s) owed by such checks' payees to the Claim Administrator, in accordance with the
applicable state's unclaimed property law.

SECTION 9: REQUIRED DISCLOSURE PROVISIONS

The Employer represents that it acknowledges and has communicated the provisions stated in each of the
following sections of this Appendix 2 to its Covered Persons.

SECTION 10: PAYMENT OF CLAIMS AND ASSIGNMENT OF BENEFITS

10.1 Claim payment assignment. All payments by the Claim Administrator for the benefit of any Covered
Person may be made directly to any Provider furnishing Covered Services for which such payment is due,
and the Claim Administrator is authorized by such Covered Person to make such payments directly to such
Providers. However, the Claim Administrator reserves the right in its sole discretion to pay any benefits that
are payable under the terms of the Plan directly to the Covered Person or Provider furnishing Covered
Services. All benefits payable to the Covered Person which remain unpaid at the time of the death of the
Covered Person will be paid to the estate of the Covered Person.

10.2 Claim dispute. Once Covered Services are rendered by a Provider, the Covered Person has no right to
request the Claim Administrator not to pay the Claim submitted by such Provider and no such request by a
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Covered Person or his agent will be given effect. Furthermore, the Claim Administrator will have no liability
to the Covered Person or any other person because of its rejection of such request.

10.3 Plan coverage assignment. Neither the Plan nor a Covered Person's claims for payment of benefits under
the Plan are assignable in whole or in part to any person or entity at any time. Coverage under the Plan is
expressly non-assignable or non-transferable and will be forfeited if a Covered Person attempts to assign
or transfer coverage or aids or attempts to aid any other person in fraudulently obtaining coverage under the
Plan. However, if the Claim Administrator makes payment because of a person's wrongful use of the
identification card of a Covered Person, such payment will be considered a proper payment and the Claim
Administrator will have no obligation to pursue recovery of such payment.

SECTION 1 I : COVERED PERSON/PROVIDER RELATIONSHIP

'11.1 Choosing a Provider. The choice of a Provider is solely the choice of the Covered Person and the Claim
Administrator will not interfere with the Covered Person's relationship with any Provider.

11.2 Claim Administrator's role. lt is expressly understood that the Claim Administrator does not itself
undertake to furnish Hospital, medical or dental service, but solely to make payment to a Provider for the
Covered Services received by Covered Persons. The Claim Administrator is not in any event liable for any
act or omission of any Provider or the agent or employee of such Provider, including, but not limited to, the
failure or refusal to render services to a Covered Person. Professional services which can only be legally
performed by a Provider are not provided by the Claim Administrator. Any contractual relationship between a
Provider and the Claim Administrator shall not be construed to mean that the Claim Administrator is
providing professional service.

11.3 lf point-of-service coverage applies. lf coverage under a Network point<f-service managed care health
benefits program is applicable to the Plan under Exhibit 9, the following apply:

a. Physician Selection.
A Covered Person shall be entitled to select a Primary Care Physician through the Plan to act as the
Covered Person's principal care giver and to provide or arrange for the provision of medical care.

b. Changing Physician Selecfion.
Both the Covered Person and the Primary Care Physician may request a change from one Primary
Care Physician to another by notifying the Claim Administrator of the desire to change; provided,
however, such a request by a Primary Care Physician shall not be based upon the type, amount or cost
of services required by the Covered Person or the physical condition of the Covered Person except
where reasonably necessary to provide optimal medical care.

11.4 lntent of terminolooy. The use of an adjective such as Approved, Administrator, Participating, ln-Network
or Network in modifying a Provider shall in no way be construed as a recommendation, referral or any other
statement as to the ability or quality of such Provider. ln addition, the omission, non-use or non-designation
of Approved, Administrator, Participating, ln-Network, Network or any similar modifier or the use of a term
such as Non-Approved, Non-Administrator, Non-Participating, Out-of-Network or Non-Network should not
be construed as carrying any statement or inference, negative or positive, as to the skill or quality of such
Provider.

11.5 Provider's role. Each Provider provides Covered Services only to Covered Persons and does not deal with
or provide any services to the Employer (other than as an individual Covered Person) or the Plan.

SECTION l2: LIMITED BENEFITS FOR NON-NETWORK PROVIDERS

Regarding any comprehensive major medical coverage with access to Nettrork Providers elected on the
most currenf ASO BPA of the Agreement The Employer acknowledges that when Covered Persons elect to
utilize the services of a non-Network professional Provider for a Covered Service in non-emergency situations,
benefit payments to such non-Network professional Provider are not based upon the amount billed. The basis of
the benefit payment will be determined according to the Plan's fee schedule, usual and customary charge (which
is determined by comparing charges for similar services adjusted to the geographical area where the services are
performed), or other method as defined under the Plan. Non-Network Providers may bill the Plan's Covered
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Person for any amount up to the billed charge after the Claim Administrator has paid the Plan's portion of the bill.
Network Providers have agreed to accept discounted payments for services with no additional billing to the
Covered Person other than Coinsurance and deductible amounts. A Covered Person may obtain further
information about the Network status of professional Providers and information on out<f-pocket expenses by
calling the toll-free number on their identification card.

SECTION 13: CLAIM ADMINISTRATOR'S SEPARATE FINANCIAL ARRANGEMENTS
WITH PROVIDERS

13.1 All amounts payable to the Claim Administrator by the Employer for Claim Payments provided by the Claim
Administrator and applicable service charges pursuant to the terms of the Agreement and Exhibit 9 and all
required deductible and Coinsurance amounts under Exhibit 9 shall be calculated on the basis of the
Provider's Eligible Charge or Provider's Claim Charge less the ADP, unless otherwise directed in writing by
the Employer, for Covered Services rendered to a Covered Person, irrespective of any separate financial
arrangement between any Administrator Provider or the Employer and the Claim Administrator.

13.2 The Employer acknowledges that the Claim Administrator has contracts with certain Providers
("Administrator Providers") for the provision of, and payment for, health care services to all persons entitled
to health care benefits under individual certificates, agreements and contracts to which the Claim
Administrator is a party, including the Covered Persons under Exhibit 9, and that pursuant to the Claim
Administrator's contracts with Administrator Providers, under certain circumstances described therein, the
Claim Administrator may receive substantial payments from Administrator Providers with respect to services
rendered to all such persons for which the Claim Administrator was obligated to pay Administrator Providers,
or the Claim Administrator may pay Administrator Providers less than their Claim Charges for services, by
discounts or othenrvise, or may receive from Administrator Providers other allowances under the Claim
Administrator's contracts with them. The Employer acknowledges that in negotiating the service charges set
forth in Exhibit 9, it has taken into consideration that the Claim Administrator may receive such payments,
discounts and/or other allowances during the term of Exhibit 9 and that the service charges specified in
Exhibit 9 reflect the amount of additional consideration expected to be received by the Claim Administrator in

the form of such payments, discounts or allowances. Neither the Employer nor Covered Persons hereunder
are entitled to receive any portion of any such payments, discounts and/or other allowances in excess of the
ADP as part of any Claim Settlement or othenarise except as such items may be indirectly or directly
reflected in the service charges specified in Exhibit 9.

13.3 The Claim Administrator's compensation for its services under Exhibit 9 shall include the difference between
the Net Claim Payments reimbursed to the Claim Administrator by the Employer under Exhibit 10 and the
net amounts paid to Providers by the Claim Administrator after giving effect to the Claim Administrator's
Separate Financial Arrangements with Providers.

SECTION 14: CLAIM ADMINISTRATOR,S SEPARATE FINANCIAL ARRANGEMENTS
WITH PRESCRIPTION DRUG PROVIDERS

14.1 All amounts payable to the Claim Administrator by the Employer for Claim Payments provided by the Claim
Administrator and applicable service charges pursuant to the terms of Exhibit 9 and all required Copayment,
deductible and Coinsurance amounts under Exhibit 9 shall be calculated on the basis of the Outpatient
Prescription Drug Program Eligible Charge or the agreed upon cost between the Participating Prescription
Drug Provider as defined below, and the Claim Administrator, whichever is less.

14.2 The Claim Administrator hereby informs the Employer and all Covered Persons that it has contracts, either
directly or indirectly, with prescription drug Providers ("Participating Prescription Drug Providers") for the
provision of, and payment for, prescription drug services to all persons entitled to prescription drug benefits
under individual certificates, group health insurance policies and contracts to which the Claim Administrator
is a party, including the Covered Persons under the Agreement, and that pursuant to the Claim
Administrator's contracts with Participating Prescription Drug Providers, under certain circumstances
described therein, the Claim Administrator may receive discounts for prescription drugs dispensed to
Covered Persons under the Agreement. Actual network savings achieved by the Employer will vary. Some
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rates are currently based on Average Wholesale Price ("AWP"), which is determined by a third party and is

subject to change.

14.3 The Employer understands that the Claim Administrator may receive such discounts during the term Exhibit
9. Neither the Employer nor Covered Persons hereunder are entitled to receive any portion of any such
discounts except as such items may be indirectly or directly reflected in the service charges specified in the
Agreement. The drug fees/discounts that Claim Administrator has negotiated with Prime Therapeutics LLC
("Prime") through the Pharmacy Benefit Management (PBM) Agreement, will be passed-through to the
Employer for both retail and mail/specialty drugs. Except for maiUspecialty drugs, the PBM Agreement
requires that the fees/discounts that Prime has negotiated with pharmacies (or other suppliers) are passed-
through to Claim Administrator (and ultimately to the Employer as described above). For the mail pharmacy
and specialty pharmacy program owned by Prime, Prime retains the difference between its acquisition cost
and the negotiated prices as its fee for the various administrative services provided as part of the mail
pharmacy and/or specialty pharmacy program. Claim Administrator pays a fee to Prime for pharmacy benefit
services, which is reflected in the administrative fee charged by Claim Administrator to the Employer. A
portion of Prime's PBM fees are tied to certain performance standards, including, but not limited to, claims
processing, customer service response, and mail-order processing. The allowable amount reimbursed for
prescriptions obtained at out-of-network pharmacies is determined by the Employer's benefit design, but is
usually based on 75% of the cost of the prescription if it were obtained at an in-network pharmacy.

14.4 "Weighted paid claim" refers to the methodology of counting claims for purposes of determining the Claim
Administrator's fee payment to Prime. Each retail (including claims dispensed through PBM's specialty
pharmacy program) paid claim equals one weighted paid claim; each extended supply or mail order
(including Mail Service) paid claim equals three weighted paid clarms. However, Claim Administrator pays
Prime a Program Management Fee ("PMF") on a per paid claim basis. "Funding Levers" means a
mechanism through which Claim Administrator funds the fees (net fee, ancillary fees and special project
fees) owed to PBM. Funding Levers always include manufacturer administrative fees, mail order utilization,
participating pharmacy transaction fees, and, if elected by Claim Administrator, may include rebates and
retail spread. Claim Administrator's net fee owed to Prime for core services will be offset by the Funding
Levers. Claim Administrator pays Prime the net fee for core services, ancillary fees and special project fees,
offset by all applicable Funding Levers as agreed upon under the terms of its agreement with Prime. The
net fee is calculated based on a fixed dollar amount per Weighted Paid Claim.

14.5 The amounts received by Prime from Claim Administrator, pharmacies, manufacturers or other third parties
may be revised from time to time. Some of the amounts received by Prime may be charged each time a
claim is processed (or, in some instances, requested to be processed) through Prime and/or each time a
prescription is filled, and include, but are not limited to, administrative fees charged by Prime to Claim
Administrator (as described above), administrative fees iharged by Prime to pharmacies, and administrative
fees charged by Prime to pharmaceutical manufacturers. Currently, none of these fees will be passed on to
the Employer as expenses, or accrue to the benefit of the Employer, unless otherwise specifically set forth in

the Agreement. Additional information about these types of fees or the amount of these fees is available
upon request. The maximum that Prime will receive from any pharmaceutical manufacturer for certain
administrative fees will be 3% of the total sales for all rebatable products of such manufacturer dispensed
during any given calendar year to members of Claim Administrator and other Blue Plan operating divisions.

SECTION 15: GLAIM ADMTNISTRATOR'S SEPARATE FINANCIAL ARRANGEMENTS
WITH PHARMACY BENEFIT MANAGERS

15.1 The Claim Administrator hereby informs the Employer and all Covered Persons that it owns a significant
portion of the equity of Prime and that the Claim Administrator has entered into one or more agreements
with Prime or other entities (collectively referred to as "Pharmacy Benefit Managers"), for the provision of,

and payment for, prescription drug benefits to all persons entitled to prescription drug benefits under
individual certificates, group health insurance policies and contracts to which the Claim Administrator is a
party, including the Covered Persons under Exhibit 9. Pharmacy Benefit Managers have agreements with
pharmaceutical manufacturers to receive rebates for using their products. ln addition, Prime's mail order
pharmacy and other PBM services operate through the same entity, Prime Therapeutics LLC.
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15.2 Prime negotiates rebate contracts with pharmaceutical manufacturers on behalf of the Claim Administrator,
but does not retain any rebates (although Prime may retain any interest or late fees earned on rebates
received from manufacturers to cover the administrative costs of processing late payments). Expected
Rebate amounts, are calculated based on the Employer-specific demographics and projected rebates,
interest earnings and utilization. Based upon previous experience with such rebates, the Claim Administrator
has estimated that any drug rebate for the Employer would be based on an average dollar amount per
prescription ("Expected Rebate"). One-hundred percent (100%) of the Expected Rebate is shared with
employers based upon the benefit design and the retail and mail order usage rate. The Expected Rebate
passed back to the Employer is determined by multiplying the sum of the estimated dollars times the
expected number of annual prescriptions dispensed, then divided by the expected number of Covered
Employees, then divided by twelve (12) months. The Expected Rebate amount is reflected as a prescription
drug rebate credit per Covered Employee per month. Although no true-up is done at the end of the
Employer's contract period, the re-calculation of the Expected Rebate for the renewal period takes into
account the prior period's actual demographics, utilization, rebates and interest earnings. The rebate credits
do not continue if the Employer terminates.

15.3 The Employer understands that the Claim Administrator may receive such rebates during the term Exhibit 9.
Neither the Employer nor Covered Persons hereunder are entitled to receive any portion of any such
rebates except as such items may be indirectly or directly reflected in the service charges specified in Exhibit
o

SECTION 16: INTER.PLAN ARRANGEMENTS

16.1 Out-of-Area Services
Claim Administrator has a variety of relationships with other Blue Cross and/or Blue Shield Licensees
referred to generally as "lnter-Plan Programs." Whenever Covered Persons access healthcare services
outside the geographic area Claim Administrator serves, the Claim for those services may be processed
through one of these lnter-Plan Programs and presented to Claim Administrator for payment in accordance
with the rules of the lnter-Plan Programs policies then in effect. The lnter-Plan Programs available to
Covered Persons under Exhibit 10 are described generally below. Claim Administrator's services under
Exhibit 9 are governed by and subject to the lnter-Plan Programs policies in effect during the term of Exhibit
o

Typically, Covered Persons, when accessing care outside the geographic area Claim Administrator serves,
obtain care from healthcare providers that have a contractual agreement (i.e., are "participating healthcare
providers") with the local Blue Cross and/or Blue Shield Licensee in that other geographic area ("Host Blue").
ln some instances, Covered Persons may obtain care from non-participating healthcare providers. Claim
Administrator's payment practices in both instances are described below.

16.2 BlueCarP Program
Under the BlueCard@ Program, when Covered Persons access Covered Services within the geographic area
served by a Host Blue, Claim Administrator will remain responsible to Employer for fulfilling Claim
Administrator's contractual obligations. However, in accordance with applicable lnter-Plan Programs policies
then in effect, the Host Blue will be responsible for providing such services as contracting and handling
substantially all interactions with its participating healthcare providers. The financial terms of the BlueCard
Program are described generally below. lndividual circumstances may arise that are not directly covered by
this description; however, in those instances, our action will be consistent with the spirit of this description.

a. Liability Calculation Method Per Claim
The calculation of the Covered Person's liability on Claims for Covered Services processed through the
BlueCard Program will be based on the lower of the participating healthcare provider's billed covered
charges or the negotiated price made available to Claim Administrator by the Host Blue.

The calculation of Employe/s liability on Claims for Covered Services processed through the BlueCard
Program will be based on the negotiated price made available to Claim Administrator by the Host Blue.
Sometimes, this negotiated price may be greater than or equal to billed charges. Examples of this are
(i) when a Host Blue has negotiated with its participating healthcare provide(s) an inclusive allowance
(e.9., per case or per day amount) for specific healthcare services, and (ii) when such negotiated price
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is necessary or appropriate, as determined by the Host Blue, to provide for a Host Blue's geographic
access or availability of particular types of health care services.

Host Blues may use various methods to determine a negotiated price, depending on the terms of each
Host Blue's healthcare provider contracts. The negotiated price made available to Claim Administrator
by the Host Blue may represent a payment negotiated by a Host Blue with a healthcare provider that is
one of the following:

(1) an actual price. An actual price is a negotiated payment without any other increases or
decreases, or

(2) an estimated price. An estimated price is a negotiated payment reduced or increased by a
percentage to take into account certain payments negotiated with the provider and other Claim-
and non-Claim-related transactions. Such transactions may include, but are not limited to, anti-
fraud and abuse recoveries, provider refunds not applied on a Claim-specific basis, retrospective
settlements, and performance-related bonuses or incentives, or

(3) an average price. An average price is a percentage of billed covered charges representing the
aggregate payments negotiated by the Host Blue with all of its healthcare providers or a similar
classification of its providers and other Claim- and non-Claim-related transactions. Such
transactions may include the same ones as noted above for an estimated price.

Host Blues using either an estimated price or an average price may, in accordance with lnter-Plan
Programs policies, prospectively increase or reduce such prices to correct for over- or underestimation
of past prices (i.e., prospective adjustments may mean that a current price reflects additional amounts
or credits for Claims already paid to providers or anticipated to be paid to or received from providers).
However, the amount paid by the Covered Person and Employer is a final price, no future price
adjustment will result in increases or decreases to the pricing of past Claims. The BlueCard Program
requires that the price submitted by a Host Blue to Claim Administrator is a final price irrespective of
any future adjustments based on the use of estimated or average pricing.

lf a Host Blue uses either an estimated price or an average price on a Claim, the Host Blue is required
to hold any difference between the amount paid to the provider and the amount that Employer pays in a
variance account, pending settlement with its participating healthcare providers. Because all amounts
paid are final, neither variance account funds held to be paid, nor the funds expected to be received,
are due to or from Employer. Such payable or receivable would be eventually exhausted by healthcare
provider settlements and/or through prospective adjustment to the negotiated prices. Some Host Blues
may retain interest earned, if any, on funds held in vaiance accounts.

ln some instances federal law or the laws of a small number of states require Host Blues either (i) to
use a basis for determining Covered Person's liability for Covered Services that does not reflect the
entire savings realized, or expected to be realized, on a particular Claim or (ii) to add a surcharge.

Should either federal law or the law of the state in which healthcare services are accessed mandate
liability calculation methods that differ from the negotiated price methodology or require a surcharge,
Claim Administrator would then calculate Covered Person's liability and Employe/s liability in

accordance with applicable law.

b. Retum of Overpayments
Under the BlueCard Program, recoveries from a Host Blue or its participating healthcare providers can
arise in several ways, including, but not limited to, anti-fraud and abuse recoveries, healthcare
provider/hospital bill audits, credit balance audits, utilization review refunds, and unsolicited refunds. ln
some cases, the Host Blue will engage a third party to assist in identification or collection of recovery
amounts. The fees of such a third party may be charged to the Employer. Recovery amounts
determined in the ways noted above will be applied so that corrections will be made, in general, on
either a Claim-by-Claim or prospective basis.

Unless otherwise agreed to by the Host Blue, Claim Administrator may request adjustments from the
Host Blue for full refunds from healthcare providers due to the retroactive cancellation of membership
but only for one year after the date of the lnter-Plan financial settlement process for the onginal Claim.
ln some cases, recovery of Claim payments associated with a retroactive cancellation may not be
possible if, as an example, the recovery conflicts with the Host Blue's state law or healthcare provider

contracts or would jeopardize the Host Blue's relationship with its healthcare providers.
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c. BlueCard Program Fees and Compensation
Employer understands and agrees to reimburse Claim Administrator for certain fees and compensation
which Claim Administrator is obligated under the BlueCard Program to pay to the Host Blues, to the
Blue Cross and Blue Shield Association (BCBSA), and/or to BlueCard Program vendors, as described
below. Fees and compensation under the BlueCard Program may be revised in accordance with the
Program's standard procedures for revising such fees and compensation, which do not provide for prior
approval by Employer. Such revisions typically are made annually as a result of Program policy
changes and/or vendor negotiations. These revisions may occur at any time during the course of a
given calendar year, and they do not necessarily coincide with Employer's benefit period under Exhibit
L
Claim Administrator will charge these fees as follows:

It is expected that, unless the number of Employer's Blue enrolled contracts falls below 50,000, that the
access fee and all other BlueCard Program-related fees are included in Claim Administrator's
Administrative Charge set forth in the Fee Schedule.

ln the event that the number of Employer's Blue enrolled contracts falls below 50,000, only the
BlueCard Program access fee may be charged separately each time a Claim is processed through the
BlueCard Program. lf one is charged, it will be a percentage of the discounUdifferential Claim
Administrator receives from the Host Blue, based on the current rate in accordance with the Program's
standard procedures for establishing the access fee rate. The access fee will not exceed $2,000 for any
Claim. ln this situation the access fee is set forth in the Agreement's Fee Schedule. All other BlueCard
Program-related fees will then be factored into Claim Administrator's determination of its general
administrative fee, also set forth in the Fee Schedule.

(1) BlueCard Program Access Fees

A BlueCard Program access fee may be charged only if the Host Blue's arrangement with its
healthcare provider prohibits billing Covered Persons for amounts in excess of the negotiated
payment. However, a healthcare provider may bill for non-covered healthcare services and for
Covered Person cost sharing (for example, deductibles, copayments, and/or coinsurance)
related to a particular Claim.

(2) How the BlueCard Program Access Fee Affects Employer

When Claim Administrator is charged a BlueCard Program access fee, Clatm Administrator may
pass the charge along to Employer as a Claim expense or as a separate amount. The access fee
will not exceed $2,000 for any Claim. lf Claim Administrator receives an access fee credit, Claim
Administrator will give Employer a Claim expense credit or a separate credit. lnstances may
occur in which the Claim payment is zero or Claim Administrator pays only a small amount
because the amounts eligible for payment were applied to patient cost sharing (such as a
deductible or coinsurance). ln these instances, Claim Administrator will pay the Host Blue's
access fee and pass it along to Employer as stated above even though Employer paid little or had
no Claim liability.

1 6. 3 Negotia ted N ati o n a I Ac co u nt A rra n g em ents
As an alternative to the BlueCard Program, some of Employer's Covered Persons' Claims for Covered
Services may be processed through a negotiated National Account arrangement with a Host Blue. Pursuant
to such negotiated arrangements, the Host Blue(s) [has/have] agreed to provide, on the Claim

Administrator's behalf, Claim Payments and certain administrative services for those Covered Persons of the
Employer receiving Covered Services in the state and/or service area of the Host Blues. Pursuant to the
agreement between the Claim Administrator and the Host Blues, the Claim Administrator has agreed to
reimburse each Host Blue for all Claim Payments made on the Claim Administrator's behalf for those
Covered Persons of the Employer receiving Covered Services in the state and/or service area of such Host

Blue.

lf Claim Administrator and Employer have agreed that (a) Host Blue(s) shall make available (a) custom
healthcare provider network(s) in connection with Exhibit 9, then the terms and conditions set forth in Claim
Administrator's negotiated National Account arrangement(s) with such Host Blue(s) shall apply, unless
otherwise agreed in the Fee Schedule. ln negotiating such arrangement(s), Claim Administrator is not acting
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on behalf of or as an agent for Employer, Employer's Group Health Plan or Employer's Covered Persons.

a. Covered Person and Employer Liability Calculation
Covered Person liability calculation will be based on the lower of either billed covered charges or
negotiated price (refer to the description of negotiated price under 16.2.a., BlueCard Program) made
available to Claim Administrator by the Host Blue that allows Employer's Covered Persons access to
negotiated participation agreement networks of specified participating healthcare providers outside of
Glaim Administrator's service area.

Employer's liability calculation will be based on the negotiated price (refer to the description of
negotiated price under 16.2.a, BlueCard Program).

Employer also acknowledges that pursuant to the Host Blue's contracts with Host Blues' participating

Providers, under certain circumstances described therein, the Host Blue (i) may receive substantial
payment from Host Blues' participating Providers with respect to services rendered to such persons for
which the Host Blue was initially obligated to pay the Host Blues' participating Providers, (ii) may pay

Host Blues' participating Providers more or less than their billed charges for services, by discounts or
otherwise, or (iii) may receive from Host Blues' participating Providers other allowances under the Host

Blue's contracts with them. One example of this is quality improvement programs/payments.

lf charged by the Host Blue to Claim Administrator, Employer shall reimburse Claim Administrator for
any payments made to the Host Blue, unless otherwise set forth in the Agreement's Fee Schedule,

including "claim-like" charges, which are those charges for payments to Host Blues' participating
Providers on other than a fee for services basis which include, but are not limited to, incentive
payments and capitations.

The Employer acknowledges that, in negotiating the Administrative Charge set forth in the Fee
Schedule, it has taken into consideration that, among other things, the Host Blue may receive such
payments, discounts and/or other allowances during the term of its agreement with the Claim
Administrator. Further, all amounts payable by Covered Person and Employer shall be calculated on
the basis described in this subsection, irrespective of any separate financial arrangement between the
Host Blue's participating Provider that rendered the applicable Covered Service and the Host Blue other
than the negotiated price as described in this subsection.

b. Fees and Compensation
Employer understands and agrees to reimburse Claim Administrator for certain fees and compensation
which Claim Administrator is obligated under applicable lnter-Plan Programs requirements to pay to the
Host Blues, to the Blue Cross and Blue Shield Association, and/or to lnter-Plan Programs vendors.
Fees and compensation under applicable lnter-Plan Programs may be revised in accordance with the
Programs' standard procedures for revising such fees and compensation, which do not provide for prior
approval by Employer. Such revisions typically are made annually as a result of lnter-Plan Programs
policy changes and/or vendor negotiations. These revisions may occur at any time during the course of
a given calendar year, and they do not necessarily coincide with Employer's benefit period under this
Exhibit 9.

ln addition, the participation agreement with the Host Blue may provide that Claim Administrator must pay
an administrative and/or a network access fee to the Host Blue, and Employer further agrees to
reimburse Claim Administrator for any such applicable administrative and/or network access fees. For
this type of negotiated participation arrangement, any such administrative and/or network access fees
will not be greater than the comparable fees that would be charged under the BlueCard Program.

Claim Administrator will charge these fees as follows:

It is expected that the access fee and all other Negotiated NationalAccount Arrangement-related fees are
included in Claim Administrator's Administrative Charge set forth in the Fee Schedule

Employer acknowledges that Host Blues may have contracts with certain Providers in their service
areas ("Host Blues' participating Providers") for the provision of, and payment for, health care services.
As a result of these contracts with their Providers, Host Blues are able to make provider networks
available to persons and entities, including Claim Administrator, entitled to health care benefits under
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various health policies and contracts to which the Host Blue is a party. Such network availability
extends to Covered Persons covered under Exhibit 9.

All other lnter-Plan Program fees related to this negotiated NationalAccount arrangement are factored
into Claim Administrator's determination of its Administrative Charge, also set forth in the Fee
Schedule.

The Claim Administrator hereby informs the Employer, and the Employer acknowledges, that the Claim
Administrator's, the Host Blues' participating Provider contracting arrangements, operational practices and
procedures, and the policies and procedures governing software used to process Claims for services
rendered by the Claim Administrator's Providers and the Host Blues' participating Providers may result in
minor deviations in Claim processing and/or pricing of Claims for some services. From timeto-time, Claim
Administrator, Host Blues and their respective vendors may receive compensation in connection with
services provided by Claim Administrator to our group customers, which are not necessarily passed on to
our group customers or to members. Additional information about these types of fees, the amount of these
fees and the sources of these fees is available upon request.

16.4 Non-Participating Healthcare Providers Outside Claim Administrator's Service Area
a. Covered Person Liability Calculation

(1) ln General

When Covered Services are provided outside of Claim Administrator's service area by non-
participating healthcare providers, the amount(s) a Covered Person pays for such services will
be calculated using the methodology described in the Agreement for non-Participating providers
located inside our service area. The Covered Person may be responsible for the difference
between the amount that the non-participating healthcare provider bills and the payment Claim
Administrator will make for the Covered Services as set forth in this paragraph.

(2) Exceptions

ln some exception cases, Claim Administrator may, but is not required to, in its sole and
absolute discretion, negotiate a payment with such non-participating healthcare provider on an
exception basis.

b. Fees and Compensation
Employer understands and agrees to reimburse Claim Administrator for certain fees and compensation
which Claim Administrator is obligated under applicable lnter-Plan Programs requirements to pay to the
Host Blues, to the Blue Cross and Blue Shield Association, and/or to lnter-Plan Programs vendors .

Fees and compensation under applicable lnter-Plan Programs may be revised in accordance with the
specific Program's standard procedures for revising such fees and compensation, which do not provide
for prior approval by Employer. Such revisions typically are made annually as a result of lnter-Plan
Programs policy changes and/or vendor negotiations. These revisions may occur at any time during the
course of a given calendar year, and they do not necessarily coincide with Employer's benefit period
under this Exhibit 9.

ln addition, Claim Administrator must pay an administrative fee to the Host Blue, and Employer further
agrees to reimburse Claim Administrator for any such administrative fee as set forth below.

Claim Administrator will charge these fees as follows:

All fees related to Claims for Covered Services delivered by non-participating healthcare providers
outside Claim Administrator's service area are factored into Claim Administrator's determination of its
Administrative Charge, which is set forth in the Fee Schedule.

16.5 Value-Based Programs BlueCard Program
Val ue-Based Programs Overuiew
ln some cases, Covered Persons may access Covered Services from certain Host Blue participating

healthcare providers that have entered into specific, Value-Based Programs with a Host Blue. These Value-
Based Programs consist of Accountable Care Organizations, Global Payment/Total Cost of Care

arrangements, pay for performance, Patient Centered Medical Homes and Shared Savings arrangements.
Val u *Based P rog rams Adm i nistrati on
Under Value-Based Programs, a Host Blue may pay providers for reaching agreed-upon cosUquality goals in
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the following ways: retrospective settlements, Provider lncentives, a share of target savings, Care
Coordinator Fees and/or other allowed amounts. The Host Blue may pass these provider payments to the
Claim Administrator, which the Claim Administrator will pass on to the Employer in the form of either an
amount included in the price of the claim or an amount charged separately in addition to the claim.

When such amounts are included in the price of the claim, the claim may be billed using one of the following
pricing methods:

a. Claim Based - Actual Pricing: The charge to accounts for Value-Based Programs
incentives/Shared Savings settlements is part of the claim. These charges are passed via an
enhanced fee schedule.

b. Claim Based - Estimated PricinglAverage Pricing; The charge to accounts for Value-Based
Programs incentives/Shared-Savings settlements is included in the claim as an amount based on a
supplemental factor. ln such cases, the Claim Administrator will pass any supplemental amounts on
to the Employer as part of the Employe/s billing.

When such amounts are billed in addition to the claim, they may be billed as Per Member Per Month
('PMPM') billings for incentives/Shared-Savings settlements to accounts that are outside of the claim
system. The Claim Administrator will pass these Host Blue charges through to the Employer as a separately
identified amount on the group billings.

The amounts used to calculate either the supplemental factors or PMPM billings are estimates. This means
that Host Blues cannot determine final amounts for these arrangements at the time when Covered Persons
incur claims for Covered Services. Consequently, Host Blues may hold some portion of the amounts the
Employer pays under such arrangements until the end of the applicable Value-Based Program payment
and/or reconciliation measurement period.

At the end of the Value-Based Program payment and/or reconciliation measurement period for these
arrangements, Host Blues will take one of the following actions:

a. Use any surplus in funds to fund Value-Based Program payments or reconciliation amounts in the
next measurement period.

b. Address any deficit in funds through an adjustment to the PMPM billing amount or the reconciliation
billing amount for the next measurement period.

The measurement period for determining these surpluses or deficits may differ from the term of Exhibit 9.

Such surpluses or deficits may be eventually exhausted through prospective adjustment to the settlement
billings in the case of Value-Based Programs. Sorne Host Blues may retain interest eamed as part of their
negotiated compensation with their providers, if any, on funds held that are assoclafed with these Programs.

Note: Covered Persons will not bear any portion of the cost of Value-Based Programs except when Host

Blues use either average pricing or actual pricing to pay providers under Value-Based Programs

Care Coordinator Fees

For certain Value-Based Programs, Host Blues may also bill the Claim Administrator for Care Coordinator
Fees which the Claim Administrator will pass on to the Employer. Based on the methods that Host Blues
use to pass these fees on to the Claim Administrator, the Claim Administrator will bill the Employer through:

a. PMPM billings

or

b. lndividual claim billings through applicable care coordination codes from the most current editions
of either Cunent Procedural Terminology (CPT) published by the American Medical Association
(AMA) or Healthcare Common Procedure Coding Sysfem (HCPCS) published by the US Centers
for Medicare and Medicaid Services (CMS).

As part of Exhibit 9, the Claim Administrator and the Employer will not impose Covered Person cost sharing
for Care Coordinator Fees.

16.6 Valu*Based Programs Negotiated National Account Arrangements
lf the Claim Administrator has entered into a Negotiated National Account Arrangement with a Host Blue to
provide Value-Based Programs to Employer's Covered Persons, the Claim Administrator will follow the same
procedures for Value-Based Programs administration and Care Coordination Fees as noted in section 16.5
Value Based Programs BlueCard Program.
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16.7 Value-Based Programs Retum of Overpayments
Unless otherwise agreed to by the Host Blue, for retroactive cancellations of membership, the Claim
Administrator may request the Host Blue to provide full refunds from participating healthcare providers for a
period of only one year after the date of the lnter-Plan financial settlement process for the original claim. For
Care Coordinator Fees associated with Value-Based Programs, the Claim Administrator may request such
refunds for a period of only up to ninety (90) days from the termination notice transaction on the payment
innovations delivery platform. ln some cases, recovery of claim payments associated with a retroactive
cancellation may not be possible if, as an example, the recovery (a) conflicts with the Host Blue's state law or
healthcare provider contracts, (b) would result from Shaied Savings and/or Provider lncentive arrangements,
or (c) would jeopardize the Host Blue's relationship with its participating healthcare providers,
notwithstanding to the contrary any other provision of Exhibit 9.

SECTION 17: MEDICARE SECONDARY PAYER ("MSP") INFORMATION REPORTING

17.1 Section 111 of the Medicare, Medicaid, and SCHIP Extension Act of 2007 (MMSEA) (P.1.110-173) adds
new mandatory reporting requirements for group health plan (.GHP') arrangements. The parties agree that
the Claim Administrator as the Responsible Reporting Entity ("RRE") under these new requirements is

required to report information to the Centers for Medicare & Medicaid Services ('CMS') about individuals
enrolled in the GHP who are also covered by Medicare so that CMS and the Claim Administrator can
etfectively coordinate health care payments consistent with the Medicare Secondary Payer ("MSP') rules.

17.2 The Employer hereby authorizes and directs the Claim Administrator to disclose to CMS periodically,
information pertaining to Medicare-eligible Covered Persons under the Plan.

17.3 The Employer agrees that the Claim Administrator's ability to make accurate primary/secondary MSP
determinations depends on the breadth and accuracy of the Claim Administrator's files concerning Covered
Persons and the number of individuals employed by the Employer. The Employer agrees to use its best
efforts in responding promptly and accurately to the Claim Administrator's requests for information including,
but not limited to, information contained on the Employer Acknowledgement Form ("EAF") to be provided to
the Claim Administrator by the Employer on at least an annual basis, and more frequently, if the information
provided on the last EAF received by the Claim Administrator changes, or as requested by the Claim
Administrator; and to require and facilitate its Covered Persons' cooperation in responding promptly and
accurately to such requests.

17.4 Further, to assure the continuing accuracy of the Claim Administrator's files, the Employer agrees that it is
the Employer's responsibility to notify the Claim Administrator promptly, via submission of an EAF and such
other means as may be required for such continuing accuracy, of any change in the number of individuals
employed by the Employer or status of its employees that might affect the order of payment under the MSP
statute, such as information regarding working-aged persons who retire and changes in the number of
individuals employed by the Employer that place it in, or take it out of, the scope of the MSP statute. The
Employer acknowledges and agrees that the Claim Administrator will be using the information provided by
the Employer and Covered Persons to update the Claim Administrator's files, and will also forward this
information to CMS so that CMS can revise its file to reflect relevant changes in primary/secondary status.

17.5 Disclosure Statement: The Employer acknowledges that the Claim Administrator has furnished it with a
copy of a pamphlet entitled "lnformation Regarding the Medicare Secondary Payer Statute" (also referred to
as the "Disclosure Statement"), prepared by the Blue Cross and Blue Shield Association and reviewed by
CMS, which administers Medicare.

SECTION 18: REIMBURSEMENT PROVISION

Applicable only if this seruice is elected in the Fee Schedule specifications of the most current ASO BPA

18.1 lf a Covered Person incurs expenses for sickness or injury that occurred due to the negligence of a third
party and benefits are provided for Covered Services described in the Plan, the following provisions will
apply:

a. The Claim Administrator on behalf of the Employer has the right to reimbursement for all benefits the
Claim Administrator provided from any and all damages collected from the third party for those same
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expenses whether by action at law, settlement, or compromise, by the Covered Person, the Covered
Person's parents, if the Covered Person is a minor, or the Covered Person's legal representative as a
result of that sickness or injury, in the amount of the total Eligible Charge or Provider's Claim Charge for
Covered Services for which the Claim Administrator has provided benefits to the Covered Person,
reduced by any Average Discount Percentage ("ADP') applicable to the Covered Person's Claim or
Claims.

b. The Claim Administrator is assigned the right to recover from the third party, or his or her insurer, to the
extent of the benefits the Claim Administrator provided for that sickness or injury.

18.2 The Claim Administrator shall have the right to first reimbursement out of all funds the Covered Person, the
Covered Person's parents, if the Covered Person is a minor, or the Covered Person's legal representative is

or was able to obtain for the same expenses for which the Claim Administrator has provided benefits as a
result of that sickness or injury. The Covered Person is required to furnish any information or assistance or
provide any documents that the Claim Administrator may reasonably require in order to obtain its rights
under this provision. This provision applies whether or not the third party admits liability.

SECTION 19: MEMBER DATA SHARING

A Covered Person may, under certain circumstances, as specified below, apply for and obtain, subject to any
applicable terms and conditions, replacement coverage. The replacement coverage will be that which is offered
by the Plan, or, if Covered Person does not resrde in the Plan service area, by the Host Blue(s) whose service
area covers the geographic area in which the Covered Person resides. The circumstances mentioned above may
arise from involuntary termination of Covered Person's health coverage sponsored by the Employer but solely as
a result of a reduction in force, plan/office closing(s) or group health plan termination (in whole or in part). As part
of the overall plan of benefits that Employer offers to, a Covered Person, if the Covered Person does not reside tn
the Plan's service area, the Plan may facilitate a Covered Person's right to apply for and obtain such replacement
coverage, subject to applicable eligibility requirements, from the Host Blue in which the Covered Person resides.
To do this, the Employer may (1) communicate directly with the Covered Persons and/or (2) provide the Host
Blues whose service area covers the geographic area in which a Covered Person resides, with a Covered
Person's personal information and may also provide other general information relating to Covered Person's
coverage under the Plan and which the Employer has with Claim Administrator to the extent reasonably
necessary to enable the relevant Host Blues to offer a Covered Person coverage continuity through replacement
coverage.
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APPENDIX 3

RECOVERY LITIGATION AUTHORIZATION

The Employer hereby acknowledges and agrees that the Claim Administrator may, at its election, pursue claims
of the Employer and/or the Plan, which are related to claims that the Claim Administrator pursues on its own
behalf, subject to the following terms and conditions:

1. The Claim Administrator shall have the right to select and retain legal counsel.

2. Any lawsuit filed or arbitration initiated by the Claim Administrator will be done in the name of the Claim
Administrator for its own benefit, as well as on behalf of the Employer and possibly other parties.
Notwithstanding the foregoing, the Claims Administrator or its designee shall not file an appearance on
behalf of the County of Cook, without the prior approval and appointment of a Special Assistant State's
Attorney by the Cook County State's Attorney's Office. The Claim Administrator will not cause any litigation
to be filed or arbitration to be initiated in the name of the Employer and/or the Plan without the Employer's
express advance consent. With such permission, any such litigation can be filed or arbitration initiated in the
name of the Employer and/or the Plan with attorneys identified as counsel for the Employer or in the name
of two or more parties, including the Employer and the Claim Administrator, with attorneys identified as
counsel for the Employer, the Claim Administrator and possibly other parties.

3. The parties agree to cooperate with each other in pursuit of recovery efforts pursuant to the provisions of
this Appendix, including providing appropriate authority to communicate with the Employer concerning
issues pertaining to any class actions and pursuant to which the Employer specifically declines
representation by class litigation counsel.

4. The Claim Administrator shall control any recovery strategy and decisions, including decisions to mediate,
arbitrate or litigate.

5. The Claim Administrator shall have the exclusive right to approve any and all settlements of any claims
being mediated, arbitrated or litigated.

6. Any and all recoveries, net of all investigative and other expenses relating to the recovery, including costs of
settlement, mediation, arbitration or litigation including attorney's fees, made through any means pursuant to
the provisions of this Exhibit, including, but not limited to, settlement, mediation, arbitration or trial, will be
prorated based upon each party's percentage interest in the recoverable compensatory monetary damages,
which allocation shall be done by the Claim Administrator on any reasonable basis it deems appropriate.

7. Any and all information, documents, communications or correspondence provided to or obtained by
attorneys from either party, as well as communications, correspondence, conclusions and reports by or
between attorneys and either party, shall be and are intended to remain privileged and confidential. Each
party intends that the attorney<lient and work product privileges shall apply to all information, documents,
communications, correspondence, conclusions and reports to the full extent allowed by state or federal law.
The Claim Administrator shall be permitted to make such disclosures of such privileged and confidential
information to law enforcement authorities as it deems necessary or appropriate in its sole discretion. The
Employer shall not waive the attorney-client privilege or otheruvise disclose privileged or confidential
information received in connection with the provisions of this Appendix or cooperative efforts pursuant to the
provisions of this Appendix without the express written consent of the Claim Administrator.

8. The discharge of attorneys by one party shall not disqualify or otherwise ethically prohibit the attorneys from
continuing to represent the other party pursuant to the provisions of this Appendix.

9. Nothing in the provisions of this Appendix shall require the Claim Administrator to assert any claims on
behalf of the Employer and/or the Plan.

10. Nothing in the provisions of this Appendix and nothing in attorneys' statements to either party and/or the
Plan will be construed as a promise or guarantee about the outcome of any particular litigation, mediation,
arbitration or settlement negotiation; therefore, the Employer acknowledges that the efforts of the Claim
Administrator may not result in recovery or in full recovery in any particular case.
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11.

12.

13.

14.

15.

The terms and conditions described herein shall survive the expiration or termination of Exhibit 9; however,
nothing herein shall require the Claim Administrator to assert any claims on the Employer's and/or the Plan's
behalf following the termination of Exhibit 9. lf the Exhibit 9 is terminated after the Claim Administrator has
asserted a claim on behalf of the Employer and/or the Plan but before any recovery, the Claim Administrator
may in its sole discretion continue to pursue the claim or discontinue the claim.

lf the Employer should desire to participate in a class or multi{istrict settlement rather than defer to the
Claim Administrator, the Employer may reverse the exercise of discretion authorized herein by affirmatively
opting into a class settlement and by notifying the Claim Administrator of its decision in writing, immediately
upon making such determination as provided for under Article 11 NOTICES of the Agreement.
The Employer further acknowledges and agrees that, unless it notifies the Claim Administrator to the
contrary in writing as provided for under Article 1 1 NOTICES of the Agreement, it consents to the terms and
conditions of this Exhibit and authorizes the Claim Adminrstrator, on behalf of the Employer and/or the Plan,
consistent with Section 2. above, to:

a. Pursue claims that the Claim Administrator pursues on its own behalf in class action litigation, federal
multi-district litigation, or otherwise, including, but not limited to, antitrust, fraud, unfair and deceptive
business or trade practice claims pursuant to and in accordance with the provisions of this Appendix
effective immediately;

b. Opt out of any class action settlement or keep the Employer and/or the Plan in the class, if the Claim
Administrator believes it is in the best interest of the parties to do so;

c. lnvestigate and pursue recovery of monies unlav'rfully, illegally or wrongfully obtained from the Plan.

The Employer further acknowledges and agrees that the Claim Administrator's decision to pursue recovery
in connection with particular claims shall be in the Claim Administrator's sole discretion and the Claim
Administrator does not enter into this undertaking as a fiduciary of the Plan or its Covered Persons, but only
in connection with its undertaking to pursue recovery of claims of the Employer and/or the Plan when, as,
and if, the Claim Administrator determines that such claims may be pursued in the common interest of the
parties.

The partres agree in the event that the language in the Agreement shall be in conflict with this Appendix, the
provisions of this Appendix shall prevail.
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Contract No. l5 18-14008
Employer Sponsored Health Insurance Benefits

EXHIBIT 1O

Business Associate Agreement and HIPAA Insured Certifications



BUSINESS ASSOCIATE AGREEMENT

This Agreement is made effective the October 7, 2015 by and between the Countv of Cook , hereinafter refened to

as "Covered Entity", and Blue Cross Blue Shield of lllinois, a division of Health Care Service Comoration. a Mutual

Leqal Reserve Companv hereinafter referred to as "Business Associate", (individually, a "Party" and collectively, the
"Parties").

Business Associate may have access to Protected Health lnformation ("PHl") from or on behalf of Covered Entity. To

the extent applicable, the Parties desire to meet their respective obligations under the Health lnsurance Portability

and Accountability Act of 1996, as amended (the "Act"). The HIPAA Rules shall mean the Privacy, Security, Breach

Notification, and Enforcement Rules codified in the Code of Federal Regulations ("C.F.R.') at45 C.F.R. parts 160

and 164, Pub. Law No, 104-191 (collectively, "HIPAA") and the Health lnformation Technology for Economic and

Clinical Health Act provisions of the American Recovery and Reinvestment Act of 2009, Pub. Law No, 1 11-5 and its

implementing regulations (collectively, -HITECH').

Business Associate agrees that as of the effective date this Agreement it shall abide by the provisions of this

Agreement with respect to any Protected Health lnformation or Electronic Protected Health lnformation (as defined

below).

1. DEFINITIONS

Terms used, but not otherwise defined, in this Agreement shall have the same meaning as those terms in

the Privacy Rule, Security Rule, Breach Notification Rule, and Enforcement Rule,

(a), Breach. "Breach" shall mean the unauthorized acquisition, access, use, or disclosure of Protected

Health lnformation which compromises the security or privacy of such informalion subject to the

exceptions set forth in 45 C,F,R. 164.402.

(b). Business Associate. "Business Associate" shall generally have the same meaning as the term
"Br.rsiness Associate" at 45 C.F.R. 160.103, and in reference to the party to this agreement, shall

mean the entity named above.

(c). Covered Entitv. "Covered Entity" shall generally have the same meaning as the term "Covered

Entity" at 45 C.F.R. 160.103, and in reference to the party to this agreement, shall mean Cook

County,

(d). Electronic Protected Health lnformation. "Electronic Protected Health lnformation" or "EPHl" shall

have the same meaning as the term "Electronic Protected Health lnformation" in 45 C.F.R.

160.103, limited to the information created, received, maintained, or transmitted by Business

Associate from or on behalf of Covered Entity.

(e) Individual, "lndividual" shall have the same meaning as the term "lndividual" in 45 C.F.R. 160,103

and shall include a person who qualifies as a personal representative in accordance with 45 C.F.R.

164.502(g).

(0 Privacv Rule. "Privacy Rule" shall mean the Standards for Privacy of lndividually ldentifiable Health

lnformation at 45 C.F.R. part 160 and part 164.
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(g). Protected Health lnformation. "Protected Health lnformation" or PHI shall have the same meaning

as the term "Protected Health lnformation" in 45 C,F.R. 106.103, limited to the information created,

received, maintained, or transmitted by Business Associate from or on behalf of Covered Entity.

(h). Required Bv Law. "Required By Law" shall have the same meaning as the term "Required By Law"

in45CFR 1M.103.

(i), Secretary. "Secretary" shall mean the Secretary of the U.S Department of Health and Human

Services or his designee.

(j) Securitv Rule. "Security Rule" shall mean the Security Standards at 45 C.F.R. parts 160, and 164.

(k). Unsecured Protected Health lnformation. "Unsecured Protected Health lnformation" shall mean

Protected Health lnformation is not rendered unusable, unreadable, or indecipherable to

unauthorized persons through the use of a technology or methodology specified by the Secretary.

OBLIGATIONS AND ACTIVITIES OF BUSINESS ASSOCIATE

(a), For purposes of this Part 2, Business Associate shall ensure that any obligations set forth herein

shall apply to any of its employees, agents, consultants, contractors or subcontractons or assigns

who creates, receives, maintains or transmits Covered Entity's Protected Health lnformation.

(b) Business Associate shall not use or disclose Protected Health lnformation other than as permitted

or required by this Agreement or as Required By Law.

(c), Business Associate shall implement administrative, physical, and technical safeguards that

reasonably and appropriately protect the confidentiality, integrity, and availability of EPHI that

Business Associate creates, receives, maintains, or transmits on behalf of Covered Entity as

required by the Privacy Rule, Security Rule, and the HITECH Act.

(d). Business Associate shall report to Covered Entity any use or disclosure of the Protected Health

lnformation not provided for by this Agreement of which it becomes aware,

(e) Business Associate must, following the discovery of any appearance of a Breach, non-permitted

use or disclosure, security incident, or other incident affecting unsecured Protected Health

lnformation of members associated with the Cook County group heatlh plan, notify the Cook

County Department of Risk Management and the Office of the Chief Procurement Officer without

unreasonable delay, and no later than '10 business days from the date that the Business Associate

discovers such Breach, non-permitted use or disclosure, security incident, or other incident. To

avoid unnecessary burden on either Party, Business Associate will only be required to report, upon

Covered Entity's request, attempted incidents of which Business Associate becomes aware. These

attempted incidents are defined as incidents that do not result in the unauthorized use, access or

disclosure of Protected Health lnformation. Business Associate shall provide any reports or

notices required by HIPAA as a result of Business Associate's discovery. 0n behalf of Cook

County, Business Associate will provide such reports or notices to any party or entity (including but

not limited to media, Secretary, and individuals affected by the Breach) entitled by law to receive

the reports or notices as directed by the County. Business Associate agrees to pay the costs

associated with notifying individuals affected by the Breach, which may include, but are not limited

to, paper, printing, and mailing costs. ln the event of a disagreement, final determination of a
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Breach will be made by the Director of Risk Management or her designee..

Covered Entity shall check "YES", below, if Covered Entity is electing to delegate to Business

Associate the provision of the Breach services described in Attachment 1 of this Agreement
("Attachment '1"), Covered Entity shall check "N0", below, if Covered Entity is electing to retain

the provision of the Breach services described in Attachment 1, lf Covered Entity does not

check "YES" or "NO" below, Business Associate will NOT provide the Breach services
described in Attachment 1 and these services will become the responsibility of Covered Entity.

X Yes trNo

0 lf applicable, Business Associate shall provide access, at the request of Covered Entity, and in a
reasonable time and manner, to Protected Health lnformation in a Designated Record Set, to

Covered Entity or, as directed by Covered Entity, to an lndividual or an individual's designee in
order to meet the requirements under 45 C.F.R. 164.524. Upon termination of this Agreement,

Business Associate will respond to an lndividual's request during such time that the Business

Associate maintains the data.

(g) Business Associate shall, when directed by Covered Entity, make amendment(s) to Protected

Health lnformation in a Designated Record Set in a reasonable time and manner, or take other

measures as necessary, as required by 45 C.F.R. 164.526. During such time that Business

Associate maintains the data. Upon termination of this Agreement, Business Associate will

respond to an lndividual's request. ln the event the Agreement is terminated prior to a six-year

retention period of the County, the parties shall exercise the rights under section 5(c) of this

Agreement.

(h). Business Associate shall make internal practices, books, and records relating to the use and

disclosure of Protected Health lnformation received from, or created or received by Business

Associate on behalf of, Covered Entity available to the Secretary, in a reasonable time and manner

or as designated by the Secretary, for purposes of the Secretary determining Covered Entity's

compliance with HIPAA and the HITECH Act.

(i) Business Associate will comply with the request for restriction as described in Section 4.C.

(j) Business Associate shall provide to Covered Entity when requested for a specific individual, in a

reasonable time and manner, an accounting of disclosures of Protected Health lnformation in

accordance with 45 C.F.R. 1M.528. During the term of the Agreement or any extension of the term

of the Agreement, Business Associate will respond to an lndividual's request for an Accounting of

Disclosures of PHI for a period of up to six years. ln the event the Agreement is terminated prior to

a six-year retention period of the County, the parties shall exercise the rights under section 5(c) of

this Agreement.

(k) To the extent Business Associate is to carry out one or more of Covered Entity's obligations under

the Privacy Rule, Business Associate shall comply with the requirements of the Privacy Rule that

apply to Covered Entity in the performance of such obligations.

PERMITTED USES AND DISCLOSURES BY BUSINESS ASSOCIATE

3.1 For purposes of this Part 3, Business Associate shall ensure that any of its employees, agents,

consultants, contractors or subcontractors or assigns who creates, receives, maintains or transmits
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Covered Entity's Protected Health lnformation shall comply with the provisions set for herein.

(a). Except as othenrise limited in this Agreement, Business Associate may use or disclose

Protected Health lnformation to perform functions, activities, or services for, or on behalf

of, Covered Entity as set foffi in this Agreement.

(b) Business Associate may use or disclose Protected Health lnformation as Required by

Law.

(c). Business Associate agrees to make uses and disclosures and requests for Protected

Health lnformation consistent with Covered Entity's minimum necessary policies and

procedures,

(d). Business Associate may not use or disclose Protected Health lnformation in a manner

that would violate the Privacy Rule if done by Covered Entity, except for the specific uses

and disclosures set forth below in Section 3.2.

(e). Business Associate may use Protected Health lnformation to report violations of law to
appropriate Federal and State authorities, consistent with 45 C.F.R. 164.502(jX1).

(0 Except as otherwise limited in this Agreement, Business Associate may use Protected

Health lnformation for the proper management and administration of the Business

Associate or to carry out the legal responsibilities of the Business Assoclate.

(g). Except as otherwise limited in this Agreement, Business Associate may disclose

Protected Health lnformation for the proper management and administration of the

Business Associate or to carry out the legal responsibilities of the Business Associate,
provided that disclosures are Required By Law, or Business Associate obtains reasonable

assurances from the person to whom the information is disclosed that it will remain

confidential and used or further disclosed only as Required By Law or for the purpose for

which it was disclosed to the person, and the person notifies the Business Associate of

any instances of which it is aware in which the confidentiality of the information has been

breached.

(h). Except as othenrvise limited in this Agreement, Business Associate may use Protected

Health lnformation to provide Data Aggregation services to Covered Entity as permitted by

45 C.F.R 16a 50a(e)(2)(i)(B).

Data Ownership

Business Associate acknowledges and agrees that Covered Entity owns all right, title, and interest

in and to all Protected Health lnformation of Covered Entity that Business Associate creates,

receives, maintains or transmits and that such all such right, title, and interest is vested in Covered

Entity; nor shall Business Associate nor any of its employees, agents, consultants or assigns have

any right, title or interest to any of the Protected Health lnformation. Business Associate shall not

use the Protected Health lnformation in any form including, but not limited to, stripped, de-

identified, or aggregated information, or statistical information derived from or in connection with

the Protected Health lnformation, except as expressly set foft in this Agreement.. Business

Associate represents, warrants, and covenants that it will not compile and/or distribute analyses to

third parties using any Protected Health lnformation without Covered Entity's express written
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consent. Notwithstanding ihe foregoing, the Business Associate may use and/or disclose a limited

data set or de-identified data as required or permitted by applicable law as set forth in Section 22,

lndustry lmprovement, Research, and Safety, of the Administrative Services Agreement.

OBLIGATIONS OF COVERED ENTITY

4.1 Provisions for Covered Entity to lnform Business Associate of Privacy Practices and

Restrictions

(a). Covered Entity shall notify Business Associate itself of any limitation(s) in the Notice of

Privacy Practices of Covered Entity on Attachment 2 in accordance with 45 CFR 164.520,

to the extent that such limitation may affect Business Associate's use or disclosure of

Protected Health lnformation.

(b). Covered Entity shall notify Business Associate itself of any changes in, or revocation of,

permission by lndividual to use or disclose Protected Health lnformation, to the extent

that such changes may affect Business Associate's use or disclosure of Protected Health

lnformation.

(c). Business Associate shall restrict disclosure of an lndividual's Protected Health

lnformation as directed by Covered Entity., Covered Entity shall notifo Business

Associate itself of any restriction on the use or disclosure of Protected Health lnformation

that Covered Entity has agreed to as provided in 45 C.F.R. 164.522, to the extentthat

such restriction may affect Business Associate's use or disclosure of Protected Health

lnformation. Additionally, prior to responding to such a request, Covered Entity shall

notify the Business Associate so that the Business Associate can accommodate the

request. lf Business Associate is unable to accommodate the request as presented by

Covered Entity, Covered Entity and Business Associate shall work together in good faith

to accommodate the request.

(d), Covered Entity or Business Associate receives a request from an lndividual for

confidential communication of PHI by alternative means or at alternative locations in

accordance with 45 CFR 164.522(b), Covered Entity, prior to responding to such a
request, Covered Entity shall promptly notify Business Associate of its decision on the

request for confidential communication of PHl.

(e) Covered Entity shall obtain any consent, authorization or permission that may be required

by the Privacy Rule or applicable state law and/or regulations prior to furnishing Business

Associate Protected Health lnformation,

(0 Covered Entity shall provide Business Associate the necessary information to fulfill

Business Associate's obligations under this Agreement, including but not limited to, a

written statement of the restrictions for the Disclosure of PHI by Business Associate to the

Covered Entity. Covered Entity represents and warrants that the benefit Plan Documents

have been amended in compliance with 45 CFR 164.314(b)and 45 CFR 164.504(f)and

that information from the applicable amendments shall be provided to Business Associate,

as applicable.

(g) Covered Entity shall identify its Business Associates and Covered Entity employees on

Attachment 2 to whom Business Associate is permitted to directly Disclose PHl. Covered
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Entity shall provide information on any limitations or restrictions on Business Associate's

Disclosure to a specific Business Associate or Covered Entity employee.

Permissible Requests by Covered Entity

Covered Entity shall not request Business Associate to use or disclose Protected Health

lnformation in any manner that would not be permissible under the Privacy Rule if done by Covered

Entity except for uses and disclosures under Section 3.2.

TERMINATION

(a). Term. This Agreement shall be effective as of the Effective Date, and shall either lerminate when

Covered Entity provides written notice to Business Associate or as provided in 5(b), Termination for

Cause, below.

(b). Termination for Cause. Upon Covered Entity's knowledge of a material breach by Business

Associate, Covered Entity shall either:

1. Provide an opportunity for Business Associate to cure the breach or end the violation

and if Business Associate does not cure the breach or end the violation within the

time specified by Covered Entity, terminate this Agreement;
2. lmmediately terminate this Agreement if Business Associate has breached a material

term of this Agreement and cure is not possible.

(c) Effect of Termination,

1. Except as provided in paragraph (2) of this Section, upon termination of this

Agreement, for any reason, Business Associate shall return or destroy all Protected

Health lnformation received from Covered Entity, or created, received, or maintained

by Business Associate on behalf of Covered Entity. This provision shall apply to

Protected Health lnformation that is in the possession of consultants, contractors,

subcontractors, employees or agents of Business Associate. Business Associate

shall retain no copies of the Protected Health lnformation.

2. ln the event that Business Associate determines that returning or destroying the

Protected Health lnformation is infeasible, Business Associate shall provide to

Covered Entity notification of the conditions that make returning or destroying it

infeasible. lf Covered Entity agrees that such return or destruction is infeasible,

Business Associate shall extend the protections of this Agreement to such Protected

Health lnformation and limit further uses and disclosures of such Protected Health

lnformation to those purposes that make the return or destruction infeasible, for so

long as Business Associate maintains such Protected Health lnformation.

3. The provisions of this Section 5(c), Effect of Termination, shall survive the termination

of this Agreement.

5.



6 MITIGATION

(a) Mitioation. To the extent known or reasonably foreseeable, Business Associate agrees to use

commercially reasonable effo(s to mitigate, to the extent practicable, any harmful effect resulting

from a use or disclosure of Protected Health lnformation by Business Associate or its agents in

violation of the terms of this Agreement.

MISCELLANEOUS

(a) Requlatory References. A reference in this Agreement to a Section in HIPM or the HITECH Act

means the Section as in effect or as amended.

(b) Amendment. The Parties agree to meet and confer regarding amendment of this Agreement from

time to time as is necessary for either Party or both Parties to comply with the requirements of

HIPAA and the HITECH Act. Any amendment, however, must be mutually agreed upon by the

Parties in writing, ln the event the Parties are, for any reason, unable to agree on an acceptable

amendment, either Party may terminate this Agreement on written notice to the other Party,

(c). lnterpretation. Any ambiguity in this Agreement shall be resolved to permit the Parties to comply

with the HIPAA and the HITECH Act as may be amended from time to time.

(d), Construction of Terms. The terms of this Agreement shall be construed in light of any applicable

interpretation or guidance on HIPAA and/or the HITECH Act issued by HHS or the Office for Civil

Rights ("OCR")from time to time.

(e) No Third Party Beneficiaries. Nothing in this Agreement shall confer upon any person other than

the Parties and their respective successors or assigns, any rights, remedies, obligations, or

liabilities whatsoever.

SIGNATURE PAGE FOLLOWS

7.



lN WITNESS WHEREOF, the Parties have executed this Agreement as of the day and year written above.

BUSINESS ASSOCIATE COVERED ENTITY

TYPE OR PRINT YOUR NAME TYPE OR PRINT YOUR NAME

SIGNATURE

Attachments:
ATTACHMENT 1 - DELEGATION of HITECH BREACH NOTIFICATION
ATTACHMENT 2. ADDITIONAL INFORMATION FORM

DATE SIGNATURE DATE



ATTACHMENT 1 _ DELEGATION OF BREACH NOTIFICATION
Business Associate Agreement

The following Breach services will be provided as indicated by Covered Entity on the Business
Associate Business Associate Agreement, as allowed by HIPAA:

o Investigate any unauthorized access, use, or disclosure of Covered Entity member

PHI.

o Determine whether there is a low probability that the PHI has been compromised

based on a risk assessment as provided for in HIPAA.

o Determine whether the incident falls under any of the HIPAA Breach notification

exceptions.

o Document and retain each Breach risk assessment and exception analyses, and make

this information available to Covered Entity members upon request.

o Provide Covered Entity with written notification that describes the Breach incident in

detail including a list of the impacted members and/or a copy of a member

notification.

o Notify each Covered Entity member impacted by the Breach by first class mail within

the applicable statutory notification period, and provide toll-free numbers to the

impacted members in order to handle any member questions regarding the

incident. The notification will include the following:

. A brief description of the incident, including the date of the Breach and

the date it was discovered;

. A description of the types of PHI involved in the Breach (i.e., name, birth

date, home address, account number, Social Security Number, etc.);

. The steps that individuals might take to protect themselves from potential

harm; and

. A brief description of what the Business Associate is doing to mitigate the

harm and to avoid further incidents.

o Provide a substitute notice, as described in HIPAA, to impacted members if there is

insuffi cient mailing address information.



o Maintain a log and submit to DHHS an annual report of Breaches that impact fewer

than 500 members.

r Notify DHHS immediately in the event the Breach involved 500 or more individuals.

. Notify media in the event the Breach involves more than 500 residents of a state or

jurisdiction and alert Covered Entity if any such notifications are needed.

NOTE: If Covered Entity does not designate on the Business Associate Agreement which Party
will provide the Breach services listed above, these services will NOT be provided by Business
Associate and will be the responsibility of the Covered Entity.

The above listed Breach services may be changed from time to time by Business Associate as

necessary, and as required by HIPAA and DHHS guidance.



ATTACHMENT 2 - ADDITIONAL INFORMATION FORM
Self Funded Accounts

(Please Print or Type this form)

This document replaces any previous Attachment 2 - Business Associate Agreement Additional lnformation
Documents.

Employer or Plan Sponsor:

BCBSIL Account number:

Business Associate's Privacy Officer: Thomas C. Lubben

Address: HCSC Privacy Offlce;PO Box 804836; 300 E. Randolph St., Chicago, IL
60680-41 10

Name:

Title:

Phone #:

FAX #:

Mailing Address.

City, State, Zip:

e-MailAddress:

Name:

Title:

Phone #:

FAX #:

Mailing Address:

City, State, Zip:

e-MailAddress:

Name of individual completing this form:
Title of individual completing this form:

Signature:

Please identify any limitations in any of the following documents that may affect Business

Associate's use or disclosure of PHI in the Covered Entity's:
(List tne limitation or indicate "none")

a. Notice of Privacy Practices (NoPP)

b. Covered Entity Plan Document



Employer or Plan Sponsor:

BCBSIL Account number:
BCBSIL orouD number(s):

Upon receiving a request from a member to exercise one of the following HIPAA
lndividual Rights requests, should Business Associate respond directly to the
member or direct the member back to the Employer/ Covered Entity?
Please select Emolover/COVERED ENTITY OR Business Associate (not Both).

1) Request to Access PHI:
! - Business Associate

2) Request for Disclosure Accounting:
E - Business Associate

3) Request to Amend PHI:

E - Business Associate

I - Employer/ Covered Entity

I - Employer/ Covered Entity

E - Employer/ Covered Entity

Please identify employees within your organization with whom BCBSIL is authorized to release PHI
for Plan Administration functions. Please list by name or job title and indicate any limitations or
restrictions on Business Associate's disclosure of PHI to such employee.

Please list: JOB TITLE, NAME (optional), RESTRICTIONS

enter each position or person on a different line

Please identify your Business Associates and employees within that organization with whom
Business Associate is authorized to release PHI for HIPAA purposes. Please list company name,
employee name or title, and indicate any limitations or restrictions on Business Associate's
disclosure of PHI to such Business Associate.

Please list: COMPANY NAME, JOB TITLE, NAME (optional), RESTRICTIONS

enter each oosition or oerson on a different line



Employer or Plan Sponsor:

BCBSIL Account number:

BCBSIL qroup number(s):

Note: It is the Employer's/Covered Entity's responsibility to notify Business Associate of any

updates to the information provided in this document.



Exhibit i0 (continued)
HIPAA Insured Certications

COOK COUNTY

BCBS Group Number(s): H89805.8E0000.850001,289801

BCBS Account Nurnber: 289800

September 24,2015

BLUE CROSS AND BLUE SHIELD OF ILLINOIS
300 East Randolph
Chicago, lllinois 60601

Re: HIPM Plan Sponsor Certification of Group Health..Plan Document Arnendment ("Certification")

Dear Blue Cross and Blue Shield of lllinois:

COOK COUNTY ("Plan Sponsor") is the sponsor of Blue Gross BIue Shleld of tltinois ("Group Health
Plan"). Plan Sponsor performs plan administration functions for Group Health Plan and needs access to
tho Group Health Plan participants' protected health information (PHl) to carry out thoso plan
adminishation functions. Accordingly, Plan Sponsor represents and warrants that Group Health Plan is a
"covered entity" as that term is defined by the Health lnsurance Portabitity and Accountability Act, as
amended, and its implementing regulations (HIPM) and that Plan Sponsor is responsible for Group
Health Plan's compliance with HIPAA.

Plan Sponsor hereby certifies that it has complied with the HIPAA Privacy protections and requirements
of 45 Code of Federal Regulations S 164.504(f). Plan Sponsor further represents that it has reviewed the
contents of the HIPAA Certification Process Notice in Attachment 1 of this document incorporated herein
by reference

Plan Sponsor shall identify employees of the Plan Sponsor that are authorized to receive PHI and any
limitations or restrictions to that authorization on Attachment 2 of this document incorporated herein by
reference. On behalf of Group Health Plan, Plan Sponsor shall also identify Group Health Plan's
designated Business Associates. Plan Sponsor hereby authorizes Blue Cross and Blue Shield of lllinois
to disclose Group Health Plan PHI to its Authorized Employees and Business Associates as identified on
Attachment 2,

Plan Sponsor may amend this Certification to change which Authorized Employees or Business
Associates may receive PHI on its behalf by completing a new Attachment 2. Plan Sponsor is
responsible for providing timely updates to Blue Cross and Blue Shield of lllinois to successfully
implement such change.

Sincerely,

COOK COUNTY

Signature:

Printed Name: Deanna L. Zalas

Title: Director. Bjqk Mqr.raoement

Date: Saptember 25, 2015

Attachments I & 2

042014_l nsu red_group_certificatio n_il_d oc



ATTAGHMENT { - lnsured Group Certification

Blue Cross and Blue Shield of lllinois - Futly lnsured Accounts

HTPAA Plan Sponsor Gertification Process Notice

The Health lnsurance Portability and Accountability Act, as amended, and its implementing regulations
(HIPAA) permits a group health plan (and its insurer or HMO) to disclose protected health information
(PHl) to a plan sponsor/employer for 'plan administration functions,' but only if the plan document is
amended as required by HIPM, a firewall (adequate separation) is in place between the plan sponsor's
employees who have access to PHI and those who do not, and the plan sponsor certifies to the insurer, in
writing, that the plan has been amended in accordance with the HIPM requirements and that the plan

sponsor agrees to the restrictions contained in the amendment. The plan's HIPAA Notice of Privacy
Practices must also state that the plan, or a health insurance issuer or HMO with respect to the plan, may
disclose PHI to the plan sponsor for plan administration purposes.

These HIPAA Plan Sponsor Certification documents were developed for use by our lnsured Group clients
who request PHI to perform plan administration functions, The documents include a statement of
certification that the Group Health Plan documents have been amended to comply with the requirements
of 45 Code of Federal Regulations S 164.504(f)(2). Attachment 2 also gives you, the Plan Sponsor, the
opportunity to list individuals within your organization who are authorized to have access to PHI or to
designate Business Associates of your Group Health Plan to whom you are authorizlng Blue Cross and
Blue Shield of lllinois (BCBSIL) to release PHl.

Please take this time to revjew the HIPAA Plan Sponsor Certification documents. After completing and
signing both the lnsured Group Certification and the Attachment 2 documents, make a copy for your files,
and return the originals to BCBSIL as soon as possible. Plan Sponsor is responsible for the Group
Health Plan's compliance with the requirements of HIPM set forth in 45 CFR S164.504(0 and other
applicable requirements of HIPAA.

A Group Health Plan that receives PHI has additional responsibilities under HIPAA than a Group Health
Plan that does not recoive PHl. Some of the requirements that apply to a Group Health Plan that
receives PHI include:

. Create and distribute a "Notice of Privacy Practices" setting forth the plan's use and disclosure of PHI
and individual rights with respect to PHL

. Designate a privacy official responsible for developing policies and procedures and designate a
contact person or otfice for receiving complaints and providing information about the group health
plan's privacy practices to individuals.

. Provide training for all members of lts workforce regarding its privacy policies and procedures and
sanction worktorce members who violate the policies and procedures.

. lmplement administrative, technical and physical safeguards to protect the privacy of PHl.

. Mitigate any harmful effects caused by a use or disclosure of PHI in violation of its policies and' procedures, or the HIPAA Privacy Rules, by itself or its Business Associates.

. Not to intimidate, threaten, coerce, discriminate against or take other retaliatory action against
individuals and others for asserting their rights under HIPAA.

. Not to require an individual to waive their privacy rights as a condition of treatment, payment,
enrollment or eligibility.

' To have and implement written privacy policies and procedures for PHI that are consistent with
HIPAA.

. To provide breach notification to individuals, the media and the Secretary of HHS of its breaches of
PHI and the breaches of Business Associates.

042014_i nsu red3ro u p_certificatio n_i l_doc



The HIPM Privacy Rules do not preempt state law that provides greater rights to individuals or that does
not conflict with the Privacy Rules. A Group Health Plan that receives PHI should consider all applicable
law when devising its policies and procedures.

Of cource, the information above is intended for general informational purposes only. The
information should not be construed as legal advice or as legal opinion on any specific facts or
circumstances and ls not intended to replace independent tegal counsel. You are urged to consult
a lawyer concernlng your own situation or any specific tegal questions you have.

042014_i nsured_gro u p_certification_ildoc



ALL on Nonstandard

Employer or Plan Sponsor:

BCBSIL Account Number:

BCBSIL Group Number(s):

GOOK COUNTY
289800

H89805, B50O0O, B5O00t, 289801

Name of individual completing this form: Deanna Zalas
Tifle of individual ing this form: Director, Risk Managment

Slgnature: Date: Septemher 25, 2415

Please identify any limitations in any of the following documents that may affect BGBSIL's
use or disclosurc of protected health information (PHl) in the Group Health Plan's:

(List the limitation or indicate "none")
a. Notice of Privacy Practices (NOPP) none

b. GHP Plan Document none

c. Other:none

Please identlfy emptoyoes within your organization with whom ECBSIL ls authorlzed to
release PHI for Plan Administration functlons. Please list by name or job title and indicate
any limitations or restrictions on BCBSIL's disclosure of PHlfor HIPAA purposes to sueh
employee.

Ptease list: JOB TITLE, NAME (optional), RESTRICTIONS

enter each position or person on a different line
Director, Risk Management, None

Employee Benefits Manager, None

Employee Benefits Representative, None

Employee Benefits Administrator, None

Employee Benefits Coordinaior, None

Employee Benefits & Wellness Coordinator, None

Employee Benefits Assistant, None

Deputy Director, Risk Management, None

Risk Management Analyst

n NewAccount

ATTACHMENT 2 - lnsured Group HIPAA Certification

Blue Gross and Blue Shield of llllnols Fully lnsured Accounts
(Please Print or Type this form)

E eoa to Existing Account Data n stanOaro Agreement

042O1{insu red_grou p_certifica tio n_il_d oc



Please identify your Business Associates and employees within that
whom BCBSIL is authorized to release PHI for HIPAA purposes. Please list company name,
employee name or title, and indicate any limitations or restrictions on BCBSIL's disclosure
of PHI for HIPAA purposes to such Buslness Associate,

Please list: COMPANY NAME, JOB TITLE, NAME (optional), RESTRICTIONS

enter each position or person on a different line

Price Waterhouse Coopers, Actuary, None

Price Waterhouse Coopers, Consultant, None

Note: lt is the Employer's/GHP's responsibility to notify BCBSIL of any updates to the information
provided in this document,

042014_insured_gro u p_ce rtifi catio n_i l_doc



contract No. 1518-14008
Employer Sponsored Health Insurance Benefits

EXHIBIT I1

Board Authorization



Board of Commissioners of Cook 1 18 North Clark Street
Chicago, lL

County

Legislation Details (With Text)

File #:

Type:

File created:

On agenda:

Title:

15-4297 Vercion: 1 Name: Employer-Sponsored Health lnsurance Benefits
Contract - Blue Cross and Blue Shield of lllinois,

Contract

6t30t2015

10nt2015

PROPOSED CONTRACT

Chicago, lllinois
Status: Approved

ln control: Finance Committee

Finalaction: 1012812015

Department(s): Risk Management

Vendor: Health Care Service Corporation DBA Blue Cross and Blue Shield of lllinois, Chicago, lllinois

Request: Authorization for the Chief Procurement Officer to enter into and execute

Good(s) or Service(s): Employer Sponsored Health lnsurance Benefits

Contract Value: $884,1 95,500.00

Contract period: 121112015 - 1113012018, with (2) two (1) one year options for renewal.

Potential FiscalYear Budget lmpact: FY 2016 $294,731,833.33 FY 2017 $294,731,833.33, FY
2018 $294,731,833.34

Accounts: 490-176 (899-1 76, 499-176)

Contract Number(s): 1 51 8-14008

Concurrences:
The vendor has met the Minority and Women Owned Business Enterprise Ordinance.

The Chief Procurement Officer concurs.

Summary: The Department of Risk Management respectfully submits this item requesting
authorization for the Chief Procurement Officer to award a contract to Blue Cross Blue Shield of
lllinois (BCBSIL). Request for Proposals (RFP) procedures were followed in accordance with the
Cook County Procurement Code. BCBSIL was recommended based on established evaluation
criteria to provide employer sponsored health insurance benefits for Cook County Employees.

Cook County offers both HMO and PPO health plan options for all eligible employees. The premium
and/or premium equivalent rates for each health plan offered to County employees are subject to
annual review and negotiation based on enrollment and utilization. The Director of Risk Management
is authorized to execute Benefit Program Applications to support the selected HMO and PPO plans.
Employees contribute to the cost of the plan through payroll deductions with the balance of the cost
covered through annual appropriations.

BCBSIL offers a wide provider network with no disruption by definition as the incumbent, as well as
substantial provider discounts and excellent member and client service.

Sponsorc:

lndexes: DEANNA ZALAS, Director, Department of Risk Management

Gode sections:

Printed on 111412015

pcwererl by Legiitarrti

Board of Commissioners of Cook County Pagel of2



File #: 15-4297, Vercion: 1

Attachments:. 1. Legislative Affairs Form E - Employer Sponsored Health lnsurance Benefits - October 2015

Date Ver. Action By Action Result

1012812015 1 Finance Committee

1012812015 1 Board of Commissioners approved

10nDU5 1 Board of Commissioners referred

PROPOSED CONTRACT

Department(s): Risk Management

Vendor: Health Care Service Corporation DBA Blue Cross and Blue Shield of Illinois, Chicago, Illinois

Request: Authorization for the Chief Procurement Officer to enter into and execute

Good(s) or Service(s): Employer Sponsored Health Insurance Benefits

ContractValue: $884,195,500.00

Contract period: 121112015 - 1113012018, with (2) two (1) one year options for renewal.

Potential Fiscal Year Budget Impact: FY 2016 $294,737,833.33 FY 2017 $294,731,833.33, FY 2018

s294,731,833.34

Accounts: 490-17 6 (899-17 6, 499-17 6)

Contract Number(s): 1518-14008

Concurrences:
The vendor has met the Minority and Women Owned Business Enterprise Ordinance.

The Chief Procurement Officer concurs.

Summary: The Department of Risk Management respectfully submits this item requesting authorization for the Chief
Procurement Officer to award a contract to Blue Cross Blue Shield of Illinois (BCBSIL). Request for Proposals (RFP)
procedures were followed in accordance with the Cook County Procurement Code. BCBSIL was recommended based on

established evaluation criteria to provide employer sponsored health insurance benefits for Cook County Employees.

Cook County offers both HMO and PPO health plan options for all eligible employees. The premium and/or premium

equivalent rates for each health plan offered to County employees are subject to annual review and negotiation based on

enrollment and utilization. The Director of Risk Management is authorized to execute Benefit Program Applications to
support the selected HMO and PPO plans. Employees contribute to the cost of the plan through payroll deductions with
the balance ofthe cost covered through annual appropriations.

BCBSIL offers a wide provider network with no disruption by definition as the incumbent, as well as substantial provider
discounts and excellent member and client service.

Printed on 111412015

poBered by Legistarrli

Pass

Pass

Board of Commissioners of Cook County Page 2 ot 2



Contract No. 15 l8-14008
Employer Sponsored Health Insurance Benefits

EXHIBIT 12

Identification of Subcontractor/Supplier/Subconsultant Form



Bid/RFP/RFQ No.: ls-18-l4oo8 Date: Ocrober 1,2015

Total Bid or Prooosal Amount: TBD Contract Title: Employer Sponsored Health Insurance Benefits

Contractor: Health Care Service Corporation, a Mutual
Legal Reserve Company

Subcontractor/Supplier/
Subconsultant to be Tele Tech Services Corporation iA
added or substitute:

Authorized Contact
for Contractort Robert Miller

Authorized Contact for
Subcontractor/Supplier/ Confidential

Subconsultant:
Email Address
rconir""tori,- 

- Robcrt.Miller@bcbsil.com
Email Address
(Subcontractor): Confidential

Company Address
(Contractor): 300 East Randolph Street

Company Address Parque Industrial Tecnologico II, Anillo Periferico

(SubcontraCtOr): SurNo.7980
Col. Santa Maria Tequepexpan, 45600 Tlaquepaque,

City, State and
Zio (Contracto11. Chicago, Illinois 60601-5099

Citv. State and Zio
G,lf,".,ntrrctort, Guadalajara, Jalisco, Mexico Edilicio I Int A

Telephone and Fax
(Contractor) (312) 553- 8069 / Fax: (312) 228-7914

Telephone and Fax
is',il"".trr"t.ir confidential

Estimated Start and
Comoletion Dates
/Coniractor) Contactdate: t2tlt20l5-ll/30/2018

Estimated Start and

PjIIF^',f:.DjPt September2015- May2016
( sl thconlrectoil

CONTRACT NO.

Cook County
Office of the Chief Procurement Officer

ldentifi cation of Subcontractor/Supplier/Subconsultant Form

The Bidder/Proposer/Respondent ("the Contracto/') will fully complete and execute and submit an ldentification of
Subcontractor/Supplier/Subconsultant Form ("lSF") with each Bid, Request for Proposal, and Request for
Qualification. The Contractor must complete the tSF for each Subcontractor, Supplier or Subconsultant which
shall be used on the Contract. ln the event that there are any changes in the utilization of Subcontractors,
Suppliers or Subconsultants, the Contractor must file an updated lSF.

Note: Upon request, a copy of all written subcontractor agreements must be provided to the OCPO

The subcontract documents will incorporate all requirements of the Contract awarded to the Contractor as applicable
The subcontract will in no way hinder the Subcontractor/Supplier/Subconsultant from maintaining its progress on any

other contract on which it is either a Subcontractor/Supplier/Subconsultant or principal contractor. This disclosure is

made with the understanding that the Contractor is not under any circumstances relieved of its abilities and

obligations, and is responsible for the organization, performance, and quality of work. This form does not approve
any proposed changes, revisions or modifications to the contract approved MBE/WBE Utilization Plan' Any
ctringei to the contract's approved MBEMBE/Utitization Plan must be submifted to the Office of the
Contract Compliance.

Contractor Health Care Seruice Corporation, a Mutual Legal Reserve Company
Maurice Smith

Name
President, nois Division

rire 
7i,, October l,2015

Date
kteatirl*Prime Contractor

the(L
w(rc

?e- wcre fv =1bc.o&atol5la;r4h.r,olVuUors 
rip^d aPat€iutltldarlitce,fuol' Fileatrtt

,tc Jtrrcdia!#v ordiurcl Ca//sL oF a$taro hr crl *Mrdt. fiJckc/rt u iaea{'A'a/
Qs q cor€ s4b@'nlyaab/ uMer t& ;6nb"^d o ii6i *u b,ruj foi&d il

Description of Services or Supplies
Total Price of

Subcontract for
Services or Suoolies

Spanish Speaking only Customer Service) Confidential

+

ISF-I Ao,4t/1.7g Cyrf€,hien@..



CCIilTRACT NO

Cook Gounty
Offica o{ ffrs Shief .Frocursmant Offlcer

ldenlifi cation of 8*bcontractor/Supplierlsubcoruultant Form

The BidderiFropose#Respqn$erlt ("lhe C*r$ractor') will fully somp-lele and execute and subrnit qn ldentificatign of
Subcontrac{or/Supplier/Subconsultant Form 1"lSF"} wrth each Bid, Request for Proposal. anci Request for
Oualific*tisn. The Contracior must qomprets ths ISF for each Subcontractor, Suppller or Subconsul$n{Whlch
shall be used on the Contract. ln the event that there ara any changes in the utilization ol $ubconbaclors,
Suppliers or Subconsultants, the Contractor must file an updated lSF.

The submntractdocrsnen6 will incorpora& all requirBrnants ol the Contract awarded to the Contractor as applicable.
I1r" srbco"tract *ltt in no way hinOer'the SuUconiraaor/Supplierlsubconsultrant from maintaining itsirogress on any
othsrf0ntmst on which il is eittrer a Subcankasrf$upplier/Subconsul&nl or prinEipal conttu$or. ]hir djqclgsure tq

made *rilir *ra undsfstandins that the Cgntractor is not under any circumstenffi rdie.ved of iF abilitis and
ablisefien$, snd i6 rusponsible for the organization, prformance, and quality of work- _Thi* SS dCIf q*"tFFrove
.ny-propoqsd eharrsko twJgionr or modlflcrtlo*x to tftq eon$*ct tppil,yad tlBEmmE $tillletonflart,,A!f,
thidgei t tfre cantract's .ppray*d ttiBEfillBErutili:rfiofi Phn mutt be submilisd tE ths Offic* of th*
Coatract Gomplienca.

Nots: Upon requesl a copy af all writEn subcfftractor agteemenb musl begrovided tothe QCP0.

Descrlption of Servicas or Suroliss
TffitIliw.-or

8uhcq0!&ml&g
Srtvltaaor&Imllca

Marketing and Promotional Matarials TaD prpllrfiiqr:rr smqrlnt $d00,t86

ocFoot{L}if) 0k{tJalirrcat&n
n, CherkQsum&g

BidrRFPrRF6 Nd., 15-1 g-14009 nate:101212015

Tstet Bid or Prooosal.Arn*"t. TED Contract Title: Enrployer $ponsared Health lnsurance Benefits

COntfaCtOf: Hi8lih c6ti sffiks Qorpsr$on. & irrrlual L60al R*iw Co'np€ny

Subco ntrastorf.supplier/
SubconEultanttrsbe ACtiOnBagCOmpany
added or substitute:

Authorized Contast. -;;ftffi]l;;" *-' 
LaTonya Fou rte -Lyles

Authorized Contact krr
Subcontractor/Supplier/ NanCy CWynaf
Subconsultant:

feX'i*ffiff LatonyaJou rte-lytes @hcbsil. conr
ErnailAddress
rsrrhr:*nler.rrrrr. nq@actionbag.com

company Add*ss 300 East Randolph $treot
iConkacfo$:

cornpanyAddress 1001 EntrY Drive
(Subcontractor):

t#tffi,, chicago, tL cCIsol-soss m*t|Fj#,.''o Bensenville, lL 60106-3314

E*f*Xf-d 
F"* 

31 a-6$s-&291 / 81 s-azo-2a41 N,H:f '* t* (800)s24-2247, (630) 766-2063

Estimated Start and
completisn Dai$s 1?112015 - 11/3012018
{Contractor)

Estimatsd $tall and
;n$dtir" Dat*- 121112fi15 - {1/3012018
(subcontractor)

Conkaclor

ISF*I



CONTRACT NO

ffi*r

oricaorthe8f,l?3ffi-enoffi'sr ttrW"*^ I

tdentificationorsur"snto"to*'s-"ppilrrsd;ilttantForm t q:+ry+gryqlqg"" ---"-- *l
The BidderlPropcser/Respondent f'fh* Csntractofl vr,ill tully compiete and execute snd subnit en lden$ficalior! of
Subcontractorl$upplierlsubconsrJltanl Fonn f lsF,) with each Bid, Reqr.rest for Fropasal, and Requestfor
Qualification, The Gontractor mu$t complete the ISF for each Subcontractsr, Supplior or $qbcofisultant $ahigri

Eha* ba rlssd on the Cqntract. ln the ewnt that there ars any changes in he utilizatron of Subcontractrcrs,

$uppliers or $ubcon$ultanis, fi* Con$actor must file an updated l$F.

The $uboontract docilrnenb will inepmorab all rBquitBmen ol the eontract awarded to the Coniracior a$ apPlicablB.
Ths eubco*lract will in no way hinder the Subcontradorl$upplibr/Subconsulhnt forn rnaintaining itB proures$ on eny
ofier conhact qn wtrich it is either a Subcontactorlsuppliei/bubconsultant or prineipal contrador. This disch*we is
made with the urxJerstanding that the Contractor is not under any circumstences lele-led of its abilities ard
obligations, and is responsible for the organieation, perf,ormance, and quality of }!,o*: 

-T_l!E lo!l!!-!q$ !$ lf*ryve
enFpp3xr-ted chrng,s*, revialorp or nrodlficatiom to gt* contract appmvcd ffBE ttlBlE: Utlllmtionfhn. _Any
ctrfuig€i & th" conkaefa *pprov*d [iBE YVAE U$lizatlon Plan mutt ba submft&d to tfiB Offfce of ltsi
Contmst Colrlplialleo,

BidrRFprRFG No ' 15-1S-14008 Date: 'l0l?l?015

Totat Bldsr Prooo*al Amount" TBD Cortract Titls Employer SpcnEored H*alth lnsur*nc6 Bsnefits

CQntfgclof: *aalttr gare Ssvt* c*msmti&, s uutisl L.Aal fs*sir6 Cd(pany

gubconlrastorr$upP liBrl
Subconsuftantto ba lnnOVative $ySiem GrOup, ln6
added or substihrte:

Authorized Contad,i;ililft;"'-* LaTonya Fou rte-Lyles
Authorized Contact fror

Subcontrac;tor/Supplier/ @gfry SChOenneman
Subconsultenl:

ffi'Xj*ff latonya*fourte-l yl e * @bcbsil. com Hi'*$g:n, Gerrys@innovativesy$.corn

company AddressS00 East Randolph Street
(Contrador):

sompanyAddrsss 799 Roooevelt Rogd, tsldg {-109
($ubcantractor):

y$;mffi,,. chicago, lL 606CI1-5oes X};ffhm,.ziPclen Ellyn, [L 60137

X*fff * F* slaass-c2s1 / sr r-a28-?a41 ffiffiffiS0*sg0-Brs-srss t ss0'858-Bs3z
Est!*n*ted Start and
cornpletioh o€b$ 121112015 - 11130f2018
I{1r]ntrer*rrrl

Estirnated Start and
eornpretion Datos 12nftA15 - I11301?018
iSubcontractorl

Notc Upon raqsst, a oopy of all writ&n $ubcontreclor agneement$ rr{rst be providsd to the OCPO"

&ecriotion of Sorvlce* orSurolies
Tor.tPdrs!{

$:ilg*ntrectlbr
$errlees&ctrlbc

Prqvide inforunation technology re$ource$ a$ nesded on a t€mporsry basis ?ss p$$mlnaff qne$t t1.600,1{4

iSF-I



CONTRACT NO

*ook County
Otfice of the Chief Fracurement Officsr

ldentifi catian o{ Subcontractortsupplier/SubconEult*nt Form

The EidderFroposer/Respvndent (-the eoniracloC) will futly caraplete and ex*oute and subrfilt ai-' lder{itica?ion sf
Subcontrador/Supplierlsubconsultant Form ("lSF") with each Bid, Request for Proposal, and Reguest for
Qualification. The Contractor must compleie the ISF for each Subcontractor, Supplier or $ubconsuttant which
shall be usod on the Contract. ln thB event that there are any changes in the utilization of Subcontractors,
$uppliorg 6r Subconsultants, the Conlraclor must fil* an updated lSF.

Bid/RFplRFo ito.' 1 5.1 8'14008 oate;1012/2015

TotalBid or Proposal Artor$ TBD Contract Title; Employer Sponsored Health lnsurancer Beneli$

Contfaclof Hsrh CarE Sqvi6 Cqpaauon, a Ml*lat Lred Rsffi Compau,

Subco ntractor/Supp iler/
$ubwnsultattttoba lnStantTeChnOlogy, LLC
added or substitute:

Authorized Contact.
;#;;t*d;"*-' LaTonya Fourte-Lyles

Aulhorized Contact fior
Subcontractor/Supplier/ ROna BOne
Subconsuttant

m*ffi- htonyaJourte-lyles@bcbsil. com H**lffi,. rborre@instanttechnologry.corn

CprnpanyAddn**r 300 East Randolph Straot
(Contra6or):

companyAddraEe 200 W. Adams Straet, $uite
{$ubcontrador}: 1440

9,Y;jfhlf.,. Chicaso, tL 60601 -soee City, State ar6 ap ?(subeontract*r): ,hicaq,?.1! 6!9!t{?31
,T}$mff* r* sr z-ess-Ba$l I B1r-2as-r84r

Telephone aM Fax tafsubci1'itracror) \-12)S82.2S00' (312)582'?699
Estirnat€d $larl and
complation Dabs 1?/1m0t5 - 11/301201S
{Contrects'}

Estimated Start and
csrnpieuon aaies 1Zt1tZfi1S - 11/3S12013
/Sr rtrrrrntrar*orl

l,lotei Up6n reqrJetst, a eopy of an vurillen subcantradsr agr8em6ilts rnust be pre$ided t* the OCPO.

Contractsr
H6!{h ew$G$k C&$o{dtiae. aiidrl*

The $ubconka€t doeuroontg luill incorporate,all requircrnents of &e Contract ay{6rdsd m he Cstractor as ryplicable,
ffn* srbmntract ruitt in no iuay hindar the Sr,Ouoniastortsupplier/Subcqnsuliant from raainkinins i& plpgrBsi on any
other contact on whrch it is 6ither a Subcontractor/Suppliei/Subconsultant or principal contractor. This disclosuna is
made with the undarstanding that the Contrsctor is 

'not 
unct€r any ciicumstarpes relie\Ed of its abilities and

obligatkrns, anO is *"pon"ilb-for ttre organization, performance, ard iuality of work. This form doae not appxove
any-proposeO change, ravislons onioOi&ettsns to the contract-approved iiBEllilBE Utitlzetlon?lan' Any
chitigd to *ro coitrscfc approvsd tfrBE U/AE Utlizafon Plan rnurt bc {ubm$ed io ttre ,Offlcc of the
Ca*tra** Compllance.

Nryne
tstn*lt I

Descriotion of Ssrvicss or Supplle
I&l&hs.a

$rthggmbectf
Servkaa *r.$uor

t
)f
$tu*

systems design con$ulting serviees T EO prBlirnirtsry &flouril il .401 ,@1

ISr-l



CONTRACT NO

Ccok Gcun8
gflice of the Chiof Procurement OSicEr

ldentlfl eation of $ilbcqntrattorlsuppliarl$ubeonsultant Form

The BidderlPioposerl.Respond$nt frne rcontradol') will fully complete and execqtre and subrnil an ldentificction sf
$ubcsntractorlsupplierlsubconsultant Fonl ft$f") wifi eaah gid, Requ€st for Propss*i, and Aegue$tror
Oualificatiorn. Tfi Conmctor must compleb the ISF for each Subcontracior, $upplisr pr $ubcon$ultslttwllicll
ehatl be Used on st* Sontract ln the event that there are eny change* ir: the utilizslon of $ubasfltractors,
Suppliers or Subconsultants, the Contractor must file an updated lSF.

BidrRFPrRFo !,t(} . 15-J g-14009 Bae:10/212015

Total I'id er FrsposalS$nsunt TBD Contract'fitle; EmplsyEr $poilsored Health lnrurence Eenstits

COnlfAClgt: xa*rr c** s*rits c6l*oretion. a iiurrol tegcl Rosgni c{trpsn} Subcons*tanttobe KaimsConsultingWorldwider LIC
added or subgtituts

Authorized Contact. -;;;Hffiif;"** LaTonya Fourte-Lyles
Authorized Contact br
Subcontrachr/Suppliot/ lyp11 SuttOn
Subconsultant:

m*ffi*P hbnya-to u rte-lyle*@bcbsil - co rn triffiffi,, lynn.sutton@kairoeworldwide*com

conrpany Addr€s$ 30S Eaet Randolph $treet
(Contraetor):

company Addresc I $outh Sea*orn $treat, Suita
($ubconlrac{ff}: 2100

:,,yttrnfl*,. Chicago, lL so6o1 -soee ,thffh$".Pchicag*, 11- 60603

Xffmf* Fu' 
B1 z-ssa-szsl I 31 ?-iz&?&r1 X,:*H:l*, "* 3 1 z-T s7s-s 1 e7 s1 z-T 5T -s*sz

Estimst€d $tart and
Compbtion Dates 121112015 - 11/3012018
{Contracrorl

Estimat€d S:tart and
Compratron Dates 12t112O15 - 11/3012018
(Subcontractor'l

Ho&: Upon rcquasl, a copy of all wri&rl$ubco*acloragreernerrts lTruot bs provided to the OCPO.

Dercrintion of Servlces or Suoolieg
TirtelFrlcad

&rhcunhoctfcr
$srdcs orgroeil*s

ek".d$ ird ritliffirlt I Mrcr*{ftltr mlrsloai6{ron plfil 8t* *fil srtffee {t6 l.l'4fl in! Wt$io6s ftagBm ?mmniH f,ilt Codi{ e{{rnry TaI preli$rtoary anlount SS00.{E

The submntract documenb will incorporab all requirements of ttre Conbact awarded !o the Contraetor at applicable.
ThB subcofltrad urjll in no way hinder" the Subcontr€ctor/Supplier/Subconsultant from nainkinin$ itB proSFsg on any

.th;; iltr6; c* wnicfr it ii *itrrer a $ulqontractorlsupptieiiSubconsultant or principal mnilaqgr. This dbclosure ie

made with tre unOergtandirE ihaiEl;sont6r6r B'not under any clrcumstarfu refiexid ol its gbilitss and
obligations, and is reEponsUd for ths o€ania$on, performance, and quality of work. Thb form does ngt approve
.ny*pflrpqr'eA rherqioe, rcvislone or frUtficgtloils to the cofltrrct-epp;orsd fiBE U!tsE Utllizetlon Plen" Any
*klrigd n'*re cpii"il$" 

"ppmv* 
meflwaE Wlhauqn Ptan nid*t b* suh,nit&d to tht Qffist of th*

Contract Compllance.

ContraSor
Ns&tlh C&R $eiltc* Co${aa{m. 6 Mulud a€{$l Asirw Cor'npqny

ISr,-t



CONTRACT NO

Cook CountY
Offica of tlre Ghlef Procuromont Offlcsr

ldertl$lcaaion of Subco*tractorlsupplierlsubconsuliant fsnrl

The Bidd*rlPropo$erlRespondent ("the Cantradof ) witt fully complete and e,xecute and submit an ldeRtificstionot

Sur"ontii.torisrppri"trS,iu*niuttant form ("lSF'iwith eaih Aid, Request for-Proposaf,.an! I3l91iotQr;fffiil; ffr;aontnctor rnu*t rumpldts ne mf ror sacn 
'Subiontnctor, 

Suppller-or Subcon3uknt Hhlch

*11gff t* used 6E tllt Contrs6t. ln the event that there are any cfranges in the utilization ot $ubenbactors'

$uppliers or $ubcon$utt6n!$, fte Contracior rnust file an spdated l$F'

The subeonxgotrdo{slmenb will incorporata all requirernents of fte Contract anBrded b the enntradir as ry$ireble'
Til ;rb*^ir;A *iff in no nnay trindei ttre Subcontractor/Supplierlsubmnsultant from maintaining it9lrogress on any

;irc;;ffi;;;;il'il ;;d;; sil*"d;'dpd'eiAumonsuttant or principal T1lla1y -J[" 
dirygst* f

mado with the undeBtafidirq tf,x the Conffaetor li'not undsr any circumstances-rslie,red of ltt sbi$tiee and

obligstiqm, end is re$pansibtdfor ge srganiIaiion, ee*"iliance" erd iuality ;i*o{r.et*.g*f "*."mt:t;r;ffi&"d-;rnilu; raJ"loni or froomcatloirs to the cot3et approve* $BEltlltBE UUltre[kon P&nr. -Aqv
|ffi,iis t" il* so-n*ict* spprs\rsd ilBE ffBHt tlllzation Fl*n $iust be *ubmitsd to tha Qffice of tim
Contract Gompliance.

Contrsetor
HqSilCe

tlame .--'

Tiile

N^.1S-18-14008 pare:10r12x2015

Total Bid or Proposal A,Touft TBD Oontrad Ti{e: Hrnplsysr Sponsor:*d Hqalth lfisrrance B*nefils

COntfaCtOf Hcaxh cm sfli:o corpmuo. a itotrat tegai ne*wB compeny

$ubcontractor/$u Misr/
SubeonsultantlobE Montenegro Paper Ltd

*XlfSX'* Lrruny" Fou rte-Lyle s
Authorized Cmtacl fur
S{,bconretorl$uppliarl I rma BateS
St rhrnnrrrltenl:

fq:i*tr bbnya*fou rteJyle s@bcbsil. com fffi,. Irma. Bates@rnontenesropaper.com

company Addr** 3O0 East RandolPh
(contractorl:

CompanyAddre$ 40O West La'k* Street, Suite 214
(Subconfactor):

9llf:#, chicaso, lL 60601-5oss mm#1.zPRoselte, lL ss172

m,i* r'* slz-6bs-82s1 I a1 2-2za-?s41 I3l*ffiX, "* 630-8e4-03 s0 / G30-8e4r0!9I
E$timatBd $tartsnd
compbtion oatee 12111201 5-11130/2018
fContraetorl

H*timated $Ertand
co*piition ort*s 12n t2A15-1 1/3CI/201S
{Subcontractor)

NoS; Upon reqrest. a copy of alf written submntractor agreemsnts must be provided to thp OCPO

Deperlntion q{$*llhg3 o{ $uonliaa
fsblP$s.ef

$ubcon$ctbr
Ssrvlcat or Supslle*

Sornmercial printing paper, Enyelopes and packi ngrnsterials TBB. pralirnlnary aabunt ${00,I0ff

ISF.I

ra€fi5



CONTfiACTNO,

Cook Coun$
Orlfice of the Chlef Frnflrttsmont Officer -. - -ldontificatio* of $ubconffistorrs$pplierrsubcontult*nt Form

The Bidde#ProposerlRe*ppndent {"the Contrs6lof} will lully comple*a and'execute and submit an ldentification of

ffiil;;;i_rr6fi;iidrdffi*;"d"*iro,,r, {ltF1l,adtl] eair, nie, nequesrior Froposal" and,Rg*yestior

ouarifisation. ?he eonrraitr di;;F dtr t# ;i+' d;;lr surio*rexor, bupplier o,r subennoqltent nhlch

Jit"ri"i[iio* on n* c"rtt"ct' lfi thB event ttrat thers ers any changes in the utilizafion of subcontractors'

Suppfieo or Subcgn$dta$ti the Centra{ior mud fiie *n updabd l$F'

The subsnt.act docum,onb lvill i$sorporate *ll requirenrents of the Contract aura}ded to the Cmtlactor as appliGabh"

ii;; !]ffiffi;il1iil;;*at r,in*eitr,e suu*-il;,i-r/$irtifrsuu"3isylt*rrt frnnr maintainins tb'progrcss on snv

otha: contract an ufrisi it k;ithsr a subcofttr&trtr'{rpprltiful*nsultsni or princtpal coty?qt Thi$ disdosurs is

made with tre undersm;i-g;"d; ffi gontrdrfi;f'ili ,arder any c;ircumstancen releved ol its abilites srld

;ti&dfi, }n; t &;d;t1lltfrj6*-i,qariizauon,'pernormanae, ?ld lglq or work. rhlt {orm {ot* not rpprove

any pnrpoaed elranga*,"-r.*i*eton" oi ii"Oineagii ti ne coqpsi*pniovea I,BE;5IBE tl6li:atlun Phn- Any

chanses to tha rorfi?*#;!i;;*;J mEEryYliE t iil#&fi FUn tddx be *ubrnit-ted to *ie ofBc* of th*

Contract ComPliance.

15-18-'1400s Dai6;10142015

Totat fid or fraposal A,nsunt' TBD Contract Title: €mployer $ponsolpd Healttr Insurasce Bene*ts

COnkaSOf *{€*lth care s{f{ics Cotpar*$qlt. € luukd L6g6i fe8e go'notnv
Subcontra$on!'upp*ar/
suoooneulhnt.tobe MyWcllne$$ Community
edded or substitute;

*Yt[ffif*o L"Tnnya Fourte-Lvle*
ffifrrmffict6r
$ubountactossupplbrl $hgrle* Srnith
^Qr rherrnsultant:

m:l jg*:- htonyaJourte-lyles@bcbsil . com miffi*, *mith@rry
company Address 300 East Randolph Street
(Contractor);

conpany Address g2 S' Dearbom Street
isuUconiracto0: 8th FloOr

wE1-*9,, ehicauo, lL 60601-509$ f#;Ff#''o chicago, lL 6060!
!$, lYYrr'YqYv"*

,t!ffi.i" t'* 
31 2-Gs3 -8291 t 31z-zzg-7841 ffiA$,t* (312) 7za€3s8,(t12) s6-ory

EstimaEd Start and
compbtion sate$ 1211/3015 - ,1130/2018
ff:mti*r$'!r1

Eatimated Start and
cdpr*tion oxas 1?/112015 - 11/3012018
(Subcontactor)

l&!te: upsl1 reque$t I sopy of all wri&en subcontractor agr8emenb must b€ proYidsdts &8 osPo'

F&rridc r,ba& **t lr!,a{r!6ss.Pr$q*gm pr*ntixr, !fiich lrdud€6 Tcbam c*assrisr, tbti&r ftBsin!, and Ptsenteff'dwd'tffit

ISF-I



CSNTRACT NO,

Coott CountY
Offlse of tha Ghlef Frocurement Offle*r

ldentitication of Subcontractor/supplierl$ubconsultant Form

The Bidderiproposer/Respondent {'the Contraclof} will fully complete ard execute and subrnrt an ldenlification ol

SuUcontractorlSupplielsubconsultant Form ("lSF') with each Bd, Request icr Proposal'-and Reqr.estfo

offitciffi. T#H;ir.s6t"rrffi;t ir*ftolt* tn* t$F for each 
'subiontracbr, 

Supptler or,subconsultant rarhiclt

*ftJil Gl"*C in n" Contr"rt. ln tie event trat there are any changes in the utilizaton of $uhconiractors,

$uppliars or Subconsultans, the Conbactor must Rle an updaGd lSF"

The subcontract documents will incorporate all requirements of the Contract awarded b the Contractor as appticabb'

iil ilb.;ffi; *itt jn ;o wri r,irGr'n" dubconi*cbr/suBplierlsubsonsultant from meinieinins ttsJPSrBg? on anl
nffrer co.and on which ii *s-Jitht-, SuncontractorlSupptieiil$ubcansultant or pdrripat oonlra&r" Thie disdosurs i$

made $,ith tne under$An&nJ frat the Contractor ii"not undsr any ciror*stancee relie-ygd of its abili{ies and

;6i6;fiffi, ffi;,ll#onsiue lor rhe organizarim, eliriil"n*r g"o iriritr;iit*"*, rnr* lorm doo* notepprove
.nV i*p.i"u'chengira, rsvi*tanc or riodifiertioiri t" ttra co'ntraet"*ppioysd [iFE WEE !fftptryIUn. -A3f;i;ir6; b- x16 A;d;t;';tprovao riBE !fiiBE Utifizafron rqen 'riirist be *ubmrtbd to lhs office of the

Contmct Compliance.

Nats: Upon r€quost, a copy of *ll writte* subcontractor aEeernenb rnust be provided to thB OCPO,

,Oescrtotlan of-q*fllcat or Sppolh*
Totel FS*r.+ PI

$ubcotfitnpt.for
S*rvlce*;or-$r*t&ll&

Computer sysiems design cCInsulting sglylcgg TS0 piaituillnsry.amounl $tl,S0S.A87
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CONTRACT NO.

This Economic Disclosure Statement and Execution Document ('EDS') is to be completed and executed
by every Bidder on a County contract, every Proposer responding to a Request for Proposals, and every
Respondent responding to a Request for Qualifications, and others as required by the Chief Procurement
Officer. The execution of the EDS shall serve as the execution of a contract awarded by the County. The
Chief Procurement Officer reserves the right to request that the Bidder or Proposer, or Respondent
provide an updated EDS on an annual basis.

Definitions. Terms used in this EDS and not otherwise defined herein shall have the meanings given to
such terms in the lnstructions to Bidders, General Conditions, Request for Proposals, Request for
Qualifications, as applicable.

Affitiate means a person that directly or indirectly through one or more intermediaries, Controls is
Controlled by, or is under common Controlwith the Person specified.

Applicant means a person who executes this EDS.

Biddermeans any person who submits a Bid.

Code means the Code of Ordinances, Cook County, lllinois available on municode.com.

Contract shall include any written document to make Procurements by or on behalf of
Cook County.

Contractor or Contracting Party means a person that enters into a Contract with the
County.

Control means the unfettered authority to directly or indirectly manage governance,

administration, work, and all other aspects of a business.

EDS means this complete Economic Disclosure Statement and Execution Document,
including all sections listed in the lndex and any attachments.

Joint Venture means an association of two or more Persons proposing to perform a for-
profit business enterprise. Joint Ventures must have an agreement in writing specifying

the terms and conditions of the relationship between the partners and their relationship
and respective responsibility for the Contract

Lobby or lobbying means to, for compensation, attempt to influence a County official or
County employee with respect to any County matter.

Lobbyist means any person who lobbies.

Person or Persons means any individual, corporation, partnership, Joint Venture, trust,

association, Limited Liability Company, sole proprietorship or other legal entity.

Prohibited Acfs means any of the actions or occurrences which form the basis for
disqualification under the Code, or under the Certifications hereinafter set forth.

Proposalmeans a response to an RFP.

Proposer means a person submitting a Proposal.

Response means response to an RFQ.

Respondent means a person responding to an RFQ.

RFP means a Request for Proposals issued pursuant to this Procurement Code.

RFQ means a Request for Qualifications issued to obtain the qualifications of interested parties.

SECTION 1
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CONTMCT NO.

INSTRUCTTONS FOR COMPLETION OF
ECONOMIC DISCLOSURE STATEMENT AND EXECUTION DOCUMENT

Section 1: lnstructions. Section 1 sets forth the instructions for completing and executing this EDS.

Section 2: Certifications. Section 2 sets forth certifications that are required for contracting parties under
the Code and other applicable laws. Execution of this EDS constitutes a warranty that all the statements
and certifications contained, and all the facts stated, in the Certifications are true, correct and complete as
of the date of execution.

Section 3: Economic and Other Disclosures Statement. Section 3 is the County's required Economic
and Other Disclosures Statement form. Execution of this EDS constitutes a warranty that all the
information provided in the EDS is true, correct and complete as of the date of execution, and binds the
Applicant to the warranties, representations, agreements and acknowledgements contained therein.

Required Updates. The Applicant is required to keep all information provided in this EDS current and

accurate. ln the event of any change in the information provided, including but not limited to any change
which would render inaccurate or incomplete any certification or statement made in this EDS, the
Applicant shall supplement this EDS up to the time the County takes action, by filing an amended EDS or
such other documentation as is required.

Additional tnformation. The County's Governmental Ethics and Campaign Financing Ordinances
impose certain duties and obligations on persons or entities seeking County contracts, work, business, or
transactions, and the Applicant is expected to comply fully with these ordinances. For further information
please contact the Director of Ethics at (312) 603-4304 (69 W. Washington St. Suite 3040, Chicago, lL
60602) or visit the web-site at cookcountyil.gov/ethics-board-of.

Authorized Signers of Contract and EDS Execution Page. lf the Applicant is a corporation, the

President and Secretary must execute the EDS. ln the event that this EDS is executed by someone other
than the President, atiach hereto a certified copy of that section of the Corporate By-Laws or other
authorization by the Corporation, satisfactory to the County that permits the person to execute EDS for
said corporatioh. lf the corporation is not registered in the State of lllinois, a copy of the Certificate of
Good Standing from the state of incorporation must be submitted with this Signature Page.

lf the Applicant is a partnership or joint venture, all partners or joint venturers must execute the EDS,

unless one partner or joint venture has been authorized to sign for the partnership or joint venture, in
which case,'the partneiship agreement, resolution or evidence of such authority satisfactory to the Office

of the Chief Procurement Officer must be submitted with this Signature Page.

lf the Applicant is a member-managed LLC all members must execute the EDS, unless otherwise
provided in the operating agreement, resolution or other corporate documents. lf the Applicant is a
manager-managed LLC,-the manager(s) must execute the EDS. The Applicant must attach either a
certified copy oi the operating agrebment, resolution or other authorization, satisfactory to the County'
demonstrating such person his the authority to execute the EDS on behalf of the LLC. lf the LLC is not

registered inlhe State of lllinois, a copy of a current Certificate of Good Standing from the state of
incorporation must be submitted with this Signature Page.

lf the Applicant is a Sole Proprietorship, the sole proprietor must execute the EDS.

A "Partnership" "Joint Venture" or "sole Proprietorship" operating under an Assumed Name must be

registered with the lllinois county in which it is located, as provided in 805 ILCS 405 (2012), and
documentation evidencing registration must be submitted with the EDS.
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CONTMCT NO.:

SECTION 2

CERTIFICATIONS

THE FOLLOWING CERTIFICATIONS ARE MADE PURSUANT TO STATE LAW AND THE CODE. THE APPLICANT IS CAUTIONED
TO CAREFULLY READ THESE CERTIFICATIONS PRIOR TO SIGNING THE SIGNATURE PAGE. SIGNING THE SIGNATURE
PAGE SHALL CONSTITUTE A WARRANry BY THE APPLICANT THAT ALL THE STATEMENTS, CERTIFICATIONS AND
INFORMATION SET FORTH WITHIN THESE CERTIFICATIONS ARE TRUE, COMPLETE AND CORRECT AS OF THE DATE THE
SIGNATURE PAGE IS SIGNED. THE APPLICANT IS NOTIFIED THAT IF THE COUNTY LEARNS THAT ANY OF THE

FOLLOWING CERTIFICATIONS WERE FALSELY MADE, THAT ANY CONTRACT ENTERED INTO WITH THE APPLICANT SHALL

BE SUBJECT TO TERMINATION.

A. PERSONS AND ENTITIES SUBJECT TO DISQUALIFICATION

No person or business entity shall be awarded a contract or sub-contract, for a period of five (5) years from the date of
conviction or entry of a plea or admission of guilt, civil or criminal, if that person or business entity:

1) Has been convicted of an act committed, within the State of lllinois, of bribery or attempting to bribe an officer or

employee of a unit of state, federal or local government or school district in the State of lllinois in that officer's or

em ployee's official capacity;

2) Has been convicted by federal, state or local government of an act of bid-rigging or attempting to rig bids as defined

in the Sherman Anti-Trust Act and Clayton Act. Act. 15 U.S.C. Section 1 ef seq.;

3) Has been convicted of bid-rigging or attempting to rig bids under the laws of federal, state or local government:

4) Has been convicted of an act committed, within the State, of price-fixing or attempting to fix prices as defined by the

Sherman Anti-Trust Act and the Clayton Act. 15 U.S.C. Section 1, ef seg.;

5) Has been convicted of price-fixing or attempting to fix prices under the laws the State,

6) Has been convicted of defrauding or attempting to defraud any unit of state or local government or school district

within the State of lllinois;

7) Has made an admission of guilt of such conduct as set forth in subsections (1) through (6) above which admission is

a matter of record, whethei or not such person or business entity was subject to prosecution for the offense or

offenses admitted to; or

8) Has entered a plea of nolo contendere to charge of bribery, price-fixing, bid-rigging, or fraud, as set forth in sub-
paragraphs (1) through (6) above.

ln the case of bribery or attempting to bribe, a business entity may not be awarded a contract if an official, agent or employee

of such business ei'tity committeO tne Prohibited Act on 
'Oenalt 

ot the business entity and pursuant to the direction or

authorization of an officer, director or other responsible official of the business enti$, and such Prohibited Act occurred within

three years prior to the award of the contrait. ln addition, a business entity shall be disqualified if a1 owner, partner or

shareholder controlling, directly or indirectly, 2Oo/o ot more of the business entity, or an officer of the business entity has

performed any Prohibited Act within five years prior to the award of the Contract.

THE A??LICANT HEREBY CERTIFIES THAT:The Applicant has read the provisions of Section A, Persons and Entities

Subject to Disqualification, that the Applicant has not committed any Prohibited Act set forth in Section A, and that award of

the Contract to the Applicant would not violate the provisions of such Section or of the Code.

B. BID.RIGGING OR BlD ROTATING

THE AppLtCANT HEREBY CERTIFIES THAT: tn accordance with 720 ILCS il33 E-11, neither the Applicant nor any

Affitiated Entig is baned from award of this Contract as a result of a conviction for the violation of State laws prohibiting bid'
igging or bid rotating.

C. DRUGFREEWORKPLACEACT

THE APPLTCANT HEREBY CERTIFIES THAT:TheApplicant will provide a drug free workplace, as required by (30 ILCS 580/3).
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D.

E.

F.

G.

CONTRACT NO.

DELINQUENCY IN PAYMENT OF TAXES

THE APPLTCANT HEREBY CERTIFIES THAT: The Appticant is not an owner or a party responsible for the payment of any tax

or fee administered by Cook County, by a locat municipatity, or by the tttinois Depaftment of Revenue, which such tax or fee is

detinquent, such as bar award of a contract or subcontract pursuant to the Code, Chapter 34, Secfion 34-1 71 .

HUMAN R]GHTS ORDINANCE

No person who is a party to a contract with Cook County ("County") shall engage in unlawful discrimination or sexual harassment

against any individual in the terms or conditions of employment, credit, public accommodations, housing, or provision of County

facilities, services or programs (Code Chapter 42, Section 42-30 ef seg.).

ILLINOIS HUMAN RIGHTS ACT

THE APPLTCANT HEREBY CERTIFIES THAT: lt is in compliance with the ttlinois Human Rights Act (775 ILCS 5/2-105), and

agrees to abide by the requirements of the Act as part of its contractual obligations.

INSPECTOR GENERAL (COOK COUNTY CODE, CHAPTER 34, SECT]ON U-174 and Section 34-250)

The Applicant has not willfully failed to cooperate in an investigation by the Cook County lndependent lnspector General or to

report to the lndependent lnspector General any and all information concerning conduct which they know to involve corruption, or

other criminal activity, by another county employee or official, which concerns his or her office of employment or County related

transaction.

The Applicant has reported directly and without any undue delay any suspected or known fraudulent activity in the County's

Procurement process to the Office of the Cook County lnspector General.

H. CAMPAIGN CONTRIBUTIONS (COOK COUNTY CODE, CHAPTER 2, SECTION 2-585)

THE APPLICANT CERTIFIES THAT: lt has read and shall comply with the Cook County's Ordinance concerning campaign

contributions, which is codifled at Chapter 2, Division 2, Subdivision ll, Section 585, and can be read in its entirety at

www.mu[lqqlle.com.

GIFT BAN, (COOK COUNW CODE, CHAPTER 2, SECTION 2{74)

THE APPLICANT CERTIFIES THAT: lt has read and shall comply with the Cook County's Ordinance concerning receiving and

soliciting gifts and favors, which is codified at Chapter 2, Division 2, Subdivision ll, Section 574, and can be read in its entirety at

www.municode.com.

LlvlNG WAGE ORDINANCE PREFERENCE (COOK COUNTY CODE, CHAPTER 34, SEGTION 34-160;

Unless expressly waived by the Cook County Board of Commissioners, the Code requires that a living wage must be paid to

individuals employed by a Contractor which has a County Contract and by all submntractors of such Contractor under a County

Contract, throughout the duration of such County Contract. The amount of such living wage is annually by the Chief Financial

Officer of the County, and shall be posted on the Chief Procurement Officer's website.

The term "Contract" as used in Section 4, l, of this EDS, specifically excludes contracts with the following:

Not-For Profit Organizations (defined as a corporation having tax exempt status under Section 501(CX3) of the United

State lnternal Revenue Code and recognized under the lllinois State not-for -profit law);

Community Development Block Grants;

Cook County Works Department;

Sheriffs Work Alternative Program; and

Department of Correction inmates.

J.

1)

2)

3)

4)

5)
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CONTRACT NO.

SECTION 3

REQUIRED DISCLOSURES

1. D]SCLOSURE OF LOBBYIST CONTACTS

List all persons that have made lobbying contacts on your behalf with respect to this contract:

Name

NA
Address

2. LOCAL BUSTNESS PREFERENCE STATEMENT (CODE, CHAPTER 34, SECTION 34-230)

Local buslness means a Person, including a foreign corporation authorized to transact business in lllinois, having a bona fide

establishment located within the County at which it is transacting business on the date when a Bid is submitted to the County, and

which employs the majority of its regular, full-time work force within the County. A Joint Venture shall constitute a Local Business if one

or more Persons that qualify as a "Local Business" hold interests totaling over 50 percent in the Joint Venture, even if the Joint Venture

does not, at the time of the Bid submittal, have such a hona fide estabiishment within the County.

a) ls Applicant a "Local Business" as defined above?

Yes: X

lf yes, list business addresses within Cook County:
300 E. Randolph Stleet, Chicaso, Illinois 60601-5099

No:

b)

c) Does Applicant employ the majority of its regular full-time workforce within Cook County?

Yes: No: X

3. THE CHTLD SUPPORT ENFORCEMENT ORDTNANCE (CODE, CHAPTER 34, SECTION 34-1721

Every Applicant for a County Privilege shall be in full compliance with any child support order before such Applicant is entitled to receive or

renew a County Privilege. When delinquent child support exists, the County shall not issue or renew any County Privilege, and may

revoke any County Privilege.

All Applicants are required to review the Cook County Affidavit of Child Support Obligations attached to this EDS (EDS€) and

complete the Affidavit, based on the instructions in the Affidavit.
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CONTRACT NO.
4. REAL ESTATE OWNERSHIP DISCLOSURES.

The Applicant must indicate by checking the appropriate provision below and providing all required information that either:

a) The following is a complete list of all real estate owned by the Applicant in Cook County:

PERMANENT INDEX NUMBER(S): t 7- 10-3 I 8-034-0000

300 E. Randolph Street. Chicago.Illinois 60601-5099

(ATTACH SHEET IF NECESSARY TO LIST ADDITIONAL INDEX

NUMBERS)

OR:

b) The Applicant owns no real estate in Cook County.

5. EXCEPTIONS TO CERTIFICATIONS OR DISCLOSURES.

lf the Applicant is unable to certif, to any of the Certifications or any other statements contained in this EDS and not explained elsewhere in

this EDS, the Applicant must explain below:

N/A

lf the letters, "NA", the word "None" or "No Response" appears above, or if the space is left blank, it will be conclusively presumed that the

Applicant certified to all Certifications and other statements contained in this EDS.
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This Statement is being made by the I a ]Applicant or

CONTRACT NO

I Stock/Beneficial lnterest Holder

tX I Original Statement or [ ]Amended StatementThis Statement is an:

ldentifying lnformation:
prr" Health Care Service Corporation, a Mutual Legal Reserve Company

COOK COUNTY DISCLOSURE OF OWNERSHIP INTEREST STATEMENT

The Cook County Code of Ordinances ($2-610 ef seg.) requires that any Applicant for any County Action must disclose information
concerning ownership interests in the Applicant. This Disclosure of Ownership lnterest Statement must be completed with all
information current as of the date this Statement is signed. Furthermore, this Statement must be kept current, by filing an amended
Statement, until such time as the County Board or County Agency shall take action on the application. The information contained in

this Statement will be maintained in a database and made available for public viewing.

lf you are asked to list names, but there are no applicable names to list, you must state NONE. An incomplete Statement will be
returned and any action regarding this contract will be delayed. A failure to tully comply with the ordinance may result in the action

taken by the County Board or County Agency being voided.

"Applicant'means any Entity or person making an application to the County for any County Action.

"County Action" means any action by a County Agency, a County Department, or the County Board regarding an ordinance or
ordinance amendment, a County Board approval, or other County agency approval, with respect to contracts, leases, or sale or
purchase of real estate.

"Person" "Entity" or "Legat Entify" means a sole proprietorship, corporation, partnership, association, business trust, estate, two or
more persons having a joint or common interest, trustee of a land trust, other commercial or legal entity or any beneficiary or
beneficiaries thereof.

This Disclosure of Ownership lnterest Statement must be submitted by :

1. An Applicant for County Action and

2. A Person that holds stock or a beneficial interest in the Applicant and is listed on the Applicant's Statement (a "Holdef') must file a
Statement and complete #1 only under Ownership lnterest Declaration.

Please print or type responses clearly and legibly. Add additional pages if needed, being careful to identify each portion of the form to
which each additional page refers.

FEIN NO.: 36- r2366i0

Street Address. 300 E. Randolph Street

City: Chicago State: Illinois

Phone No.:312'653-8069 (Robert Miller) Fax Number: 312-228-7914

Cook County Business Registration Number:
(Sole Proprietor, Joint Venture Partnership)

NA

Corporate File Number (if applicable): NA

Form of Legal Entity:

t 1 Sole Proprietor [ ]

I 1 Business Trust t l

Zip Code:
6060 I -5099

iim ail: Robert-Miller@bcbsil.com

Partnership

Estate

t 1 Corporation

I I Association

Trustee of Land Trust

Joint Venture

tI

I]

rx

ED5-6

Other (describe) a Mutual l,egal Reserve Company

8t2015



CONTMCT NO.

Ownership lnterest Declaration :

1. List the name(s), address, and percent ownership of each Person having a legal or beneflcial interest (including ownership) of
more than five percent (5%) in the ApplicanVHolder.

Name

NA

Address

2. lf the interest of any Person listed in (1) above is held as an agent or agents, or a nominee or nominees, list the name and
address of the principal on whose behalf the interest is held.

Name of AgenUNominee

NA
Name of Principal Principal's Address

Percentage lnterest in

ApplicanUHolder

NA

3. ls the Applicant constructively controlled by another person or Legal Entity? t lYes [ ]No

lf yes, state the name, address and percentage of beneficial interest of such person, and the relationship under which such
control is being or may be exercised.

Name Address Percentage of
Beneficial lnterest

Relationship

Corporate Officers, Members and Partners Information:

For all corporations, list the names, addresses, and terms for all corporate officers. For all limited liability companies, list the names,

addresses for all members. For all partnerships and joint ventures, list the names, addresses, for each partner or joint venture.

Name Address Title (specify title of
Office, or whether manager
or partner/joint ventu re)

Term of Office

Please see the attached list of HCSC officers and Board of l)irectors.

tx1

Declaration (check the applicable box):

I state under oath that the Applicant has withheld no disclosure as to ownership interest in the Applicant nor reserved

any information, data or plan as to the intended use or purpose for which the Applicant seeks County Board or other County

Agency action.

I state under oath that the Holder has withheld no disclosure as to ownership interest nor reserved any information required to

be disclosed.
tl
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Maurice Smith

CONTRACT NO.

COOK COUNTY DISCLOSURE OF OWNERSHIP INTEREST STATEMENT SIGNATURE PAGE

President, Illinois f)ivision
Title

October 1,2015
Date

(3r2) 6s3-4729
E-mail address

Subscribed to and sworn.before me
tnis -a aay otr}/ch/,2olA-

{t/./ ,/
Notary Public Signature

Phone Number

Representative (please print or gpe)

SmithM@bcbsil.com
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CONTRACT NO.

COOK COUNTY BOARD OF'ETHICS
69 W. WASHINGTON STREET, SUITE 3O4O

CHICAGO, ILLINOIS 60602
3l2l 603-4304 Offrce 3121603-9988 Fax

FAMILIAL RELATIONSHIP DISCLOSURE PROVISION

Nepotism Disclosure Requirement:

Doing a significant amount of business with the County requires that you disclose to the Board of Ethics the existence of any familial
relationships with any County employee or any person holding elective offrce in the State of Illinois, the County, or in any

municipality within the County. The Ethics Ordinance defines a significant amount of business for the purpose of this disclosure

requirement as more than $25,000 in aggregate County leases, contracts, purchases or sales in any calendar year.

If you are unsure of whether the business you do with the County or a County agency will cross this threshold, elr on the side of
caution by completing the attached familial disclosure form because, among other potential penalties, any person found guilty of
failing to make a required disclosure or knowingly filing a false, misleading, or incomplete disclosure will be prohibited from doing

any business with the County for a period of three years. The required disclosure should be filed with the Board of Ethics by January

I ofeach calendar year in which you are doing business with the County and again with each bid/proposal/quotation to do business

with Cook County. The Board of Ethics may assess a late filing fee of $100 per day after an initial 30-day grace period'

The person that is doing business with the County must disclose his or her familial relationships. If the person on the Cotrnty lease or

contract or purchasing from or selling to the County is a business entity, then the business entity must disclose the familial
relationships of the individuals who are and, during the year prior to doing business with the County, were:

r its board ofdirectors,
o its officers,
r its employees or independent contractors responsible for the general administration of the entity,
o its agents authorized to execute documents on behalfofthe entity, and
r its employees who directly engage or engaged in doing work with the County on behalf of the entity.

Do not hesitate to contact the Board of Ethics at (312) 603-4304 for assistance in determining the scope of any requiired familial

relationship disclosure.

Additional Definitions:

"Familial relationship" mealls a person who is a spouse, domestic partner or civil union partner of a County emplol'ee or State,

County or municipal official, or any person who is related to such an employee or official, whether by blood, marriage or adoption, as

a:

i", Parent
i. child
,.i Brother
* Sister
r Aunt
. l Uncle

-- Niece
.r Nephew

i Grandparent
i,,i Grandchild
i Father-inJaw

., Mother-in-law
i Son-in-law
i l Daughter-inJaw
il Brother-in-law
i : Sister-inlaw

Ll Stepfather
L 1 Stepmother
i 1 Stepson
n Stepdaughter
l Stepbrother

1.1 Stepsister
i-l Half-brother
i-l Half-sister
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CONTMCT NO.
COOK COUNTY BOARD OF ETHICS

F'AMILIAL RELATIONSHIP DISCLOSURE FORM

B.

A. PERSON DOING ORSEEKING TO DO BUSINESS WITH THE COUNTY

Name of Person Doing Business with the County:

Address of Person Doing Business with the County:

Phone number of Person Doing Business with the County:

Email address of Person Doing Business with the County:

If Person Doing Business with the County is a Business Entity, provide the name, title and contact information for the

individual completing this disclosure on behalf of the Person Doing Business with the County:
I{ealth Care Servicc (lorporation, a Mutual Lesal Resen e Company

300 E. Randolph Street, Chicago, Illinois 50601-5099 Contact : Robert Miller- 312-653-8069, Robert-Miller@bclbsil.com

DESCRIPTIQN qF BUSINESS WITH THE COUNTY
Append additional pages as needed andfor each County lease, contract, purchase or sale sought and/or obtained

during the calendar year ofthis disclosure (or the proceeding calendar year ifdisclosure is made on January l),
identifu:

The lease number, contract number, purchase order numbero request for proposal number and/or request for qualification

number associated with the business you are doing or seeking to do with the County: 15-18-14008

The aggregate dollar value of the business you are doing or seeking to do with the County: $ Conlidential

The name, title and contaot information for the County official(s) or employee(s) involved in negotiatinq the business you are

doing or seeking to do with the County: Ilobert Millei Vice President- N4unicpal Accounts- 312-653-8069, Itobert-Mi11er@bcbsil.com

The name, title and contact information for the County official(s) or employee(s) involved in managing the busine,ss you are

doing or seeking to do with the County: Robert X,liller Vice Presidenr lv{unicpal Accounts- 312-653-8069. Robert Miller@bcbsil.com

DISCLOSURE OF FAMILIAL RELATIONSHIPS WITH COUNTY EMPLOYEES OR STATE. COUNTY OB
MUNICIPAL ELECTED OF'F'ICIALS

Check the box that applies and provide related information where needed

The Person Doing Business with the County is an individual and there is no familial relationship between this individual
and any Cook County employee or any person holding elective office in the State of Illinois, Cook County, or an)'

municipality within Cook County.

The Person Doing Business with the County is a business entity and there is no familial relationship between any member

of this business entity's board of directors, officers, persons resporrsible fbr genetal administration of the business entity,

agents authorized to execute documents on behalf of the business entity or employees directly engaged in contracrlual work
with the County on behalf of the business entity, and any Cook County employee or any person holding elective off,rce in the

State of Illinois, Cook County, or any municipality within Cook County.

C.

!

tr
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CONTRACT NO.

COOK COUNTY BOARD OF ETHICS
F'AMILIAL RELATIONSHIP DISCLOSURE FORM

tr The Person Doing Business with the County is an individual and there is a familial relationship between this individual
and at least one Cook County employee and/or a person or persons holding elective office in the State of Illinois, Cook
County, andlor any municipality within Cook County. The familial relationships are as follows:

Name of Individual Doing Name of Related County Title and Position of Related Nature of Familial
Business with the County Employee or State, County or County Employee or State, County Relationship-

Municipal Elected Official or Municipal Elected Offtcial

If more space is needed, attach qn additional sheet following the above format.

! The Person Doing Business with the County is a business entity and there is a familial relationship between at least one

member of this business entity's board of directors, officers, persons responsible fbr general adrninistration of the busi[ess

entity, agents authorized to execute documents on behalfofthe business entity and/or employees directly engaged in

contractual work with the County on behalf of the business entity, on the one hand, and at least one Cook County employee

and/or a person holding elective office in the State of lllinois, Cook County, and/or any municipality within Cook County, on

the other. The familial relationships are as follows:

Name of Member of Board Name ofRelated County Title and Position of Related Nature of Familial

of Director for Business Employee or State, County or County Employee or State, County Relationship-

Entity Doing Business with Municipal Elected Official or Municipal Elected Oflicial
the County

Name of Officer for Business
Entity Doing Business with
the County

Name ofRelated County
Employee or State, County or
Municipal Elected Official

Title and Position of Related Nature of Familial
Counf Employee or State, County Relationship-

or Municipal Elected Official
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Name of Person Responsible
for the General
Administration of the
Business Entity Doing
Business with the County

Name of Agent Authorized
to Execute Documents for
Business Entity Doing
Business with the C.ounty

Name of Employee of
Business Entity Directly
Engaged in Doing Business
withthe C.ounty

Name of Related County
Employee or State, Coutty or
Municipal Elected Official

Title and Position of Related
County Employee or State, Courry
or Municipal Elected Official

CONTRACT NO.
Nature of Familial
Relationship.

Name of Related County
Employee or State, County or
Municipal Elected Official

Title and Position of Related Nafure of Familial
County Employee or State, County Relationship'
or Municipal Elected Official

Name of Related County
Employee or State, County or
Municipal Elected Official

Title and Position of Related Nature of Familial
County Employee or State, County Relationship'
or Municipal Elected Official

If more space is needed, attach an additional slreetfollowing the above format.

VERIFICATION: To the best of my knowledge, the information I have provided on this disclosure form is accurate and complete. I
disclosure is punishable by law, including but not limited to fines and debarment.

Signature ofRecipient

SUBMIT COMPLETND FORM TO: Cook County Board ofEthics
69 West Washington Steet, Suite 3040, Chicago, Illinois 60602
Office (312) 603-4304 - Fax (312) 603-9988
CookCounty.Ethics@cookcountyil. gov

* 
Spouse, domestic parhrer, civil union partner or parent, child, sibling, aunt, uncle, niece, nephew, grandparent or grandchild
by blood, mariage (i.e. in laws and step relations) or adoption.
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CONTRACT NO.
SECTION 4

COQKCOUNTY AFFIDAVIT FORWAGE THEFT ORDINANCE

May 1, 2015, every Person, a Contract with Cook County must comply with the Cook County Wage Theft
Ordinance set forth in Chapter 34, Article lV, Section 179. Any Person/Substantial Owner, who fails to comply with Cook County Wage Theft Ordinance,
may request that the Chief Procurement Officer grant a reduction or waiver in accordance with Section 34-179(d).

"Contnct'means any wriften document to make Procurements by or on behalf of Cook County.

"Person" means any individual, corporation, partnership, Joint Venture, trust, association, limited liability company, sole proprietorship or other legal entity.

"Procurement'means obtaining supplies, equipment, goods, or services of any kind.

"substantial Ownef' means any person or persons who own or hold a twenty-five percent (25%) or more percentage of interest in any business entity
seeking a County Privilege, including those shareholders, general or limited partners, beneficiaries and principals; except where a business entity is an
individual or sole proprietorship, Substantial Owner means that individual or sole proprietor.

All Persons/Substantial Owners are required to complete this affidavit and comply with the Cook County Wage Theft Ordinance before any Contract is

awarded. Signature of this form constitutes a certilication the information provided below is correcl and complete, and that the individual(s) signing this form

!. Contract lnformation:

Contract Number: I -5- I 8- 14008

County Using Agency (requesti ng Procu rement) :

ll. Person/Substantial Owner lnformation:

Cook County Risk Management

Person (Corporate Entity Name):
Health Care Service Corporation, a Mutual Legal Reserve Company

Substantial Owner Complete Name: Not applicable.

FErN# 36-1236610

Date of gi6. Not applicable. E-mait address: Robert*Miller@bcbsil.com

Street Address. 300 E. Randolph Street

City: Chicago State: Illinois zip: 60601-5099

Home Phone: (312 )653-806q (Robert M ber)

lll. Compliance with Wage Laws:

Driver's License No: Not applicable'

Within the past five years has the Person/Substantial Owner, in any .judicial or administrative proceeding, been convicted of, entered a
plea, made an admission of guilt or liability, or had an administrative finding made for committing a repeated or willful violation of any ol
the following laws:

tllinois Wage Payment and Cottection Act, 82a LCS 115/1 et seq., VeS o@
tllinois Minimum Wage Act, 820 |LCS 105/1 et seq., VeS or@
lllinois Worker Adjustment and Retraining Notiftcation Act, 820 ILCS 6il1ef seg., VeS offi)

Emptoyee Ctassification Act,820:LCS 185/1ef seq., veS o@ .-- 
l-/

Fair Labor Standards Act of 1938, 29 U.S.C. 201, et seq., i.t /[9)
Any comparable state statute or regulation of any state, which governs the payment of wages veso6il

lf the Person/Substantial Owner answered "Yes" to any of the questions above, it is ineligible to enter into a Contract with Cook

County, but can request a reduction or waiver under Section lV.
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CONTRACT NO.

lV. Request for Waiver or Reduction

lf Person/Substantial Owner answered "Yes" to any of the questions above, it may request a reduction or waiver in
accordance with Section 34-179(d), provided that the request for reduction of waiver is made on the basis of one or more of
the following actions that have taken place:

There has been a bona fide change in ownership or Control of the ineligible Person or Substantial Owner
YES orf{O

Disciplinary action has been taken against the individual(s) responsible for the acts giving rise to the violation
YES orAlO

Remedial action has been taken to prevent a recurrence of the acts giving rise to the disqualification or default
YES orIVO

Other factors that the Person or Substantial Owner believe are relevant,
YES or NO

The Person/Substantial Owner must submit documentation to supporl the basis of its reouest for a reduction or waiver. The Chief
Procurement Officer reserues the riqht to make additional inquiries and request additional documentation.

V. Affirmation
The Owner that contained in the Affidavit are true, accurate and complete.

Signature: Date: October 1,2015

Name of Person signing (ennt;: Maurice Smith Title: President, Illinois Division

if
' '- *-/ Notary Public Signature
Note: The above information is subjectto verification prior to the award of

-Na4as e-al. ^
contracl ofifloAt 8EAL

LuoA wArsofi-vAss^h
tlolrry Pub$c - Sl$! or lllinoi3

My Commission Expiros l,lov 21 , 2016
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CONTRACT NO.

SECTION 5

CONTRACT AND EDS EXECUTION PAGE

PLEASE OGCUTE THREE ORIGINAL COPIES
The Applicant hereby certifies and warrants that all of the statements, certifications and representations set forth in this EDS are true,

complete and correct; that the Applicant is in full compliance and will continue to be in compliance throughout the term of the Contract or
County Privilege issued to the Applicant with all the policies and requirements set fo(h in this EDS; and that all facts and information
provided by the Applicant in this EDS are true, complete and correct. The Applicant agrees to inform the Chief Procurement Officer in
writing if any of such statements, certifications, representations, facts or information becomes or is found to be untrue, incomplete or
incorrect during the term of the Contract or County Privilege.

Execution by Corporation

Health Care Servicc Corporation, a Mutual l.egal Rescrvo Company Maurice Smith, president,Illinois Division tltrtu4(

Corporation's Name

(312) 653-472e

President's Printed Name and Signature

SmithM@bcbsil.com
Telephone Email

October 1,2015

€eereten Sionature1T &' ii)t oJl fo-.r.t^*Q
Date

Execution by LLC

LLC Name *Member/Manager Printed Name and Signature

Date Telephone and Email

Execution by Partnership/Joint Venture

Partnership/Joint Venture Name *Partner/Joint Venturer Printed Name and Signature

Date Telephone and Email

Execution by Sole Proprietorship

Printed Name and Signature Date

Telephone

Subscribed and sworn to before me this

Email

lf the operating agreement, partnership agreement or governing documents requiring execution by multiple members, managers,

partners, or joint venturers, please complete and execute additional Contract and EDS Execution Pages.

day ot 1rkla r ,20 /{.

Notary Seal
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Health Care Service Corporation

HCSC Board of Directors

Milton Carroll, Chairman

Patricia A. Heminqway Hall, CEO

Timothy L. Burke

Robert T. Clarke

Michelle L. Collins

James R. Coniqan

Tieman H. Dippel, Jr.

Dennis J. Gannon

Dianne B. Gasbarra, M.D.

Chase T. Hibbard

Thomas R. Hix

Elaine M. Mendoza

M. Ray Perryman, Ph.D.

Waneta C. Tuttle, Ph. D.

Principal Officers
Title Name

Chairman of the Board Milton Carroll

CEO Patricia A. Heminoway Hall

President Paula A. Steiner

Secretary Vacant

Treasurer Gerard T. Mallen

Executive Vice President and President of Plan Colleen F. Reitan
Ooerations

Executive Vice President Karen M. Atwood

Executive Vice President John Cannon lll
President, lllinois Division Maurice S. Smith

President, Montana Division Michael E. Frank

President, New Mexico Division Kurt B. Shipley

President, Oklahoma Division M. Ted Haynes

President, Texas Division Bert E. Marshall

President, Retail Markets Jeffrey A. Tikkanen

President, Government Proqrams Mark W. Owen

Senior Vice President, CFO Kenneth S. Avner

Senior Vice President and ClO Steven Betts

Senior Vice President Kevin M. Cassidy

Senior Vice President Carolyn L. Dawson

Senior Vice President Steohen F. Hamman

Senior Vice President James L. Kadela

Senior Vice President and Chief Actuary Janice J. Kniqht

Senior Vice President Thomas C. Lubben

Senior Vice President and CMO Steohen L. Ondra, M.D.

Senior Vice President Nazneen Razi

Senior Vice President J. Darren Rodqers

HCSC senior officers and Board of Directors as of August 15,2015



ON BEHALF OF THE COUNTY OF COOK, A BODY POLITIC AND CORPORATE OF

*,.- q

DATEDAT cHrcAGO, rLLrNors rr,, b DAY oF $YrnnW-
-,20

IN THE CASE OF A BID' PROPOSAURESPONSE, THE COUNTY HEREBY ACCEPTS:

THE FOREGOING BID/PROPOSAURESPONSE AS IDENTIFIED IN THE CONTMCT DOCUMENTS FOR CONTMCT NUMBER

l s 18- 14008

ITEM(S), SECTION(S), PART(S): N/A

SECTION 6
COOK COUNTY SIGNATURE PAGE

COOK COUNTY CHIEF PROCUREMENT OFFICER

THE STATE OF ILLINOIS, THIS CONTRACT IS HEREBY EXECUTED BY:

CoNTRACT NO. 1518-14008

t5

TOTAL AMOUNT OF CONTMCT s 884 195 s00.00

(DOLLARS AND CENTS)

FUND CHARGEABLE:

STANT STATE'S ATTORNEY
(Required on contracts over $1

t"[flffi,fiP'H-frfiSfrR'?f

00T 2 S ?015

EDS-18 812015


