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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 [llinois, on behalf of Office of the Chief Procurement Officer 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 authorization 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 Request for Proposals “RFP” for the provision of health benefits
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
the County representatives.

WHEREAS, the County offers a health maintenance organization benefit plan (“HMO”) and a
preferred provider organization 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 authorization 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 (1)
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 will use reasonable efforts to identify Business Proprietary Information. “Business
Proprietary Information” also includes modifications, enhancements, derivatives and
improvements of the 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 part of the Core Services.

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

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

i1) 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 a part of this 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 of the feminine and neuter genders.

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

Incorporation of Exhibits

The following attached Exhibits are made a part of this Agreement:
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Exhibit 1 Statement of Work

Exhibit 2 Benefit Program Applications

Exhibit 3 Schedule of Compensation

Exhibit 4 Minority and Women Owned Business Enterprise Commitment
Exhibit 5 Evidence of Insurance

Exhibit 6 HMO Cost Plus Group Administration Document

Exhibit 7 HMO 151-Plus Grandfathered Group Administration Document
Exhibit 8 PPO Group Administration Document

Exhibit 9 PPO Administrative Services Agreement

Exhibit 10 Business Associate Agreement and HIPAA Insured Certifications

(collectively, the “HIPAA Documents™)
Exhibit 11 Board Authorization
Exhibit 12 Identification of Subcontractor/Supplier/Subconsultant Form
Exhibit 13 Economic Disclosure Statement

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)

b)

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.

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
notify 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/INQUIRIES, CLAIM DISPUTE RESOLUTION,
and FINAL DETERMINATION OF CLAIMS/INQUIRIES (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

1) 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 will be
considered accepted by the County.

i1) 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)ii). The Using Agency may at any time in writing notify
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: Major/National Strategic Account Executive

Name: Robert Miller
Title: Divisional Vice President
Municipal and Major Accounts

iii) 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 Utilization
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 1 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.

1) Insurance To Be Provided

(D 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.

2) 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
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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.

3) Automobile Liability (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
occurrence limit, for bodily injury and property damage. The County is to
be named as an additional insured 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.

4) Professional Liability

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

(D) 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 of this 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
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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 of the 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 officials,
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 modify,
delete, alter or change these requirements. "Risk Management Office"
means the Risk Management Office, which is under the direction of the
Director of Risk 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.
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g) Liability

(M)

(i)

BCBSIL’s Obligation to Indemnify. BCBSIL covenants and agrees to indemnify
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 nonperformance 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 (Notice 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
indemnify the County as hereinabove provided.

The County’s Liability. The County acknowledges 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.

. If the County elects HMO Cost Plus Insured, the following sections of Exhibit 6

HMO Cost Plus Group Administrative Document, will also apply:
a. SectionIV.D.2
b. Section O
c. Section XI

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

. If the County elects PPO Insured, the following sections of Exhibit 8, PPO Group

Administrative Document, will apply:
a. SectionIV.L
b. SectionIV.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.

h) Confidentiality and Ownership of Documents and Other Property
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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 Agreement
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 unauthorized 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 indemnify 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, copyright or license or any other property
right. Where applicable, the County shall not1fy BCBSIL in writing of any such suit or
proceeding or significant threat thereof.

11
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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 modify 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 written 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 alternative 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-four (24)
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 indemnify 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 errors 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 errors 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 identify claims with similar errors and BCBSIL agrees to correct such claims
with similar errors. 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 and/or 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 purpose 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.

¢. 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 name, 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 and/or vendor shall execute BCBSIL’s then-current
confidentiality 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 appropriate authorization 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 unauthorized 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 effect on the 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 identify 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: (1) a not-for-profit entity,
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.

Professional Social Services
[Intentionally Omitted]

ARTICLE 4) TERM OF PERFORMANCE

a)

b)

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

1) 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.

if) Neither BCBSIL nor BCBSIL’s agents, employees nor Subcontractors are
entitled to any damages from the County, nor is any 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
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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 notify BCBSIL on or before September
1 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 10 (c).

The County will pay BCBSIL as set forth in:
1. The most current BPA(s);
. Exhibit 6, HMO Cost Plus Group Administration Document, Section III;
3. Exhibit 7, HMO 151-Plus Grandfathered Group Administration Document, Section
II1;
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 and/or PPO Self-funded funding arrangement(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 government any new taxes
or other new governmental 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 +/- 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 1 through November 30), BCBSIL determines an
adjustment to the compensation is required, the adjustment will be incorporated into the
following contract year’s compensation.

In accordance with Section 34-177 of the 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
notification to 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 payments 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 are appropriated and budgeted in any fiscal period of the
County for payments to be made under this Agreement, then the County will notify
BCBSIL in writing of that occurrence, 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 Identification No. is E-9998-2013-07.

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 adjustments or
corrections to satisfy the complaint or concern prior to taking any further action as provided
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in Article 9 If the County fails to make the requested payment of the disputed amount after
the ten (10) day dispute period described in this Section, BCBSIL shall have the right to issue
a Notice 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 adjustments or corrections to
satisfy the complaint or concern 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 written statement detailing the dispute and specifying 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 Officer will
reduce her recommendations to writing and mail or otherwise furnish 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 in the 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 performance of this Agreement. The
parties will exercise commercially reasonable efforts to resolve in good faith any such
problems. All 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 COMPLIANCE

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
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of the applicable provisions of the Office of the Independent Inspector General Ordinance (Section
2-281 et. 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 with the 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, sutcharges 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) SPECIAL 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 and 34-179
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 analyzed 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,
720 ILCS 5/33E 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).

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

(1) no officer, agent or employee of the 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. '

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.
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d) 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.

e) Conflicts of Interest

1) Based upon BCBSIL’s knowledge after diligent inquiry, no member of the
governing body of the County or other unit of government 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.

i1) 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.

i)  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 of the 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
notify 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.

f) Non-Liability 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.
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ARTICLE 9) EVENTS OF DEFAULT, REMEDIES, TERMINATION, SUSPENSION

AND RIGHT TO OFFSET

a) Events of Default Defined

iii)

vi)

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 fequired by this Agreement, within a
reasonable time Services that were rejected by the County as permitted by

this Agreement;

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

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

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

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

1.

Notices by the County. The occurrence of any event of default set forth under
Section 9)a)l. 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
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Cure Notice an assessment of a late charge at a rate equal to the lesser of (i) .0329%
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 (i) 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.

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
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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 Insured benefit plan, the termination
language in Exhibit 6 Sections III.G.2 and V will apply.

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 11. 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 incurred after the effective date of the termination
are allowed, except as otherwise provided by this Agreement. Payment for any Services
actually 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 III.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 I1.D
of Exhibit 7.
3. If a party elects to terminate the PPO Insured benefit plan, Section III.D. of Exhibit
8 will apply.
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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:

1) 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 a party.

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
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(8750,000) 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, adjustments to premiums or fees, or unrecovered 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 thirty
(30) days of the effective date of termination.

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 shall include, 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:

e A daily download of all completed claims submitted which carry an accident-
related diagnosis, in the 1600-byte format containing the fields necessary to
identify 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 off of future benefits on the County’s determination that
the participant received third-party funds without reimbursing the Plan.
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ARTICLE 10) GENERAL CONDITIONS

a) Entire Agreement

i)

iii)

General

This Agreement, and the Exhibits attached to it and incorporated in it, constitute
the entire Agreement between the parties and no other warranties, inducements,
considerations, promises or interpretations are implied or impressed upon thls
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;

(b) the nature of the Services to be performed;

(c) the nature, quantity, quality or volume of any materials, equipment, labor
and other facilities needed for the performance of this Agreement;

(d)  the general conditions which may in any way affect this Agreement or its

performance;
(e) statements as to the compensation provisions of this Agreement; 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 performance 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 omitted statement, representation,
promise or provision and is willing to perform this Agreement in its entirety w1thout
claiming reliance on it or making any other claim on account of its omission.
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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 of this Agreement make amendments to this Agreement but
only as provided in this 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 10)c) Amendments, no Using Agency or employee thereof has authority to
make any amendment to this Agreement.

Governing Law and Jurisdiction

This Agreement shall be governed 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,
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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 of the terms and conditions of this Agreement are binding upon and inure to the benefit
of the 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, uninterrupted
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.

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.
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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]

Force Majeure

Neither BCBSIL nor County shall be liable for failing to fulfill 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

1) If the County elects HMO Cost Plus Insured, HMO 151 Plus Insured and/or 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 service 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
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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.

ARTICLE 11) NOTICES

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 overnight courier. Notice as provided herein does not waive service
of summons or process.

If to the County:
Cook Count Department of Risk Management
County Building
118 North Clark Street, Room 1072
Chicago, Illinois 60602-1304
Attention Director of Risk Management
and
Cook County Chief Procurement Officer
118 North Clark Street. Room 1018
Chicago, Illinois 60602
(Include County Contract Number on all notices)

If to BCBSIL: Robert Miller
Divisional Vice PresidentBlue Cross and Blue Shield of Illinois
300 E. Randolph Street, 22" Floor
Chicago, Illinois 60601-5099

With Copies to: Blue Cross and Blue Shield of Illinois Legal Department
28" 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 11. Notices delivered by mail are considered received three days after mailing in
accordance with this Article 11. Notices delivered personally are considered effective upon
receipt. Refusal to accept delivery has the same effect as receipt.

ARTICLE 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 warranty
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contained in it, including the representations, certifications and warranties collectively
incorporated by reference.

[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 llinois (“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 1, 2015 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.BCBSIL.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

A. BCBSIL shall provide a designated account manager to handle day-to-day requests from the
County and any service issues that may arise.

B. 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.



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. Implementation Manager
iv. Marketing Service Representative
v. Two Group Benefit Specialists
vi. Municipal Accounts Vice President
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;
ili. Increase its visibility at various County locations; and
iv. Provide a solution to issues raised by the County.

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.

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

Implementation
Implementation Milestones

a.

T®m ~0 a0 o

J

k.

County approval on account structure — August 17, 2015

County determining funding for PPO benefit plan — September 1, 2015
Member Open Enroliment: To be held in October, 2015

Eligibility File received by County — November 3, 2015

New HDHP design coded and implemented — November 13, 2015
Eligibility transfer to H.S.A. bank and Caremark — November 13, 2015
Renewal (benefit, rate changes, , etc.) processed — November 15, 2015
Issuance of ID cards — mailed by November 17, 2015

BVA implemented — ready for production November 27, 2015, begins December 1, 2015
Banking arrangement in place — December 1, 2015

Claim testing and validation — complete by January 1, 2016

in the event of a significant addition of new employees, dependents, or product offerings, a
dedicated municipal accounts implementer will work with the County to implement the transition
by the agreed to start date.



C. BCBSIL will provide $125,000 in implementation credits for year one and $150,000 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.

D. 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

Flu shots

Custom banners

Payroll stuffers

Custom communications, design, postage

Wellness giveaways

Wellness education

Sm e a0 g

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. ID 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 ID 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 ID 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 ID Card rules. Currently, the following information may also be
customized:

a. company name, logo, and Web URL

b. descriptive titles (subscriber, member, ID number)
¢. 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-Insured) BCBSIL will continue to accept claim processing fiduciary responsibility for
an additional fee of $1.00 per employee per month.
b. (Fully Insured) BCBSIL accepts claim fiduciary responsibility at no additional charge.

BCBSIL accepts all risk of claims for benefits insured under the policy.
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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. If a manual paper application is received it could take up to seven
business days to process.

Transfer of eligibility data to the County’s other vendors (e.g. 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.

D.

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.

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

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.

Customer service inquiry tracking and reporting
The information provided below is applicable to the County’s PPO and HMO FSUs.
e All calls are currently recorded



* (Calls are currently archived for 7 years

e Allcalls and inquiries are documented

e Currently, up to 150 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 IPA.

1.6 Web Capabilities
Members can:

1. Access provider credentialing/statistical information Y

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

Access provider directories with driving instructions Y

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

bl

Access provider quality information

Participate in community forums

Access benefit plan summaries

Check eligibility

olo|~N[o|w»

Order replacement ID cards

10. View and print ID cards from the website

11. “Talk” to providers (i.e., “Ask-the-Physician”)

13. File a claim

14. Review a history of medical claims

15. Download printable versions of claim forms

16. Check claim status

17. Submit appeals

18. Access cost estimators

Y
Y
Y
Y
Y
Y
N
12. Research symptoms, medical conditions or wellness information Y
Y
Y
Y
Y
Y
Y,

PPO only




19. Submit inquiries to member service via email

20. Ability to access and complete satisfaction surveys

21. Access to download smart phone applications

Plan Sponsor/Employer Support

Cook County can:

22. Check claim status online

23. Update eligibility online

24. Create reports online

1.7 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:

e coordination and access to required services

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

e  promote continuity of care across the health care continuum

¢ reduce unnecessary ambulatory sensitive inpatient admissions and readmissions

¢ reduce unnecessary emergency room (ER) encounters

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

* 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 IPAs.
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 IPAs based on improved outcomes. In addition to the disease
management programs, BCBSIL will offer a weliness program and preventive care and condition-
specific programs for HMO members.

A. 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. BCBSIL will offer, at a minimum, the following disease/condition management programs:

Offered?
Disease/Condition (Y/N)
Arthritis Y, managed as co-morbidity for PPO members.
Asthma Y
Cancer Y, managed through our case management

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

Cerebrovascular Disease

CHF Y
COPD Y
Coronary Artery Disease Y
Depression Y, managed as co-morbidity 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.

HIV/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.
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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
program for PPO and HMO members

Weight Management Y, managed through our Lifestyle Management
program 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. If 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.

If 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 IPA.

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 12 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 preautharization may
receive outreach; however, this program is generally a self-referral program. Engaged
members complete a pregnancy-specific assessment telephonically or online.

(1) Based on information stored in a customer/member profile, a Condition Management
Program
(2) Lifestyle Management Program

For all members, BCBSIL can offer wellness consultants to support a results-oriented Wellness
Program. For HMO members, additional outreach is delegated to the IPA.

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 IPAs 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 calis for
additional support, re-assessment, and modification of goals. Individuals 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.



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
In addition to the programs already noted, BCBSIL will provide Blue Care Advisors, predictive
modeling tool, the Blue Resource®™ program, the Worksite Wellness program, BlueExtras®™.

HMO Wellness Information

Health and wellness initiatives are a joint responsibility of BCBSIL and the contracted medical
groups and IPAs. 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), Qf Fund {Quality Improvement Fund) payments to
motivate IPAs to be actively engaged in health and wellness initiatives, and employer-specific
wellness initiatives through the customer service Campaign Manager program.

M. Weliness 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 12-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 enroliment 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, IPAs, 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:
e Health Fairs-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,
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body fat/BMI analysis, stress management, physical activity, heart healthy, nutrition,
preventive health and self-exams, sanitize for safety, or tobacco awareness.

Health Education 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 additional fee.

Injury Prevention Screenings and Classes-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.
Onsite Fitness Classes-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.

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, BMI, 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. Immediate 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 orin 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 Vaccines-BCBSIL offers immunizations to the County’s employees and dependents
enrolled in the County’s plan.

Tobacco Cessation-BCBSIL will educate the County’s members on Tobacco Cessation
programs available to them on Blue Access for Members (“BAM”).

Wellness Coordinator-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.
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ii. 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 positive 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.

ili. Wellness Reporting

All locations that have held a worksite wellness event are eligible for the report; in
alignment with HIPAA requirements, a 30-person minimum participation threshold is
applicable for any of the reports. Three types of reports are available to clients:

¢ 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. It 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 Enroliment Communication

BCBSIL will draft communication 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.
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C.

Communication materials are included in the proposed fee; however, to print the following hard
copy communications:

e Plan Booklets: $3.75 per booklet, hard copy reprints to one location

e Provider Directories: $10.00 per hard copy directory

e Customized Communication Materials: $100 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.

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

E.

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

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

A.

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.

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

“Must have” providers
BCBSIL is willing to recruit “must have” providers.
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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 IPAs that are responsible for contracting with physicians; therefore
any physician nominations should be directed to participating IPAs. 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 Insight*M. Blue
Insight 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:

e Billed charges

e Not Covered Charges
e Covered Charges

e Aliowed Charges
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e Deductible

¢ Coinsurance amounts

¢ Copayment amounts

® Subrogation amounts

e (COB amounts

e Other adjustment amounts

¢ Net paid amounts

¢ Customized reports to include logos

* Standard executive summary reports

e 24/7 online access

e Drill-down and reach through functionality

e Benchmarking data against the Plan’s book of business
e Multiple security levels

e Monthly data loads with rolling 38 months of data

Blue insight 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 (ISL) 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 Insight application. The application is targeted to have over 200 data fields that will
be used as standard fields and/or custom fields. In 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, 2015.

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 Insight, 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.
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111

BCBSIL will provide a designated client consuitant 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.

Reinsurance
BCBSIL does not contract/interface with any external or third party reinsurer. If Stop Loss coverage
is carved out to an external reinsurer, BCBSIL will provide a standard reporting package directly to

the account and it will be the responsibility of the account to provide the reports to the external
or third party reinsurer.
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Contract No. 1518-14008
Employer Sponsored Health Insurance Benefits

EXHIBIT 2

Benefit Program Applications and Summary of Benefits and Coverage Addendums



BlueCross BlueShield The HMOs of Blue C.ros.s
g of Illinois and Blue Shield of Illinois

PAIaN
oY

Benefit Program Application (“BPA”)
(All items are applicable to 151-Plus Grandfathered and Non-Grandfathered Insured Group Accounts unless
otherwise specified.)

Employer Account Number:

HMO lilinois Employer Group Number(s):

HMO lllinois Section Number(s):

BlueAdvantage® HMO Employer Group Number(s):
BlueAdvantage HMO Section Number(s):
Employer Name:

(Specify the Employer, the 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:

City: _____ ) State: __ ZipCode:

Billing Address (if different from above): __

Employer Identification Number (“EIN"): ___

City: _____ State: ZipCode:

Wholly Owned Subsidiaries: _

Affiliated Companies:

(If 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: 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: Fax Email:

Policy Effective Date: Policy Anniversary Date: / /
Month Day Year

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

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association
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provisions except for governmental entities, such as municipalities and public school districts, and “church plans” as
defined by the Internal Revenue Code.

ERISA Regulated Group Health Plan*:  Yes[] No[]
If Yes, specify ERISA Plan Year*: Beginning Date: __/__/ EndDate: __/ [ (month/day/year)

ERISA Pian Sponsor*:

(If the Employer is required to file Form 5500 Schedule A with the IRS, the following ERISA items must be completed):
ERISA Plan Administrator*:

ERISA Plan Administrator's Address:
City: State: Zip Code: ___
ERISA Plan Administrator's Email:

Please provide your Non-ERISA Plan Month/Year: __/

If you contend ERISA is inapplicable to your group health plan, please give legal reason for exemption™:

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

[J 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)

[ Church Plan (complete and attach a Medical Loss Ratio Assurance form)
[ Other, please specify:

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

1.

Eligible Person means a person who resides in the Service Area of a Participating IPA and is:
[] A full-time employee of the Employer.

[0 A member of (name of union or association):

[] Other (please specify)

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

[J 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 enrolleq,
eligible for continuation of coverage as described in the Certificate Booklet. The Employer. as Eollcyholder is
responsible for providing notice of possible tax implications to those Insureds with coverage for Civil Union Partners.

Domestic Partner Coverage: [ ] Yes [ No

If 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: If Employer elects coverage for Domestic Partners, Domestic Partners
are not eligible for continuation coverage under Consolidated Omnibus Budget Reconciliation Act of _1 985 (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 O No

The Limiting Age for covered children is twenty-six (26) years. 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 Insured 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. If 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:
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(a) [ Limiting Age for covered children age twenty-six (26) or over, [] who are married [] who are unmarried []
regardless of marital status, is years (twenty-seven (27) — thirty (30) are the available options). If the covered
child is eligible military personnel, the Limiting Age is thirty (30) years as described in the Certificate Booklet.

(b) [J Limiting Age for covered children who are full-time students and age twenty-six (26 or over, [_] who are
married [_} who unmarried [] regardiess of marital status, is years (twenty-seven (27) — thirty (30) are the
available options). If the covered chiid 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.

[] At the end of the month in which the Limiting Age is reached.

[] At the end of the calendar year in which the Limiting Age is reached.
[] On the Limiting Age Birthday.

[ Other (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 number of actual employees, not enrollees)
Of the Employer lllinois employees 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.

[J The date of employment.

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

(] The day (select 1t or 15t) of the month following month(s) (option of 1 or 2 months) of
employment.

] The day (select 15t or 15%) of the month following days (option of up to 60 days) of employment.

[0 The day of the month following the date of employment.

[J 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 (15t and fifteenth (15t) day of the Premium Period. No premium will be charged for the first
month of coverage for those employees whose Coverage Dates fail between the sixteenth (16") day and the end of
the Premium Period.

8. Special Enroliment: 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 Enroliment event or, in the event of Special Enroliment due to termination of previous coverage,
the date of application for coverage. In the case of a Special Enrollment event due to loss of coverage under
Medicaid or a state children’s health insurance program, however, this enroliment opportunity is not available unless
the Eligible Person requests enroliment within sixty (60) days after such coverage ends.

Open Enrollment: Specify Open Enroliment 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 Open Enroliment Period. Such person's Coverage Date, Family Coverage Date, and/or
dependent's Coverage Date will be a date mutually agreed to by Biue 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 enroliment period.

9. Effective Date of Termination for a person who ceases to meet the definition of an Eligible Person:
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10.

11.
12

13.

(a)

(c)

14.

[l The date such person ceases to meet the definition of Eligibie Person.

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

Extension of Benefits due to Temporary Layoff, Disability or Leave of Absence:
Temporary Layoff: days; Disability: days; Leave of Absence: days
[] Other (please specify):

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

Funding Arrangement: [ ] Premium Prospective (complete section 12.) [] Cost Plus (complete section 15.)

STANDARD PREMIUM INFORMATION:

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

Premium Period:

[] The first (1%) 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.)

(] The ___ 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.)

MINIMUM EMPLOYER CONTRIBUTION INFORMATION:
The following elections apply to Grandfathered and Non-Grandfathered Groups:

Employer Contribution:

(] One hundred percent (100%) of the Individual Coverage Premium and an amount equal to one hundred
percent (100%) of the Individual Coverage Premium wil! be contributed toward the Family Coverage Premium.
% of the Individual Coverage Premium, and % of the Family Coverage Premium.
[] Other (please specify):

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.

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%). In 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.

Essential Health Benefits (“EHB”) Definition Election:
Employer elects EHBs based on the following:
[ ] a. EHBs based on a HCSC state benchmark:
(1 Minois (“IL") [ ] Oklahoma (“OK")

[] Montana (“MT”) [] Texas (“TX")
[ ] New Mexico (“NM”)

[] b. EHBs based on benchmark of a state other than IL, MT, NM, OK and TX

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

Premium Rates: {Indicate “N/A" in any rate field that does not apply)
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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 lllinois $ BlueAdvantage HMO $

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

4. Employee plus Spouse HMO lllinois $ BiueAdvantage HMO $

5. Employee plus Chiid(ren) (i.e. Employee plus o

one or more children) HMO lllinois $____ BlueAdvantage HMO $__
6. Family HMO lliinois $ BlueAdvantage HMO $

Singie 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 llinois $ BlueAdvantage HMO $
Family Coverage HMO Illinois $ BlueAdvantage HMO §____
15. Cost Plus Program:
a) Service Charges for Claim Payments:
(] HMO lliinois: % of Claim Payments; $ per Enrollee per month for health Claim
Payments.
[] BlueAdvantage HMO: % of Claim Payments, $ per Enrollee per month for heaith Claim
Payments.
b) Physician's Services Fees:
[J HMO lllinois: $ per month per single Enrollee; $ per month per Enrollee with one or more
Dependents.
(] BlueAdvantage HMO: $ per month per single Enroliee; $ per month per Enrollee with one or
more Dependents.
¢) [ HMO Managed Care Fee: $ per HMO enrollee per month.

d) (] Transfer Payment Method:
[J Wire Transfer [ Draft [] Electronic Fund Transfer [ ] Other (please specify).
Tentative Final Settlement Period - Transfer payments required after termination for:
[(J3months [J6months []9months [J12months [] Other (please specify): __
e) (] Post Payment Method

f) Payment Period:
[ I Daily [JWeekly []Bi-Weekly []Monthly [] Other (please specify):

IL-LG-151PLUS-H-BPA Rev. 01/15 Page 5



g) Claim Settlement Period:
[J Monthly  [] Quarterly  [] Other (please specify)

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

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 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 proposal document submitted to the Employer by the Sales Representative. It 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. In 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 Income 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 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 aliocation 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 shail 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:
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1. Certificate of Creditable Coverage: [ ] Yes [J 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.)

If yes: It is understood and agreed that HCSC will issue a Certificate of Creditable Coverage consistent with the
requirements under the Health Insurance 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.

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

2. Summary of Benefits and Coverage (*SBC”):
HCSC will create SBC?

a)
[] Yes. If Yes, please answer question (b). The SBC Addendum is attached and made a part of the Policy.
0

No. If 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 300gg-15) and
SBC regulations (45 CFR 147.200), as supplemented and amended from time to time, and that in no event will
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?

[J 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. '

[J 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: []Yes []No

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 (25%) 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.

5. Excess Loss Coverage purchased: [} Yes [] No
If yes: Complete separate Application for Excess Loss Coverage.

6. Blue Directions (Private Exchange) purchased: [] Yes [ No

ADDITIONAL PROVISIONS:
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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 Individuals 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. In 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. If 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: If 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 (individual and Group Market Reforms) of Title XXVII of the Public Health Service Act (and/or related
provisions in the Internal Revenue Code and Employee Retirement income 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. In 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 Insurers or “Health Insurer 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 Insurer 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 insurers net premiums
written with respect to health insurance on certain heaith risk during the preceding calendar year. This fee will go to heip
fund premium tax credits and cost-sharing subsidies offered to certain individuals who purchase coverage on health
insurance exchanges.

In 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 seif-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 Insurer Fees and Reinsurance Fees. The Cost Plus HMO premium includes the Health
Insurer Fee. These rates may be adjusted on an annual basis for any incremental changes in Health Insurer 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: [f this BPA is blank, it is intentional and this BPA is an addendum to the existing BPA. In 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. If 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
District Phone No. Title

Producer Representative Date

Signature of Producer Representative Witness

Producer Firm

Producer Address $ Amount Submitted (not required for renewals )

Producer Tax ID No.

UNDERWRITING AUTHORIZATION
Date BPA approved by Underwriting:

Printed Name and Signature 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 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).: By:
Print Signer’'s Name Here
Group Name: -
Address: » Signature and Title
City: State: Zip Code:
Dated this: day of .
Month Year

Cut along dotted lines
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BlueCross Blueshield NN

of Illinois |

BENEFIT PROGRAM APPLICATION (“BPA”)
(All items are applicable to 151-Plus Grandfathered and Non-Grandfathered Insured Group Accounts unless
otherwise specified.)

Empioyer Account Number: Employer Group Number(s):
Section Number(s):

Employer Name:
(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.)

Address: City: State: Zip Code:

Billing Address (if different from above): City: State: Zip Code:
Employer Identification Number (“EIN"):
Wholly Owned Subsidiaries:

Affiliated Companies:

(If 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: 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: Fax: Email:
Policy Effective Date: Policy Anniversary Date: / /

Month Day - Year

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company
an Independent Licensee of the Blue Cross and Blue Shield Association
IL-LG-151PLUS-P-BPA Rev. 05/15 page 1



The Employee Retirement Income Security Act of 1974 (ERISA) is a federal law that sets minimum standards for
employee benefit plans in the private industry. In 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 Internal Revenue Code.

ERISA Regulated Group Health Plan*:  Yes[] No[]

If Yes, specify ERISA Plan Year*: Beginning Date: __/__/ EndDate: _ /_ / (month/day/year)
ERISA Plan Sponsor*:

(if the Employer is required to file Form 5500 Schedule A with the IRS, the following ERISA items must be completed):

ERISA Plan Administrator*:
ERISA Plan Administrator's Address:

City: State: Zip Code:
ERISA Plan Administrator's Email:

Please provide your Non-ERISA Plan Month/Year: __ /-
If you contend ERISA is inapplicable to your group health plan, please give legal reason for exemption™:
[ Federal Governmental Plan (e.g., the government of the United States or agency of the United States)
[J 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)
[J Church Plan (complete and attach a Medical Loss Ratio Assurance form)
[] Other, please specify:

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

ELIGIBILITY

1 Eligible Person:

Employer has decided that Eligibie Person means:
[J AFull-Time employee of the Employer.
[] AFull-Time employee who is a member of: (name of union or association)
[] Other (please specify):

Full-Time Employee means:

[ ] An Employee of the Employer who is regularly scheduled to work a minimum of hours per week..
[] Other (please specify):

[] 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 applicabie 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 enroli 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 Insureds with
coverage for Civil Union partners.

3. Domestic Partner Coverage: [J Yes [JNo
If 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 Insureds with Domestic Partner
Coverage.

Continuation coverage for Domestic Partners: If Employer elects coverage for Domestic Partners, Domestic Partners
are not eligible for continuation coverage under Consolidated Omnibus Budget Reconciliation Act of 1 985 (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 [ No
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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 Insured 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. If 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) [] Limiting Age for covered children age twenty-six (26) or over, [] who are married [] who are unmarried []
regardless of marital status, is years (twenty-seven (27) — thirty (30) are the available options). If the covered
child is eligible military personnel, the Limiting Age is thirty (30) years as described in the Certificate Booklet.

(b) OJ Limiting Age for covered children who are full-time students and age twenty-six (26 or over, ] who are
married [_] who unmarried [] regardless of marital status, is years (twenty-seven (27) — thirty (30) are the
available options). If 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:

[] The date of employment.

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

[0 The day (select 13t or 15™) of the month following month(s) (option of 1 or 2 months) of
employment.

[] The_____ day (select 1% or 15t) 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.
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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. If any of these eligibility conditions change, Employer is required to submit a new BPA to
reflect that new information.

Check all that apply:
1 An 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)If used in conjunction with a waiting period the waiting period begins on the first day after the orientation
period.

[J A Cumulative hours of service requirement that does not exceed 1200 hours

[J 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).

(] Other substantive eligibility criteria not described above; please describe:

Special Enrollment: An Eligible Person may apply for coverage, Family coverage or add dependents within thirty one
(31) days of a Special Enroliment 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 Enroliment due to termination of previous
coverage, the date of application for coverage.

Annual Open Enrollment: [] Yes (J No

If 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 enroliment period.

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.)

FUNDING ARRANGEMENT

(] Standard Premium — Prospective (] Cost Plus Program
(] Standard Premium — Retrospective (] Contingent Premium - Separate Agreement
(] Minimum Premium Program (“MPP”)

STANDARD PREMIUM INFORMATION:

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

Premium Period:

[ The first (1) 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)

(] The day of each calendar month through the day of the next calendar month. (This option is not
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10.

(a)

(b)

(©)

()

11.
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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:

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

] % of the Individual Coverage Premium and % of the Family Coverage Premium.

[] 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 (25%) 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 enrolied 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). In 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 70% 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 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:

(] a. EHBs based on a HCSC state benchmark:
(] Winois (“IL7) [] Oklahoma (“OK”)
(] Montana (“MT") (] Texas (“TX")
[J New Mexico (“NM”)
[J b. EHBs based on benchmark of a state other than IL, MT, NM, OK and TX

In the absence of an affirmative selection by Employer of its EHBs, then Employer is deemed to have elected the
EHBs based on the IL benchmark plan.
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1. Employee only: $_ $ S $ $ S____
2. Employee plus one $ $ $___ $ $ S
dependent:

3. Employee plus two or more s S 0 $ $ S

dependents:

4. Spouse: $ $ $ $ $ $___
5. Child(ren): $ $ $_ $ $ $__
6. Family: $__ $ $___ $ $ S
7. Other: $ $ $ $ $ S

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

Single Coverage: $ $ $ $ $ $

Family Coverage: $ $

Monthly Minimum Premium: [] Rate per Employee or [] Single and Family Rates

Health Coverage: $ Dental Coverage: $

Monthly CAP (Claims as Paid) Maximum: [] Rate per Employee or [ ] Single and Family Rates
Health Coverage: § Dental Coverage: $

Individual Pooling Limit per Covered Person: $

Terminal Liability Payment: $ ; [] Rate per Employee or [_] Single and Family Rates

Terminal Administrative Fee: § ;[ Rate per Employee or [ ] Single and Family Rates or [_] N/A
Rates are based on an enrollment of: Single Coverage Units and Family Coverage Units
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O % of Net Claim Payments or $ per employee per month
(] Applies to all coverage(s)

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

For______ % of Claim Payments or$ per employee per month
Coverage:

For______ % of Claim Payments or$ per employee per month
Coverage:

Other (please specify):

Blue Care Connection® (“BCC”):

BCC Program (may select one): (] Fee:$_ per covered employee per month
(] Blue Care Advisor for administration of the program.

[ Please refer to Additional Provisions (] Feeis included in the Service Charges.

Blue Care Custom:

(] Health Dialog (may select one) Health Dialog Fee: $______ per covered employee per month

(] Health Coach Line (In bound)
(] Health Coach Line (In and out bound)
[ Health Coach Line (With Disease Management)
(] Not applicable
(] American Healthways (may select one)
(] Package A
(] Package B
(] Package C
(] Not applicable

l American Healthways Program Fees, per participating Covered Person per month:

Conditions: Package A - Fees | Package B - Fees Package C - Fees
Diabetes: $ $ $
Chronic Heart Disease: $ $ S
Chronic Obstructive
Pulmonary Disease | $ $ Not Applicable
Asthma: $ $ Not Applicable
Impact Conditions: $ Not Applicable Not Applicable
Payment Method: [ ] Transfer Payment (] Post Payment
If Transfer Payment, Method of Transfer Payment:
(] Wire Transfer (] Draft (] Electronic Fund Transfer
[ ] Other (please specify):
Payment Period: [ ] Daily ] Weekly [ Bi-Weekly ] Monthly
[[] Other (please specify):
Claim Settlement: [ ] Monthly 1 Quarterly "] Other (please specify):

If Transfer Payment, Tentative Final Settiement Period:
Transfer Payments to be made for the following time period after termination:
(] 3 months [(Jémonths [J9months []12months [] Other (please specify):

The Effective Date of Termination for a person who ceases to meet the definition of Eligible Person:
(] 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: .

IL-LG-151PLUS-P-BPA Rev. 05/15
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Prescription Drug Rebate: $ per covered employee per month is the guaranteed Prescription Drug Rebate
savings reflected as a Prescription Drug Rebate credit.

Termination Administrative Charge

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

i. For service 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 Policyhoider of the Termination Administrative Charge described
herein.

it. For service 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 Pian, 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 enroliment 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.

roup Number(s)

[] % of ADP Savings: %

] $ 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):

[]% of ADP Savings: %

[_] $ 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. It 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. In 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 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 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 Income 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 pian document which may include the terms hereof or incorporate the terms hereof by reference, and
that (i) 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 pian 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: [ Yes [JNo
If yes: 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 (25%) of the net recovery (under cost-plus funding) or deduct
twenty five percent (25%) 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 will create SBC?

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

(] No. If 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 300gg-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 will distribute SBC to participants and beneficiaries?

[J 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.

[J Yes. The Pian 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 []No
(d) BlueCare® Dental HMO Coverage purchased: [] Yes [] No (If yes, complete separate application.)
(e) Dearborn National purchased: [] Yes [] No (If yes, complete separate application.)

i) Blue Directions (Private Exchange) purchased: []Yes [JNo (if yes, The Blue Directions Addendum is
attached and made a part of the Policy.)

(9) Excess Loss Coverage purchased: [JYes [ No (If yes, complete separate application.)
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Case Management: [ ]Yes [ No

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

Electronic Issuance: 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 Insured. The Policyholder further
agrees that it is solely responsible for providing each Insured 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 insured’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 full-time 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 “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 Individuals 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. In 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. If 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.

Retiree Only Plans and/or Excepted Benefits: If 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 (Individual and Group Market Reforms) of Title XXVII of the Public Health Service Act (and/or related
provisions in the Internal Revenue Code and Employee Retirement Income Security Act) (an “exempt plan status”).
Any determination that a pian does not have exempt plan status can result in retroactive and/or prospective changes
by HCSC to the terms and conditions of coverage. In 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.

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, (¢) 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 NOTICE: ACA established a number of taxes and fees that will affect our customers and their benefit pians.
Two of those fees are: (1) the Annual Fee on Health Insurers or “Health Insurer 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 Insurer 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.

In 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 Insurer 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 Insurer 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 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: If this BPA is blank, it is intentional and this BPA is an addendum to the existing BPA. In 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. If 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
District Title
Producer Representative Date
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Signature of Producer Representative

Witness

Producer Firm

Producer Address

$ Amount Submitted

Producer Tax |.D. No.

UNDERWRITING USE ONLY

Date BPA approved:
Signature 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 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).: By:

Print Signer's Name Here

-—)

Signature and Title
Group Name:
Address:
City: State: Zip Code:
Dated this day of ,

Month Year
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BlueCross Blueshield NN

of Illinois S

BENEFIT PROGRAM APPLICATION (“BPA”)
(All items are applicable to 151-Plus Grandfathered and Non-Grandfathered Insured Group Accounts unless
otherwise specified.)

Employer Account Number:; Employer Group Number(s):
Section Number(s):
Employer Name:
(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.)
Address: City: State: Zip Code:
Billing Address (if different from above): City: State: Zip Code:
Employer Identification Number (“EIN"):
Wholly Owned Subsidiaries:
Affiliated Companies:
(If 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: 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: Fax: Email:
Policy Effective Date: Policy Anniversary Date: / /

Month Day Year

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company
an Independent Licensee of the Biue Cross and Blue Shield Association
IL-LG-151PLUS-P-BPA Rev. 05/15 page 1



The Employee Retirement Income Security Act of 1974 (ERISA) is a federal law that sets minimum standards for
employee benefit plans in the private industry. In 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 Internal Revenue Code.

ERISA Regulated Group Health Plan*:  Yes[]  No [

If Yes, specify ERISA Plan Year*: Beginning Date: __/__/ End Date: _ / __/ (month/day/year)
ERISA Plan Sponsor*:

(If the Employer is required to file Form 5500 Schedule A with the IRS, the following ERISA items must be completed):
ERISA Plan Administrator*:
ERISA Plan Administrator's Address:

City: State: Zip Code:
ERISA Plan Administrator's Email:

Please provide your Non-ERISA Plan Month/Year: __/

If you contend ERISA is inapplicable to your group health plan, please give legal reason for exemption™:
[J Federal Governmental Plan (e.g., the government of the United States or agency of the United States)
[ 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)
[] Church Plan (complete and attach a Medical Loss Ratio Assurance form)
[] Other, 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:
[] A Full-Time employee of the Employer.
[ AFull-Time employee who is a member of: (name of union or association)
[J Other (please specify):

Full-Time Employee means:

[ ] An Employee of the Employer who is regularly scheduled to work a minimum of hours per week..
[] Other (please specify):

[] 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: . o
A Civil Union partner, as defined in the Policy, and his or her dependents are automatically gllglble to enroll for
coverage and, once enrolled, eligible for continuation of coverage as described in the Certificate Booklet. The

Empioyer as Policyhoider is responsible for providing notice of possible tax implications to those Insureds with
coverage for Civil Union partners.

3. Domestic Partner Coverage: [ Yes [J No o
If 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 Insureds with Domestic Partner
Coverage.

Continuation coverage for Domestic Partners: If Employer elects coverage for Domestic Partners, Domestic Partners
are not eligible for continuation coverage under Consolidated Omnibus Budget Reconciliation Apt of _‘I 985 (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 [J No
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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 Insured 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. If the covered child is
eligible military personnel, the Limiting Age is thirty (30) years as described in the Certificate Bookiet.

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

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

(b) [J Limiting Age for covered children who are full-time students and age twenty-six (26 or over, [] who are

married [] who unmarried [] regardless of marital status, is years (twenty-seven (27) — thirty (30) are the
available options). If 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:

[0 The date of employment.

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

O The day (select 1%t or 15™) of the month foliowing month(s) (option of 1 or 2 months) of
employment.

O The day (select 15t or 15t) of the month following days (option of up to 60 days) of employment.

(0 The day of the month following the date of employment.

[] 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. If any of these eligibility conditions change, Employer is required to submit a new BPA to
refiect that new information.

Check all that apply:
[] An 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)If used in conjunction with a waiting period the waiting period begins on the first day after the orientation
period.

[] A Cumulative hours of service requirement that does not exceed 1200 hours

[J 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).

[] Other substantive eligibitity criteria not described above; please describe:

Special Enrollment: An Eligible Person may apply for coverage, Family coverage or add dependents within thirty one
(31) days of a Special Enroliment 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 Enroliment event or, in the event of Special Enrollment due to termination of previous
coverage, the date of application for coverage.

Annual Open Enroliment: [ Yes [ No

If Yes, specify Annual Open Enroliment 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 Enroliment 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 enroliment period.

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.)

FUNDING ARRANGEMENT
[] Standard Premium — Prospective [] Cost Plus Program
[] Standard Premium — Retrospective [] Contingent Premium - Separate Agreement

] Minimum Premium Program (“MPP”)

STANDARD PREMIUM INFORMATION:

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

Premium Period:

[] The first (15t 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)

[1The ___ day of each calendar month through the ______ day of the next calendar month. (This option is not
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10.

(a)

(c)

11.

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

MINIMUM PARTICIPATION AND EMPLOYER CONTRIBUTION INFORMATION:

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

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

] % of the Individual Coverage Premium and % of the Family Coverage Premium.

[] 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 (25%) 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 enrolied 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). In 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 70% 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 75% of the Eligible Persons with eligible dependents, have enrolled for coverage.

Essential Health Benéﬁts (“EHB”) Definition Election:
Employer elects EHBs based on the following:

[] a. EHBs based on a HCSC state benchmark:
(] Minois (“IL.7") [ ] Oklahoma (“OK")
] Montana (“MT”) [ Texas (“TX")
] New Mexico (“NM”)

] b. EHBs based on benchmark of a state other than IL, MT, NM, OK and TX

In the absence of an affirmative selection by Employer of its EHBs, then Employer is deemed to have elected the
EHBs based on the IL benchmark plan.
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1. Employee only: S $_ S $_ S S
2. Employee plus one S $_ S S $_ S
dependent:

3. Employee plus two or more $_ $_ S $ $ S

dependents:

4. Spouse: $ $ $_ $_ S S
5. Child(ren): $ S S___ $ $ S
6. Family: $ $_ S $ $ S
7.Other: $ $ $ $ $ $

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

Single Coverage: $ $ $ $

Family Coverage: $ $

Monthly Minimum Premium: [ ] Rate per Employee or [] Single and Family Rates

Health Coverage: § Dental Coverage: $
Monthly CAP (Claims as Paid) Maximum: [J Rate per Employee or [] Single and Family Rates
Health Coverage: $ Dental Coverage: $

Individual Pooling Limit per Covered Person: $

Terminal Liability Payment: $ ; [J Rate per Employee or [_] Single and Family Rates

Terminal Administrative Fee: $ - [J Rate per Employee or [] Single and Family Rates or [ ] N/A

Rates are based on an enroliment of: Single Coverage Units and Family Coverage Units
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Service Charges:

O % of Net Claim Payments or $ per empioyee per month
(] Applies to all coverage(s)

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

For__ % of Claim Payments or$ per employee per month
Coverage:

For___ % of Claim Payments or$ per empioyee per month
Coverage:

Other (please specify):

Blue Care Connection® (“BCC"):

BCC Program (may select one): 1 Fee:$_ per covered employee per month
(] Blue Care Advisor for administration of the program.

[] Please refer to Additional Provisions (] Fee is included in the Service Charges.

Blue Care Custom:

(] Health Dialog (may select one) Health Dialog Fee: $___ per covered employee per month

(] Health Coach Line (In bound)

(] Health Coach Line (In and out bound)

[] Health Coach Line (With Disease Management)

[J Not applicable '
(] American Healthways (may select one)

(] Package A

[] Package B

(] Package C

(1 Not applicable

’ American Healthways Program Fees, per participating Covered Person per month:

Conditions: Package A - Fees | Package B - Fees Package C - Fees
Diabetes: $ $ $
Chronic Heart Disease: $ $ $
Chronic Obstructive
Pulmonary Disease | $ 3 Not Applicable
Asthma: $ $ Not Applicable
Impact Conditions: $ Not Applicable Not Applicable
Payment Method: [] Transfer Payment [] Post Payment
If Transfer Payment, Method of Transfer Payment:
(] Wire Transfer (] Draft (] Electronic Fund Transfer
[ ] Other (please specify):
Payment Period: [ ] Daily [ ] Weekly [] Bi-Weekly 1 Monthly
(] Other (please specify):
Claim Settlement: [ ]| Monthly L] Quarterly [] Other (please specify):

If Transfer Payment, Tentative Final Settiement Period:
Transfer Payments to be made for the following time period after termination:
(] 3 months (6 months [J9months [J 12 months [] Other (please specify)

The Effective Date of Termination for a person who ceases to meet the definition of Eligible Person:
[] 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.
(J other: .
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Prescription Drug Rebate: $ per covered employee per month is the guaranteed Prescription Drug Rebate
savings reflected as a Prescription Drug Rebate credit.

Termination Administrative Charge

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

i. For service 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 service 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 Pian, 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 enroliment during the three (3) months immediately preceding termination varies by ten
percent (10%) or more from the enroliment 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.

J Group Number(s):

[] % of ADP Savings: %

L] $ 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):

[]1% of ADP Savings: %

] $ 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. It 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. In 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 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 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 Income 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 empioyee 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 (i) 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: [JYes [INo
If yes: 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 (25%) of the net recovery (under cost-plus funding) or deduct
twenty five percent (25%) 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 will create SBC?

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

(] No. If 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 300gg-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 will distribute SBC to participants and beneficiaries?

(] 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.

[J 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: []Yes []No
d) BlueCare® Dental HMO Coverage purchased: []Yes [ No (If yes, complete separate application.)

(¢)
~

e) Dearborn National purchased: [] Yes [] No (If yes, complete separate application.)

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

(9) Excess Loss Coverage purchased: (JYes [ No (If yes, complete separate application.)
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(h)

(i)

@

Case Management: []Yes []No

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

Electronic Issuance: 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 Insured. The Policyholder further
agrees that it is solely responsible for providing each Insured 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 Insured’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 full-time 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 “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 Individuals 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. In 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 pian'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. If 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.

Retiree Only Plans and/or Excepted Benefits: If 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 (Individual and Group Market Reforms) of Title XXVII of the Public Heaith Service Act (and/or related
provisions in the Internal Revenue Code and Employee Retirement Income Security Act) (an “exempt plan status”).
Any determination that a pian does not have exempt plan status can result in retroactive and/or prospective changes
by HCSC to the terms and conditions of coverage. In 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.

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 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 Insurers or “Health Insurer 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 Insurer 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.

In 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 caiculated. 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 Insurer Fees and Reinsurance Fees. There are no ACA fees inciuded in the Cost Plus
PPO premium. These rates may be adjusted on an annual basis for any incremental changes in Health Insurer 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 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: If this BPA is blank, it is intentional and this BPA is an addendum to the existing BPA. In such case, all
terms of the existing BPA as amended from time to time shall remain in force and effect. However, beginning with the
Poticyholder'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. If 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 pius 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
District Title
Producer Representative Date
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Signature of Producer Representative . Witness

Producer Firm

Producer Address $ Amount Submitted

Producer Tax |.D. No.

UNDERWRITING USE ONLY

Date BPA approved:
Signature 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 at 12:30 p.m. Special meetings
of members may be calied 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).: By:

Print Signer's Name Here

-

Signature and Title
Group Name:
Address:
City: State: Zip Code:
Dated this day of ,

Month Year
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Summary of Benefits and Coverage Addendum
To ASO Benefit Program Application (ASO BPA)

Employer Name: Account Number:
Effective/ First Date of Employer's Open Enrollment Period for the next Plan Year
Renewal Date: (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”). In 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 Enroliment 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, uniess otherwise agreed to in the ASO BPA or this
Addendum.

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).

The Employer is responsible for SBC services performed by Employer’s third party vendors.

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.

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.

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.

Employer shall be liable to BCBSIL and its directors, officers and employees for any and all loss,
liability, damages, fines, penaities, 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 (IL)



Summary of Benefits and Coverage Addendum
To Benefit Program Application

Employer Name: Account Number:

Effective/

First Date of Employer's Open Enrollment Period for the next Plan Year

Renewal Date: (the “First Open Enroliment 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”). In accordance with the Policyholder’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 creation or distribution of coverage information for benefits it
does not insure under the Policy, unless otherwise agreed to in the BPA or this Addendum.

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).

The Policyholder is responsible for SBC services performed by Policyholder’s third party vendors.

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.

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.

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 eligibie. 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.

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.

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).

IL SBC Addendum — Insured (151+) business



Contract No. 1518-14008
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.

SECTION I

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.

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 been established in accordance with the
Apgreement.

DETERMINATION

A.

BCBSIL agrees to guarantee performance levels as indicated in Exhibit 3 — Schedule of
Compensation. In 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.

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 120
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days following the close of all measurement periods necessary to finalize Performance
Guarantee results for the Settlement Period.

C. 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.

D. 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.

E. 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 modify
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.

F. If 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

G. If 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.

H. If (i) changes to the formula, methodology 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.
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Contract No. 1518-14008
Employer Sponsored Health Insurance Benefits

EXHIBIT 4

Minority and Women Owned Business Enterprise Commitment



THE COUNTY POLICY AND GOALS

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 Goals

MBE WBE

Goods and Services 25% 10%
Construction 24% 10%
Professional Services 35% 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 MBE/WBE participation goals for this Agreement is
35%. 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/protégé 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.

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. 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.

F. 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.

IL. REQUIRED 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/WBE Utilization Plan

Each Bid or Proposal shall include a complete Utilization Plan, as set forth on Form 1 of
the M/WBE 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.

1. 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 M/WBE 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:

. County of Cook
. City of Chicago

Persons that are currently certified by the City of Chicago in any area other than
Construction/Public Works shall also complete and submit a MBE/WBE Reciprocal
Certification Affidavit along with a current letter of certification from the City of
Chicago. This Affidavit form can be downloaded from
www.cookcountyil.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 promulgated 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.

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 Reduction/Waiver, 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 include Petition for Reduction/Waiver will render the submission not
Responsive and shall be cause for the CPO to reject the Bid or Proposal.

III. REDUCTION/WAIVER OF MBE/WBE GOALS

A. Granting or Denying 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 10% 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 CONSULTANT'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.

V1. REPORTING/RECORD-KEEPING REQUIREMENTS

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. EQUAL 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

118 North Clark Street, Room 1020

Chicago, Illinois 60602

(312) 603-5502
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OFFICE OF CONTRACT COMPLIANCE
JACQUELINE GOMEZ

DIRECTOR

118 N. Clark, County Building, Room 1020 @ Chicago, Illinois 60602 & (312) 603-5502

October 2, 2015

Ms. Shannon Andrews
Chief Procurement Officer
County Building, Room 1018

Chicago, IL 60602

Re: Contract #1518-14008
Employer-Sponsored Health Insurance 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: $884,195,500.00 (MBE/WBE participation based off $20,343,776.00 Administrative Services Only)

MWBE

Action Bag Company

innovative Systems Group, Inc.
Instant Technology, LLC

Kairos Consulting Worldwide, LLC
Montenegro Paper Ltd.

My Wellness Community, Inc.

VIVA USA Inc.

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

Status
WBE-7
MBE-8
WBE-7

MWBE-6

MBE-9
MBE-6

MWABE-8

Certifying Agency
City of Chicago
City of Chicago
City of Chicago
City of Chicago

Cook County
City of Chicago
City of Chicago

used in the determination of the responsiveness of this contract.

Sincerely,

& w’
Jacque!ine Gomez g

Director

JG/la

Cc: Deanna Zalas, Risk Management
@ Fiscal Responsibility & Innovative Leadershio @ Transparency & Accountabilityﬁé Improved Services

Commitment
2% Direct
8% Indirect
7% Indirect

3% Direct
2% Direct
4% Direct

_9% Indirect
35%



MBE/WBE UTILIZATION PLAN - FORM 1

BIDDER/PROPOSER HEREBY STATES that all MBE/WBE firms included in this Plan are ceriiffied MBEs/WBFs by at least one of the entities listed in the General
Conditions ~ Section 19.

L BIDDER/PROPOSER MBE/WBE STATUS: (check the appropriate line)

L]
L]

I

Bidder/Proposer is a certified MBE or WBE firm. (If so, attach copy of current Letter of Cerlification)

Bidder/Proposer is a Joint Venture and one or more Joint Venture partners are certified MBEs or WBEs. {If so, altach copies of Letter(s) of
Certification, a copy of Joint Venture Agreement clearly describing the role of the MBEMBE firm{s) and its ownership interest in the Joint
Venture and a completed Joint Venture Affidavit - available online at www.cookcountyil govicontractcompliance)

Bidder/Proposer is not a certified MBE or WBE firm, nor a Joint Venture with MBEMWBE partners, but will utilize MBE and WBE fims gither
directly or indirectly in the performance of the Contract. (If so, complete Sections Il below and the Letter(s) of Intent — Form 2).

Direct Participation of MBENVBE Firms Indirect Participation of MBEWBE Firms

NOTE: Where goals have not been achieved through direct participation, Bidder/Proposer shall include documentation outlining efforts to
achieve Direct Participation at the time of Bid/Proposal submission. Indirect Participation will only be considered after all efforts to
achieve Direct Participation have been exhausted. Only after written documentation of Good Faith Efforts is received will Indirect
Participation be considered.

MBES/WBEs that will perform as subcontractors/suppliers/consultants include the following:

meemee Fim: INStaNt Technology, LLC
aderess: 200 W Adams St, Suite 1440, Chicago, IL 60606
g ITOUhOff@instanttechnology.com

Contact Persop, RONA BOITE hone: 312-582-2600
Dollar Amount Participation: $ l: W// 00 l

Percent Amount of Participation: 7 | %
“Letter of Intent attached? Yes X No____

*Current Letter of Certification attached? Yes _ X No______

MBEMWBE Fim: MIONtenegro Paper Ltd
address: 200 W Lake St, Suite 214, Roselle, IL 60172
emal: INFO@montenegropaper.com

ContzctPerson: IrMa Bates Phone: 630-894-0350

Dollar Amount Participation: S_M / .7?5 é

Percent Amount of Participation: 2 %
*Letter of intent attached? Yes X No

*Current Letter of Cerfification attached? Yes _ X No

Attach additional sheets as needed,

* Letter(s) of intent and current Letters of Certification must be submitted at the time of bid.

M/WBE Utilization Plan - Form 1 Revised: 01/29/2014



MBE/WBE UTILIZATION PLAN - FORM 1

BIDDER/PROPOSER HEREBY STATES that all MBEMWBE firms included in this Pian are certified MBES/WBES by at ieast one of the entifies listed in the General
Conditions — Section 19.

L ‘BIDDER/PROPOSER MBEAWBE STATUS: (check the appropriate ling)
I:l Bidder/Proposer is a certified MBE or WBE firm. (If so, attach copy of current Letter of Certification)
Bidder/Proposer is a Joint Venture and one or more Joint Venture pariners are Gertified MBEs or WBES. (If so, atiach copies of Letter(s) of
I:l Certification, & copy of Joint Venture Agreement clearly describing the role of the MBEMBE firm(s) and its ownership interest in the Jaint
Venture and a completed Joinl Venture Affidavit - available online at www.cookcountyil. qovicontractcompliance)

Bidder/Proposer is not a certified MBE or WBE firm, nor a Joint Venture with MBE/WBE partners, but wil utilize MBE and WBE firms either
directly or indirectly in the performance of the Contracl, (if so, complete Sections i below and the Letter(s) of Intent - Form 2),

I |:] Direct Participation of MBEWBE Firms indirect Participation of MBE/WBE Firms

NOTE: Where goals have not been achieved through direct participation, Bidder/Proposer shall include documentation outlining efforts to
achieve Dirsct Participation at the time of Bid/Proposal submission. Indirect Participation will only be considered after all efforts to
achieve Direct Participation have been exhausted. Only after written documentation of Good Faith Efforts is received will Indirect
Participation be considered. :

MBEs/WBEs that will perform as subconfractors/suppliers/consultants include the following:
mpemee Firm: VIVA USA, Inc.
Address: 9601 Algonquin Rd, Suite 425, Rolling Meadows, IL. 60008

ema VilANgoOvan@yviva-it.com

Contact Person: ¥ @Santhi llangovan phone: 847-368-0860

Dollar Amount Participation: § , ;-,X 0[) §) 2 y 7’

Percent Amount of Participation: 9 %

*Letter of Intent attached? Yes X No__

*Cument Letter of Certification attached? Yes__X No__

MBE/MBE Firm:

Address:

E-mail;

Contact Person: ' Phone:

Dollar Amount Participation: $

Percent Amount of Participation: %
. *Leter of Infent attached? Yes No

*Current Letter of Certification attached? Yes No

Attach edditional sheets as nesded.

* Letter(s) of Intent and current Letters of Certification must be submitted at the time of bid.

M/WBE Utilization Plan - Form 1 Revised: 01/29/2014




BIDDER/PROPOSER HEREBY STATES that all MBE/WBE firms included in this Plan are certified MBES/WBES by at least one of the entities listed in the General

MBE/WBE UTILIZATION PLAN - FORM 1

Conditions — Section 19.

L BIDDER/PROPOSER MBE/WBE STATUS: (check the appropriate line)

[]
[]

.

NOTE: Where goals have not been achieved through direct participation, Bidder/Proposer shall include documentation outlining efforts to
achieve Direct Participation at the time of Bid/Proposal submission. Indirect Participation will only be considered after all efforts to
achieve Direct Participation have been exhausted. Only after written documentation of Good Faith Efforts is received will Indirect

Participation be considered.

Bidder/Proposer is a certified MBE or WBE firm. (If so, attach copy of current Letter of Certification)

Bidder/Proposer is a Joint Venture and one or more Joint Venture pariners. are certified MBEs or WBEs. (If so, attach copies of Letter(s) of
Certification, a copy of Joint Venture Agreement clearly describing the role of the MBE/WBE firm{s) and its ownership interest in the Joint

Venture and a completed Joint Venture Affidavit - available online at www.cookcountyil. govicontracicompliance

Bidder/Proposer is not a certified MBE or WBE firm, nor a Joint Venture with MBE/WBE partners, but will utilize MBE and WBE fims either
directly or indirectly in the performance of the Contract. (If so, complete Sections 1l below and the Letter(s) of Intent - Form 2).

Direct Participation of MBEWBE Firms Indirect Participation of MBEWBE Firms

MBEs/WBEs that will perform as subcontractors/suppliers/consultants include the following:

M/WBE Utilization Plan - Form 1

meemBE Fim: \Ction Bag Company
address: 1001 Entry Drive, Bensenville,IL 60106
ema INfO@actionbag.com

Contact Person: 1Na@NCy Cwynar Phone: 000-824-2247

Dottar Amount Parficipation: $i0p: 97 8 [ﬂ .
Percent Amount of Participation; 2 %
“Letter of Infent attached? Yes L No_____

“Current Letter of Certification attached? Yes_ X No_

MBEMWBE Fim: Innovative Systems Group, Inc
Address: 7 99 Roosevelt Road, Building 4 Suite 109, Glen Eliyn, IL 60137

emai: CINAyM@innovativesys.com

Contac Person: YOSElito Salas Phone: 030-858-8500

Dollar Amount Participation: $_/ ;z 4’ 0/ 4 / 4,4'

Percent Amount of Participation: 8 %
*Letter of Intent attached? Yes X No

*Cument Letter of Cerlification attached? Yes _ X No

Atfach additional sheets as needed.

* Letter(s) of intent and current Letters of Certification must be submitted at the time of bid.

Revised: 01/29/2014



MBEMWBE UTILIZATION PLAN (SECTION 1)

BIDDER/PROPOSER HEREBY STATES that all MBEMWBE firms included in this Plan are certified MBESWBES by at least one of the eniities
listed in the General Conditions.

L

BIDDER/PROPOSER MBE/WBE STATUS: (check the appropriate line)

Bidder/Proposer is a certified MBE or WBE firm. (f so, attach copy of appropriate Letier of Certification)

Bidder/Proposer is a Joint Venture and one or more Joint Venture partners are certified MBEs or WBES. (if so,

attach copies of Letter(s) of Certification, a copy of Joint Venture Agresment clearly describing the role of the- MBEMBE
firm(s) and its ownership interest in the Joint Venture and a completed Joint Venture Affidavit — available from the Office
of Contract Compliance)

\/ Bidder/Proposer is not a certified MBE or WBE firm, nor a Joint Venture with MBE/WBE partners, but will utifize MBE

and WBE firms either directly or indirectly in the performance of the Contract. (if so, complete Sections It and ).

/ Direct Participation of MBE/WBE Firms Indirect Participation of MBEIWBE Firms

Where goals have not besn achieved through direct participation, Bidder/Proposer shall include documentation outlining efforts 1o
achieve Direct Participation at the time of Bid/Proposal submission. Indirect Parficipation will only be considered after all efforts to
achieve Direct Participation have been exhausted. Only after written documentation of Good Faith Efforts Is recelved will Indirect
Participation be considered.

MBES/WBESs that will perform as subcontractors/suppliers/consultants include the following:
meewee Fm: 1<AIFOS Consulting Worldwide, LLC

aswess: | South Dearborn Street, Suite 2100
E-mait Iynn.sutton@kairosworldwide.com
Contact Person: Lynn Sutton Phon,

Dollar Amount Participation: $ &00’. 4&9

Percent Amount of Participation,___3 %
*Letter of Intent attached? Yes / . No %

*Letler of Certification attached? Yes Y Noj

weewee rm: MY Wellness Community, Inc

adaress: 242 S. Dearborn Street, 8th Floor

£.mai: CSMith@mywellinesscommunity.com
Contact Person: 1@1€S Smith

. 312-757-56197

€.

312-724-8358

Phone;
Dollar Amount Participation: § m
Percent Amount of Participation;____ 4 %
“Letter of ntent attached? Yesl__{__J No
*Letter of Certification attached? Yed v ] No
Attach additional sheets as needed.

*Additionally, ail Letters of Intent, Letters of Certification and documentation of Good Faith Efforts omitted from this
bid/proposal must be submitted to the Office of Contract Compliance 80 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



COOK COUNTY GOVERNMENT LETTER OF INTENT (SECTION 2

wwae Fim: Action Bag Company

Address: 1001 Entry Drive -

City/State: Bensenville/iL zip 60106-3314

800-824-2247 . 630-766-2063

Phone:

emat: NC@actionbag.com

Dlndirecl

Participation:

irect

Certifying Agency: City of Chlcago

Certification Expiration Date: 9/1/2019

reng: dle= 307 L'l LGS~

Contact Person: Nancy Cwynar

Contract #:

Will ihe M/WBE firm be subcontracting any of the performance of this contract to another firm?

o Des — Please attach explanation.

Proposed Subcontractor:

The undersigned MIWBE is prepared to provide the following Commodities/Services for the above named Project/ Contract:

Marketing and Promotional Materials

(]

Paid upon invoice received net 30 days

I:l‘zd‘i;a'le the Dollar Amount, or Percentage, and the Terms of Payment for the above-described Commodities/ Services:

(If more space is needed fo fully describe MAWBE Firm ‘s proposed scope of work andlor payment scheduls, attach edditional shests)

THE UNDERSIGNED PARTIES AGREE that this Letler of infent will become
Bidder/Proposer's receipt of a signed contract from the County o
signatures to this document untl all areas under Description of Service/ SUgp

Y- (Logmipl

sgrawre(MwBe ) 7/

a binding
ook.. The Urfiefsigréd Périies do also certify thai-the

weoTtract Agreement conditioned upon the
hey did not affix their

Nancy Cwynar LaTonya Fourte-Lyles

Print Name Print Name

Action Bag Company Blue Cross Biue Shield of lllinois
Firm Name Firm Name

H2ahs

‘7/’5’;/1 g

Date

Subscribed and swom before me

#
this _L;’ day of

SEAL Y P N;ta Pt;blicSIt of Florid
§a9‘ '@f_ ry ale orida

h +  William E Even
% &5 My Commission EE 166407
" g B Expires 02/10/2016

Date
Subscribed and swom before me
-
this20 " day of__) L1\\l1 2019
Notary Public A
SeAL .| SANDRA
" NOTARY PUBLIC -’§IA"TE OFILL .
.2 STAT E INOIS,
¢ MY COMMSSION EXPIRES‘.OGIOBné' -.
padiar ol WL ¥ P NP WP A
EDS-2

1.10.13



COOK COUNTY GOVERNMENT LETTER OF INTENT (SECTION 2)

MWBE Fim: InNOVative Systems Group, Inc.

address: 199 Rooseveit Road, Bldg 4-109

City/State: Glen Ellyn, IL_ 7,60137
Phone: 030-858-8500 -, 630-858-8532

emei. GEITYS@innovativesys.com

Parlicipation:

DDirecl Indirect

Certfying Agency: City Of Chicago

Certfcation Expiration Date: 1/ 1/2019

reng 36-3795159

Contact Person: O€rTy Schoenneman

Contract #:

Will the MWBE firm be subcontracting any of the performance of this contrac! to another fitm?

o DYes - Please attach explanation.

Proposed Subcontractor:

The undersigned MWBE is prepared to provide the following Commodities/Services for the above named Project/ Contract:
Provides information technology resources as needed on a temporary basis.

Indncale the Dotllar Amount, or grcentag e, and the Terms of Payment for the above-described Commodities/ Services:

8% 7,601 144

Paid upon invo;ce received net 30 days

{If more space is needed fo fully describe MIWEE Firm's proposed scope of work andfor payment schedule, aftach additional shests)

THE UNDERSIGNED PARTIES AGREE that this Letter of intent will become a binding Subcontract Agreement conditioned ‘upon the

Bidder/Proposer’s recaipt of a signed contract from the County of Cook. The Undersigres
signatures 1o this document until all areas under Description of Service! Supply ’ Feg

T

Parties do a!so oemfy that they dnd not affix their

N

s

Signat BE)
Gerry Schoenneman LaTonya Fourte-Lers
Print Name Print Name

Innovative Systems Group, Inc.

Blue Cross Blue Shield of Hliinois

Firm Name Firm Name
3~ Sf-20/5 20/15
Date Date
Subscribed and sworn before me Subscn‘bed and sworn before me’
this ! & dayof 2 15' tmsZC* dayof,J u\u 2019 .
Notary Public W M Notary Public Uz"i /( /ZM
SEAL

| » — OFFICIAL SEAL

y ”MW\MM;‘W ) m R YmK

| OFFICIAL SEAL " NOTARY PUBLIC: STATE OF ALLINOIS

CYNTHIA MUSE COMSSDNEXPIRESWW K

NOTARY PUBLIC - STATE OF ILLI
INOI
§~\ MY COMMISSION EXPIRES: 0202711 7S
T RN IS .

SO AN e .'vé

EDS-2

1.10.13



COOK COUNTY GOVERNMENT LETTER OF INTENT (SECTION 2)

MMWBE Frm: Instant Technology, LLC Cerying Agency:' City of Chicago
Address: 200 W Adams Street, Suite 1440 Ceriification Expiration Date: 3/15/2018
Ciyisiie: Chicago, IL 5 60606-5224 ceng: 36-4482911

Phone: 312-582-2600 ., 312-582-2699 Contact Person: 1vona Borre

emal: Tborre@instanttechnology.com Contract #

Participation: DDirecl Indirecl

Will the MAWBE firm be subcontracting any of the performance of this contract to another firm?

o Des - Please altach explanation. Proposed Subcontractor:

The undersigned MIWBE is prepared to provide the following Commodities/Services for the above named Project/ Contract:

" Computer systems design consulting services

Indicate the Dollar Amount, or Percentage, and the Terms of Payment for the above-described Commodities/ Services:
%__/, %0/, 00L

Paid upon invoice received net 30 days

(If more space is needed to fully describe M/WBE Firm's proposed scope of work and/or payment schedule, attach additional sheets)

THE UNDERSIGNED PARTIES AGREE that this Letter of intent will become a binding Subcontract Agreement condilioned upon the
Bidder/Proposer's receipt of a signed contract from the County of Cook. The U5

sign oFi) ument until all areas under Description of Service/ Supply Ang
FS o~ S

Signature (M/WBE)
Rona Borre LaTonya Fourte-Lyles
Print Name Print Name v
Instant Technology, LLC Blue Cross Blue Shield of lllinois
Firm Name Firm Name
E . o e ) ) —"
313020615 ?fzu//o
Date ! Date / 7
Subscribed and sworn before me Subscribed and sworn before me
thisX_dayof_IVQréh 0/ . thlsZO day of e \\; 2019 .
Notary Pubﬁ%fégﬂ @ z( é;’ Lipoesen. Moy Public VY wtlra L. ;%444
7
SEAL SEAL W
OFFICIAL SEAL .
e SANDRA R YORK ]
OFFIGIAL SEAL NOTARY PUBLIC- STATE OF JLLINOIS ¢
HEATHER DEACON-ZIEMANN P g MY COMMSSION EXPIRES.05/06115 -
Notary Public - State of lilinois S ARAAAAAAAAAAAAAAARAAAAANS

My Commission Expires Sep 20, 2017  §

EDS-2
1.10.13



COOK COUNTY GOVERNMENT LETTER OF INTENT (SECTION 2)

wweE Fin: <2IF0S Consulting Worldwide, L rifying Agoncy: City of Chicago
address: | S Dearborn Street, Suite 2100 Cortfcaton Explaion D 2/15/2020
CiylState: Chicago Zip60603 ey 191717532

ohone; 312°757-5197 3127575492 . . Lynn Sutton

Email lynn.sutton @kairosworldwide.com

Contract #:

Participation: Direct : l:lmairect
Will the M/WBE firm be subcontracting any of the performance of this contract to another firm?
o DYes- Please attach explanation. Proposed Subcontractor:

The undersigned M/WBE is prepared to provide the following Commodities/Services for the above named Project/ Contract:
Develop and implement a comprehensive communication plan that will enhance the Hes
Wellness Program Promotion with Cook County.

Indicate the Dollar-Amount, or Percentage, and the Terms of Payment for the above-described Commodities/ Services:

A 39, (o) “H29

Paid upon invoice rece

(It more space is needed to fully describe MYWBE Firm's proposed scope of work and/or payment schedule, attach additional sheeis)

“ Sygnaﬁﬂg (MWEE) = 7 - b\_.SLg(‘ture (Prime B:db%ssrj ’
Lynn E. Sutton LaTonya Fourte-Lyles
Print Name Print Name '
Kairos Consulting Worldwide, LLC Blue Cross Blue Shield of lifinois
Firm-Name - Firm Name
September 25, 2015 / oY
Date ' Date
Subscribed and sworn before me Subscribed-and swom before me

mayof S@\tmbefzo \S

OFFIGIAL: SEAL
DANIEL W WIHSTON
& Notary Public: State of inois
6 My Gommtssiov .Exp ,es;Sep 20 2017

NOTARY /PUBLIC-S ?E-
MY COMMISSION EXPIRES 0510816

pr

EDS-2
1.10.13




COOK COUNTY GOVERNMENT LEYTER OF INTENT (SECTION 2)

MWBE Firm: Montenegro Paper Ltd.

Address: 400 West Lake Street, Suite 214

Ciiylstate: ROSEll/IL 7ip 80172

phone: ©30-894-0350 .. 630-894-0095

emai. Irma.Bates@montenegropaper.com

Participation:

i'rect D ndirect

Certifying Agency: Cook County

Certification Expiration Date: 4/2/2016

Feng 36-4113264

Contact Persor: Irma Bates

Will the M/IWBE firm be subcontracting any of the performance of this contract to anothier frm?

o DYES ~ Please attach explanation.

Proposed Subcontractor:

The undersigned MIWBE is prepared 1o provide the following Commodities/Services for the above named Project! Contract:
Commercial Printing Paper, Envelopes and Packaging Materials

Indicate the Dollar Amount,
%

Paid upon invoice received net 30 days

o;ﬁ_w&gg. and the Terms of Payment for the above-described Commodities/ Services:

(if more: space is needed fo fully describe MWBE Firm's proposed scope of work and/or payment schedule. affech additional sheets)

THC UND“RSiGNFD PART!ES AGREE that this Lefler of intent wiII become a binding Subwntrac: Agreement conditioned upon the

sv?atuzgmﬂgs documen! nmé areas under Description of Semeel -

ertify that they did not affix their

) //& PEETAEPES Ve
Signalm/ (MWBE)
Edgar R Enciso - President LaTonya Fourte-Lyles
Print Name Print Name
Montenegro Paper Ltd. Blue Cross Blue Shield of lllinois
Firm Name Firm Name
2 2 fs 2/ 20/13
Date Date / /
Subscribed and sworn before me Subscrlbed and sworn before me
this /7 day of J’ul;/ 2015 m.sZQ_dayof ,)q\\. 2015
Notary Public w/_f C?-v'f“/w'?m«uj,“} ZM /= /(

SEAL

SANDRA A BREYME‘( ER
NOTARY PUBLIC, STATE OF ILLINOIS
My Commission Expires Jan. 26,2019 ¥

Notary Publlc

SEAL AL oo g
OFFICIAL SEAL
SANDRA R YORK
NOTARY PUBLIC - STATE OF ILUNOIS
My COMM’SSION EXPIRES:05/08/16
EDS-2

1.10.13



COOK COUNTY GOVERNMENT LETTER OF INTENT (SECTION 2)

wwae Fim: My Wellness Community Certifying Agency: COOK County
agaress: 242 S. Dearborn St., 8th Floor Certification Exgiraion Date: 17112016
ciyistate: CICZO 2ip 60605 FEIN . HE- 0627 14 )

ohone: 312-724-8358 . 312-566-0965 oot Person: ChATES Smith

emair CSMith@mywellnesscommunity.com Contract #:

Participation: 1\ Pirect Dnda’rect

Will the MWBE firm be subcontracting any of the performance of this coniract to another firm?

o DYes - Please atiach explanation. Proposed Subcontraclor:

The undersigned MIWBE is prepared to provide the following Commedities/Services for the above named Project/ Contract:
Provide Health and Wellness Program Promotion, which includes Tobacco Cessation, Health
Coaching and Preventative Wellness

Indicate the Doliar A Amount or Percentaae, and the Terms of Payment for the above-described Commodities/ Services:
o 49, ¢ 600 572
Paid upon invoice réceived net 30 days

(If more space is needed to fully describe M/WBE Firmi’s proposed scope of work and/or payment schedule. attach additional sheets)

‘ G Qconlrad Agreement conditioned upon the
Bidder/Proposer's receipt of a signed contract from the County of Cook. The Ynde tig Jise.certify that they did not affix their
signatures t0 this document until all areas under Description 0? e fnd B4

#

( ! [ S N C AL —

Signature (M/WBE}

Charles Smith ’ _ LaTonya Fourte-Lyles

Print Name Print Name

My Weliness Community, Inc. Biue Cross Blue Shield of Iilinois
Firm fdame Firm Name

9/25/2015 QL25/S

Date Date / /

Subscribed and sworn before me Subscribed and swom before me

this 2 day of_{%mém_ 20_LS .
Notary Public / // A‘é/f/z L

e

OFFICIAL SEAL
SANDRA R YORK <
i HOBINS oo o oR B 1’
) G H ¢ J .
2 OFFICIAL s,ot"m - ] OSSN EXPRES 250816 :
H Notay Pubtic, Staie T ihingg e

My Comnangg von Expuey
July 20, 2019 EDS-2

1.10.13



COOK COUNTY GOVERNMENT LETTER OF INTENT (SECTION 2)

MweE Fiem: Viva USA Inc. Certiying Agency; City of Chicago
Addvess: 3001 Algonquin Road Ste 425 Certfication Expiration Date: 3/23/2016
CilyState: Roliing Meadows Zip"- reng 36-4077368

phons: B47-368-0860 £, BAT-368-0864  (onciperson: Vasanthi llangovan

Emai Vilangovan@viva-it.com Conlract #:

Partcipation: _ I:lDirect lndiracl

Will the MAWBE firm be subcontracting any of the perdormance of this conract lo anolher firm?

Dm ~ Pleage altach explanalion. Proposed Subcontraclor:

The undersigned MWBE is prepared to provide the following CommoditiesfSarvices for the above named Project/ Contract:
Computer systems design consulting services

Indlcale the D?Jmmnount or EE ﬁ%%;!@» and the Terms of Payment for the above-descibed Commodities/ Services:
¢)

Patd upon 'involce ‘received net 30 days

(I mioro space Is neadad lo fully describe MAWBE Firm's proposed scopa of wark andfor payment schedule, altach additiona! sheels)

ERoos

w7

THE UNDERSIGNED PARTIES AGREE thal this Letter of Intent vill become a binding Subcop Agresment conditioned upon the
BsddaﬂProposer‘s tecoipl of @ slgned conlract from the County of Cook The Undersigned-Pg: dertity that they did not affix their

Signalure (MAVBE)- j & T
llango Radhakrishnan LaTonya Foune-Lyles
Print Name Print Neme
Viva USA, Inc. Blue Cross Blue Shield of illinois
Firm Name Firm Name
02 /177 2005 “/7 z,u//>
Dale Dale /
Subscribed and swosn before me Subscribed and swom before me

misZ%ayofﬂDl'y. Y V. sl
\
Notary Publiéﬂid.ﬁmdmmw

SEAL SEAL OFFICIAL SEAL {
SANDRA R YORK
NOTARY PUBLIC. STATE OF ILLINOIS
MY COMMISSION EXPIRES:08/06/16 ¢

Notary Public, State of itinols . EDS-2

Alicla Therese Simmont
? My Commission Expires 7/2712010_{

‘.O"FF"C|A£ évE'AL"T N AR AAAAAAAAAAAAAAARAAAAANN)

1.1013



PETITION FOR REDUCTION/WAIVER OF MBE/WBE PARTICIPATION - FORM 3

A. BIDDER/PROPOSER HEREBY REQUESTS:

[ ] ruLL mee warver [ FuLL wee waver
[_] REDUCTION (PARTIAL MBE andior WBE PARTICIPATION)

% of Reduction for MBE Participation
% of Reduction for WBE Participation

B. REASON FOR FULL/REDUCTION WAIVER REQUEST

Bidder/Proposer shall check each item applicable to its reason for a waiver request. Additionally, supporting
documentation shall be submitted with this request.

[:, (1) Lack of sufficient qualified MBES and/or WBEs capable of providing the goods or services required
by the contract. (Please explain)

[:’ (2) The specifications and necessary requirements for performing the contract make it impossible or
economically infeasible to divide the contract to enable the contractor to utilize MBEs and/or WBESs in
accordance with the applicable participation. (Please explain)

[:’ (3) Price(s) quoted by potential MBEs and/or WBESs are above competitive levels and increase cost of
doing business and would make acceptance of such MBE and/or WBE bid economically impracticable,

taking into consideration the percentage of total contract price represented by such MBE and/or WBE
bid. (Please explain) :

D (4) There are other relevant factors making it impossible or economically infeasible to utilize MBE and/for
WBE firms. (Please explain)

C. GOOD FAITH EFFORTS TO OBTAIN MBE/WBE PARTICIPATION

[E’ (1) Made timely written solicitation to identified MBEs and WBEs for utilization 6f goods and/or services;
and provided MBEs and WBESs 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 copy written solicitations made)

(2) Used the services and assistance of the Office of Contract Compliance staff. (Please explain)

(3) Timely notified and used the services and assistance of community, minority and women business
organizations. (Attach of copy written solicitations made)

(4) Followed up on initial solicitation of MBEs and WBES to determine if firms are interested in doing
business. (Attach supporting documentation)

(5) Engaged MBEs & WBEs for direct/indirect participation. (Please explain)

D. OTHER RELEVANT INFORMATION

Attach any other documentation relative to Good Faith Efforts in complying with MBE/WBE participation.

M/WBE Reduction/Waiver Request - Form 3 Revised: 01/29/14



Contract No. 1518-14008
Employer Sponsored Health Insurance Benefits

EXHIBIT 5

Evidence of Insurance



Ay ot b R f o B e P s b 8§ R P gs Bt Nm s smz N A B E e b DATE (MMIDDIYYYY)
G- CUERKIIFICATE OF LIABDILITY INDUKANUE 08/20/2015

THIS CERTIFICATE iS ISSUED AS A MATTER OF INFORMATION 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: if the certificate holder is an ADDITIONAL INSURED, the policy(ies) must be endorsed. If SUBROGATION IS WAIVED, subject to
the terms and conditions of the policy, certain policies may require an endorsement. A statement on this certificate does not confer rights to the
certificate holder in lieu of such endorsement(s).

PRODUCER ggm'g\CT
MARSH USA INC. .
PHONE FAX
540 W. MADISON {AJC, No, Ext): .. {AIC, No):
CHICAGO, iL. 60661 ADbRESS:
Attn: Heslihcare.AccountsCSS@rmarsh.com/FAX: 212-948-1307 *
INSURER(S) AFFORDING COVERAGE NAIC #
J05515-GAWU-ALL-14-15 JNSURER A : Zurich American Insurance Company 16535
INSURED . NIA N/A
HEALTH CARE SERVICE CORPORATION INSURER B - .
AND ITS SUBSIDIARIES JNSURER ¢ : Safety National Casualty Corp. 15105
300 EAST RANDOLPH STREET . Ni& NIA
CHICAGO, IL. 60601 INSURERD :
INSURERE :
INSURER F

COVERAGES CERTIFICATE NUMBER: CHI-006393567-01 REVISION NUMBER: 3

THIS {S TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE 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. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

LR ADDL[SUBR] POLICY EFF | POLICY EXP
LIR TYPE OF iINSURANCE INSD | WvD POLICY NUMBER (MM/DD/YYYY) | (MM/DDIYYYY) LiMiTS
A | X | COMMERCIAL GENERAL LIABILITY GLO 9377127 11 (ACS) 11012014 111012015 EACH OCCURRENCE S 2,000,000
AMAGE 1O RENTED
CLAIMS-MADE OCCUR PREMISES (Fa oocurrence) | § 1,000,000
MED EXP (Any one person) 3 10,000
PERSONAL & ADV INJURY | 8 2,000,000
GENL AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $ 2,000,000
xJeouey [ 15B% [ Jioc PRODUCTS - COMP/OP AGG | § 2,000,000
OTHER: s
A | AUTOMOBILE LIABILITY BAP 9377126 11 1012004 [11012015 | COVBINED SINGLE LT | 1,000,000
X 1 ANY AUTO BODILY INJURY (Per psrson) | S
ALLOWNED ﬁ%iEgULED BODILY INJURY (PZ[: accident) | §
NON-OWNED PROPERTY DAMAGE
HIREDAUTOS | | AUTOS -{Per accident) $
[
UMBRELLA LIAB OCCUR E£ACH OCCURRENCE s
EXCESS LIAB CLAIMS-MADE AGGREGATE $
DED | I RETENTION $ $
WORKERS COMPENSATION PER OTH-
AND EMPLOYERS' LIABILITY YIN [Sfhre | [
ANY PROPRIETOR/PARTNERIEXECUTIVE E.L. EACH ACCIDENT $
OFFICER/MEMBER EXCLUDED? D NiA
{Mandatory in NH) E.L. DISEASE - EA EMPLOYEE] 8
If yes, describe under
DESCRIPTION OF OPERATIONS below £.L. DISEASE - POLICY UMIT | $
C |IL-EXCESSWC 5P 4051838 110172014 117012015 | WORKERS COMP: STATUTORY
SIR: $450,000 EMPLOYERS LIABILITY $1,000,000

DESCRIPTION OF OPERATIONS / LOCATIONS / VERICLES (ACORD 101, Additional Remarks Schedule, may be sttached if more space is required)
RE: PROFESSIONAL SERVICES 15-18-14008
COUNTY CF COOK IS AN ADDITIONAL INSURED ON A PRIMARY, NON-CONTRIBUTORY BASIS ON THE COMMERCIAL GENERAL LIABILITY POLICY WHEN REQUIRED BY WRITTEN AGREEMENT.
COUNTY OF COOK IS AN ADDITIONAL INSURED ON THE AUTO LIABILITY POLICY WHEN REQUIRED BY WRITTEN AGREEMENT. COMMERCIAL GENERAL LIABILITY, AUTO LIABILITY AND WORKERS'
COMPENSATION POLICIES PROVIDE A WAIVER OF SUBROGATION WHEN REQUIRED BY WRITTEN AGREEMENT.

CERTIFICATE HOLDER

CANCELLATION

COUNTY OF COOK, COOK COUNTY
OFFICE OF THE CHIEF PROCUREMENT OFFICER

118 N, CLARK ST., ROOM 1018
CHICAGO, IL 60602

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRESENTATIVE
of Marsh USA inc.

Manashi Mukherjee Marmpord Sastonardes

ACORD 25 (2014/01)

© 1988-2014 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD




® - . - - P : DATE (MM/DDIYYYY}

ACORD CERTIFICATE OF LIABILITY INSURANCE 0812012015

THIS CERTIFICATE (S ISSUED AS A MATTER OF INFORMATION 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: If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must be endeorsed. |f SUBROGATION IS WAIVED, subject to
the terms and conditions of the policy, certain policies may require an endorsement. A statement on this certificate does not confer rights to the
certificate holder in lieu of such endorsement(s).

PRODUCER CONT}_\CT
MARSH USA INC. gﬁ"gEE AR —
540 W. MADISON . {AJC, No, Exty: {AIC, No):
CHICAGO, IL 60661 EMAL o
Attn: Healthcare AccountsCSS@marsh.com/FAX: 212-948-1307  [ERwesss *
INSURER(S) AFFORDING COVERAGE NAIC #
J05515-PL.-PL-15-16 ] INSURER 4 : Travelers Casualty and Surety Company of Amesica 31194
INSURED R
HEALTH CARE SERVICE CORP. INSURER B ;
ANDITS SUBSIDIARIES INSURER C ;
300 EAST RANDOLPH STREET .
CHICAGO, IL 60601-5655 INSURERD :
INSURER E @
INSURERF :
COVERAGES CERTIFICATE NUMBER: CHH-006393566-01 REVISION NUMBER:1

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE 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. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

NSR ADDLSUBR] POLICY EFF | POLICY EXP
LTR TYPE OF INSURANCE m_gri;m POLICY NUMBER MMIDDYYYY) | {MIAIDDIYYYY) LIMITS
COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE $
DAMAGE TO RENTED
CLAIMS-MADE OCCUR PREMISES (Ea occurrence) | §
I MED EXP (Any one person) $
|| PERSONAL & ADVINJURY | §
| GEN'. AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $
POLICY S __Joc PRODUCTS - COMPIOP AGG | §
OTHER: $
TOMBINED SINGLE LIMIT
-'Itl:l_TOMOBILE LIABILITY | (E2 accident) 3
ANY AUTO BODILY INJURY {Per person) | $
ALL OWNED ) SCHEDULED i
|| AUTOS AUTOS BODILY INJURY {Per accident} | § B
) NON-OWNED PROPERTY DAMAGE s
HIRED AUTOS AUTOS _{Per accident)
$
UMBRELLA LIAB OCCUR EACH OCCURRENCE $
EXCESSLIAB CLAIMS-MADE AGGREGATE $
e | | mevenTions et
WORKERS COMPENSATION PER oTH-
AND EMPLOYERS' LIABILITY . STATUTE ] l £R
ANY PROPRIETOR/PARTNER/EXECUTIVE £.1. EACH ACCIDENT s
OFFICERMEMBER EXCLUDED? E’ NiA
(Mandatory in NH) E.L. DISEASE - EA EMPLOYEE! $
If yes, describe under
DESCRIPTION OF OPERATIONS balow E.L. DISEASE - POLICY LIMIT | §
A | PROFESSIONAL LIABILITY/ERO 103996357 01/01/2015 0110172016 LIMIT OF LIABILITY $5,000,000

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES {ACORD 101, Additional Remarks Schedule, may be attached if more space is required)
RE: PROFESSIONAL SERVICES 15-18-14008

CERTIFICATE HOLDER CANCELLATION

COUNTY OF COOK, COOK COUNTY | SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
OFFICE OF THE CHIEF PROCUREMENT OFFICER THE EXPIRATION DATE THEREOF, NOTCE WLl BE DELIVERED IN

118 N. CLARK ST., ROOM 1018 ACCORDANCE WITH THE POLICY PROVISIONS.
CHICAGOQ, IL 60602

AUTHORIZED REPRESENTATIVE
of Marsh USA Inc.

| Manashi Mukherjee Monoors - SMaalenardes

© 1988-2014 ACORD CORPORATION. Al rights reserved.
ACORD 25 (2014/01) The ACORD name and logo are registered marks of ACORD



Contract No. 1518-14008
Employer Sponsored Health Insurance Benefits

EXHIBIT 6

HMO Cost Plus Group Administration Document



= BlueCross BlueShield
VAQ of Minois

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 POLICY
The entire Policy and changes to the Policy are comprised of:

e This Group Administration Document;
* The Professional Service Agreement (the “Agreement”)
* The Certificate Booklet(s);
e The Benefit Program Application;
e The Benefit Program Application Change Form, if any;
e The Individual Applications, if any;
* The benefit program and premium notification letter, if any;
e The applicable rate summary(ies), if any; and

e 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 Independent Licensee of the Blue Cross and Blue Shield Association

1

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.

Il. CERTIFICATE BOOKLETS

The Plan will issue a Certificate Booklet directly to the Enroliees; 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.

lll. PAYMENT PROVISIONS

The payment method (“Post Payment or Transfer Payment”) is specified on the Benefit Program
Application or other appropriate document.

A. Post Payment

In 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

In 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. If 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 (i) 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. In 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 IlI.H. below for additional taxes and fee information. In addition to the
provisions of this Section 1iI.C., the Plan also reserves the rights in Section Ill.H.

D. Claim Settiements

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 ¢. above shall be referred to as the Claim Settlement Total.

2. If, within the Claim Settlement Period, the Claim Settiement 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. If 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 defauit to cure.

3. If 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 and; 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 I11.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. [Intentionally Omitted]

2. [intentionally Omitted]

3. If 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 Enroliees. 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 or the 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. In the event of such
termination the Policyholder agrees to notify all Enrollees in accordance with the
provisions of Section III.F.3.

2. The Policyholder hereby acknowledges that on the date of termination of the Policy in
accordance with the provisions of either Sections IIl.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

In consideration of Plan's continuing to make Claim Payments in accordance with Section
Il.LE. above, the Policyholder shall continue to make Post Payments after the date of
termination of this Group Administration Document for Claims incurred prior to the
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. If 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

In consideration of Plan's continuing to make Claim Payments in accordance with Section
Il.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”).
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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 111.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. If 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. If the age of a Covered Person under the Policy upon which a particular premium is based has
been misstated, the Policyholder shall be responsibie 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. If 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 Insurer 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
Insurer Fees and the Reinsurance Fees.

IV. GENERAL PROVISIONS

A. The Plan's Separate Financial Arrangements 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 arangement 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
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services, by discount or otherwise, or may receive from Plan Providers other substantial
alliowances 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. 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 Financial Arrangements 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 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.

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 Policyhoider 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. 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 “Inter-Plan Arrangements.” These Inter-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 Inter-Plan Arrangements. The Inter-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”). In 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 Inter-
Plan Arrangements, unless authorized by the Covered Person’s Primary Care Physician
(“PCP”). Any other services will not be covered when processed through any Inter-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 Inter-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:

If 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 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.
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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. If recovery amounts are passed on a claim-by-claim basis
from a Host Blue to the Plan, they will be credited to Policyholder account.

In 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 Information
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If Covered Persons are outside the United States, the Commonwealth of Puerto Rico and
the U.S. Virgin Islands (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 Islands 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 Islands,
the Covered Persons will typically have to pay the Providers and submit the claims
themselves to obtain reimbursement for these services.

Inpatient Services

In 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. In 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 BlueCard 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 International 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. If 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 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 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. It 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)
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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. It 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.

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.

E. 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.

F. Termination of a Covered Person's Coverage

1.
2.

The termination date specified by the Insured, if the Insured provides reasonable notice.

If 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.

if 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.

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.

Termination of the Policy automatically terminates all the coverages of all Covered
Persons. It 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.

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.

If 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.

G. Disenrollment with a Participating IPA
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A Participating IPA may request that an Enrollee be removed from the rolls of that Participating
IPA. Such request must be made to the Plan, in writing, and specify the reasons for the
request. In 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 IPA, the Enrollee will
be offered, within thirty (30) days of Plan acceptance of the request for removal, enroliment in
any other Participating IPA (with capacity to receive such enroliment) or enroliment 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 IPA, 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.

H. Failure of a Participating IPA to Perform Under Its Contract

In 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 enroliment, 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 enroliment 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 Randoiph
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. If such forms are not furnished within fifteen (15) days of
the Plan's receipt of such request, the Enroliee 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.

J. 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. In 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.

K. 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. It 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.

L. 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.

M. 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. In
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 entittement. This is the case regardiess
of the number of employees employed by the employer or whether the
individual has “current employment status.”
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ii. In 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.” If 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. In 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.” If the GHP is a muiti-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 consuilted.

Application of the statute depends not only on the size of the employer but aiso, 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 Information System
Improved Information Gathering:
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In 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.

Information on Medicare-Eligible Covered Persons
* Beneficiary Name
¢ Date of Birth
s Sex
e Social Security Number
¢ Health Insurance Claim Number (e.g., Medicare Number)

e Relationship to Insured (e.g., Insured, spouse of Insured, child of Insured,
other relationship to Insured)

¢ Reason for Medicare Entitlement (e.g., age, disability or ESRD)

¢ Information on Insured

¢ Insured Name

e Social Security Number

¢ Individual Certificate Number of Insured

¢ Current Employment/Retirement Status

e Coverage Effective Date

¢ Coverage Termination Date

e Group Plan Number

e Benefits Provided (e.g., Hospital only, medical benefits only)

e Coverage (e.g., individual, family, family but not spouse)
Information on the Policyholder/Employer

e Name and address of employer that pays the bill for 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. If the Plan does not receive such information from
the Policyhoider, 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 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 “Information 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 Income Security Act of 1974, as
amended (TERISA").

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 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.

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. Initial 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
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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.
In 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, inciuding but not limited to receiving subsidized
coverage under a qualified health plan through an Exchange. In 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. If 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.

P. 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.

Q. Incontestability

After the Policy has been in force two (2) years from the date of its issue, no statement of the
Policyholider, 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.

R. 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.

S. Physical Examinations and Autopsy
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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.

U. Reimbursement Provision

If an Insured or an Insured'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 Insured 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.

V. Right to Recover Overpayments

If 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.

W. 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

X. Information 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.
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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 iliness, 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 iliness, injury, Claim or Claims. In 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. It 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 ill.F. and G. above.
VI. 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 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 VII. 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 enroliment 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. 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;
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VIII.

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.

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

In 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. In 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.

In 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. In 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 consuitant and/or vendor to the Plan or from the Plan to the Policyholder
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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
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.

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 Identification numbers.

XIl. 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.

“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.

“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 IV.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 IV.A. of this Group Administration Document
regarding The Plan's Separate Financial Amrangements 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.

“Covered 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 Insured 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. If 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 weilfare 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.
“Individual Coverage” means coverage under the Policy for the Enrollee only.

“Individual Practice Association (IPA)”’ means a partnership, association, corporation or othgr
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.

“Insured” means the Enroliee.

“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 XVIII 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 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.
“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.

“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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Xiil.

Form, if any; the applicable rate summary(ies), if any; and the Individual Applications, if any, of the
Enrollees, and the Individual Applications, if any, of the Enroliees.

“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 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 Insurer 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.

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. It does not include Insureds 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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BlueCross BlueShield
of Mlinois
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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 Illinois, 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

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 Individual 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 of the Blue Cross and Blue Shield Association
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Il. 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.

lll. PREMIUM PROVISIONS
A. Premium Rates

1. On the Effective Date of Policy, the Individual 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
Individual 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. If 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. If 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 Computation

1. The premium payment due for the Policy on any premium due date is the
aggregate amount composed of the Individual 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;

c. Whenever the benefits under the Policy are changed;

d. 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. If 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.

. Premium rates are based upon the amount of taxes, fees, Surcharges or other
amounts currently in effect by various governmental agencies. If 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 Insurer
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. In 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
Insurer Fees and the Reinsurance Fees.

D. Grace Period and Termination for Non-Payment

. 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,
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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. If 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 otherwise 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. If 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 Financial Arrangements 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 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 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.

B. The Plan's Separate Financial Arrangements 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, and all required
Copayment and Coinsurance amounts under this Policy shall be caiculated 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 otherwise.

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 otherwise.

C. INTER-PLAN ARRANGEMENTS
1. Out-of-Area Services

Blue Cross and Blue Shield of llinois, 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 “Inter-Plan
Arrangements.” These Inter-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 Inter-Plan Arrangements. The Inter-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”). In 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 Inter-Plan Arrangements, unless authorized by the
Covered Person’s Primary Care Physician (‘PCP”). Any other services will not be
covered when processed through any Inter-Plan Arrangements, unless authorized
by the Covered Person’s Primary Care Physician (“PCP”) or Women's Principal
Heaith Care Provider (“WPHCP”).

2. BlueCard® Program

The BlueCard® Program is an Inter-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 fulfiling 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:
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If 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.

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 heailthcare Provider contracts. The negotiated price

made available to the Plan by the Host Blue may represent one of the
foliowing::

M 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. If
recovery amounts are passed on a claim-by-claim basis from a Host Blue



to the Plan, they will be credited to Policyhoider account.

In 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 Information

If Covered Persons are outside the United States, the Commonweaith of Puerto
Rico and the U.S. Virgin Islands (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 Islands 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 Islands,
the Covered Persons will typically have to pay the Providers and submit the claims
themselves to obtain reimbursement for these services.

Inpatient Services

In 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. In 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 Information

If Covered Persons are outside the United States, the Commonwealth of Puerto
Rico and the U.S. Virgin Islands (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 Islands 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 Islands,
the Covered Persons will typically have to pay the Providers and submit the claims
themselves to obtain reimbursement for these services.

Inpatient Services

In 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. In 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 BlueCard Worldwide Claim

When Covered Persons pay for Covered Services outside the BilueCard service
area, they must submit a claim to obtain reimbursement. For institutional and
professional claims, Covered Persons should complete a BlueCard Worldwide
International 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 BiueCard
Worldwide Service Center or online at www.bluecardworldwide.com. If 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. 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 Enroliees and
information required by the Plan to identify dual coverage situations which are
subject to Medicare Secondary Payer (“MSP”) laws. It 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 wouid 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. It 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. If 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.

E. 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.

F. Termination of a Covered Person's Coverage
1. If 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. If 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. It 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. If 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.

G. Disenroliment from a Participating IPA

A Participating IPA may request that an Enrollee be removed from the rolls of that
Participating IPA. Such request must be made to the Plan, in writing, and specify
the reasons for the request. In 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 IPA, the Enrollee will be offered, within thirty
(30) days of Plan acceptance of the request for removal, enroliment in any other
Participating IPA (with capacity to receive such enroliment) or enroliment 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 IPA, 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 Its Contract

In 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 enroliment, 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 enroliment 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.

I. 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. If 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.

J. 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.
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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. In 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.

K. 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. It 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.

L. 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.

M. 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. In 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. In 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.” If 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. Inthe 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.” If 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.

. 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
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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.
2. The New Information System
Improved Information Gathering:
In 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
enroliment 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.
Information on Medicare-Eligible Covered Persons
* Beneficiary Name
Date of Birth
Sex
Social Security Number
Health Insurance Claim Number (e.g., Medicare Number)
Relationship to Insured (e.g., Insured, spouse of insured, child of
Insured, other relationship to Insured)
» Reason for Medicare Entitlement (e.g., age, disability or ESRD)
Information on Insured
¢ Insured Name
Social Security Number
Individual Certificate Number of Insured
Current Employment/Retirement Status
Coverage Effective Date
Coverage Termination Date
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s Group Plan Number

» Benefits Provided (e.g., Hospital only, medical benefits only)

» Coverage (e.g., individual, family, family but not spouse)

Information on the Policyholder/Employer

* Name and address of employer that pays the bill for coverage
The Policyholder agrees that the Plan's abilty 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. If 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 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 “Information 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

Income Security Act of 1974, as amended ("'ERISA").

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 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.

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.

INITIAL 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. In 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. In 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. If 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.

P. Incontestability
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.

Q. 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.

R. 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.

S. Right To Recover Overpayments

If 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

T. 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.
U. Information 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
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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 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 iliness, injury, Claim or Claims, or (3) any benefits or
indemnity on account of such illness or injury or on account of any previous
iliness 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 iliness,
injury, Claim or Claims. In 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. It 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. In 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 Insureds 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). it will be the obligation of the
Policyholder and any Insured or former Insured (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 Insureds and former Insureds (if applicable) will be accompanied by
appropriate federal and state documentation, e.g., 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.

VIl. RENEWABILITY OF THE POLICY
The Policy shall be renewable with respect to all Covered Persons except in the
following instances:
Non-payment of required premiums;
A fraudulent act or practice or intentional misrepresentation by the Policyholder;
Noncompliance with the Plan's minimum participation requirements;
Noncompliance with the Plan's employer contribution requirements;
Termination of the benefit plan in accordance with Section VIIi., below;
Covered Persons' movement outside the Plan's service area; or
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.

OmMmmoow»

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 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).

IX. 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.

X. ELECTRONIC DATA AND DOCUMENTS
In 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. In 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.
in 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. In
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 IV. 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
otherwise 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.

Xl. 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 imprévement, 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 Identification numbers.

XIl. DEFINITIONS APPLICABLE TO THIS GROUP ADMINISTRATION 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 IV.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 Charge for Covered Services rendered to the Covered Person, irrespective of

any separate financial arrangement between the Plan and the particular Provider. (See

Section IV.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.

“Covered Person” means the Enrollee, and if Family Coverage is in force, the

Enrollee's dependents as follows:

(@) The Enrollee's legal spouse.

(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 Service” 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.

“Individual Coverage” means coverage under the Policy for the Enroliee only.

“Individual Practice Association (IPA)” 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.

“Insured” 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 XVIII 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. 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.

“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.

“Plan” 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 Individual 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.

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. It does not include
Insureds 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 Insured 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:

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;

The Individual Applications;

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.

CERTIFICATE BOOKLETS
The Plan will issue to the Policyholder, for delivery to each Insured, 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 Independent Licensee of the Blue Cross and Blue Shield Association
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lll. PREMIUM PROVISIONS

A. Premium Rates

1.

On the Effective Date of Policy, the Individual Coverage Premium (Insured only) and,
when applicable, the Family Coverage Premium (Insured 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 Individual 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.

If Insured 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. If Insured 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, 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 Individual and Family Coverage premiums for all Insureds

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.

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 enroliment fluctuates by ten percent (10%) 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

"0oQao
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3.

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.

If the age, tobacco use, or geographic location, number of family members, or other

factors, of a Covered Person under the Policy upon which a particuiar 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. If 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 Insurer 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 heaith insurer's net premiums from the preceding calendar year. in
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 Insurer 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, given adequate timely written notice
to the Plan that the Policy is to be terminated as of such premium due date. If 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

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.

If 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 Insureds, but the Plan will have no liability for any alleged or actual
misapplication of such excess.

IV. GENERAL PROVISIONS

A.

B.

The Plan’s Separate Financial Arrangements 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 Provider’s Eligible Charge
or Providers 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.

The Plan’s Separate Financial Arrangements 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 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 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. 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 “Inter-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 Inter-Plan
Arrangements. The Inter-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 and/or Blue Shield Licensee in
that other geographic area (“Host Blue”). In 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 Inter-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.
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. If recovery amounts are passed on a
claim-by-claim basis from a Host Blue to the Plan, they will be credited to
Policyholder’s account.
In 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

Instead of using the BlueCard Program, the Plan may process your covered
person claims for Covered Services through a negotiated arrangement.

If 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 ne
Plan
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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) In 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
In 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

If 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. Inter-Plan Programs: Federal/State Taxes/Surcharges/Fees

In some instances federal or state laws or regulations may impose a surcharge, tax or
other fee that applies to insured accounts. If applicable, the Plan will include any such
surcharge, tax or other fee in determining employer’s premium.

7. BlueCard Worldwide® Program

General Information

If covered persons are outside the United States, the Commonwealth of Puerto Rico
and the U.S. Virgin Islands (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 professiona! 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.

Inpatient Services
In 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 for their cost-share amounts/deductibles, coinsurance, etc.. In 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 inpatient services.

Submitting a BlueCard 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 International 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. If a covered person 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

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 Insureds and information required by the Plan to identify dual coverage situations
which are subject to Medicare Secondary Payer (‘MSP”) laws. It 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. The term “minor clerical
errors” as used herein does not include Policyholder errors which may materially affect an
individual's coverage under the policy. It 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. If 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 and/or inaccurate data
provided by the Policyholder or on the Policyholder's behalf to the Plan, or data furnished
by the Policyholder or on the Policyholder’s behalf to the Plan in a format not approved by
the Plan.

E. Termination of a Covered Person’s Coverage

1.

2.

The termination date specified by the Insured, if the Insured provides reasonable
notice.

If an Insured, with or without cause, ceases to be an Eligible Person, such Insured’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. '
If 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.

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.

Termination of the Policy automatically terminates all the coverages of all Covered
Persons. It 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.
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.

If 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 Insured or to mail such notice to the Insured’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, Hlinois, 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. '

Upon written request to the Plan, the Insured will be provided with the forms
necessary for filing Claims under the Policy. If such forms are not furnished within
fifteen (15) days of the Plan’s receipt of such request, the Insured 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,
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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.

G. 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. In 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. |t 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 shali in no
way be construed as a recommendation, referral or any other statement as to the
ability or quality of such Provider. In 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 Policyholder's ERISA Health Benefit Program.

Agency Relationships
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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.
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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. In
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 entittement. This is the case
regardless of the number of employees employed by the employer or whether
the individual has “current employment status.”

ii. In 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.” If 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).

.In 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.” If the GHP is a muilti-
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.

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.

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., “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 enrolied in “carve-out’ or “Medigap”
coverage under this Policy.

2. The New Information System

Improved information Gathering:

In 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 enrolliment 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.

Information on Medicare-Eligible Covered Persons

e Beneficiary Name

o Date of Birth

e Sex

e Social Security Number

¢ Health Insurance Claim Number (e.g., Medicare Number)

 Relationship to Insured (e.g., Insured, spouse of Insured, child of

Insured, other relationship to Insured)

» Reason for Medicare Entitlement (e.g., age, disability or ESRD)
Information on Insured

¢ Insured Name

» Social Security Number

¢ Individual Certificate Number of Insured

s Current Employment/Retirement Status

¢ Medicare Coverage Effective Date

* Medicare Coverage Termination Date

¢ Group Plan Number

 Benefits Provided (e.g., Hospital only, medical benefits only)

e Coverage (e.g., individual, family, family but not spouse)
Information 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. If 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 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 entitied “Information 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 Income Security Act

of 1974, as amended (“ERISA”).

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 heaith 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
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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.

L. INITIAL 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; (i) 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 Pian when a person
has satisfied the initial participation requirements and also meets the definition of a
Covered Person under the Policy. In 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. In 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.
If 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.

M. Incontestability
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 Insured 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.

N. Limitations of Actions

No civil action shall be brought to recover under the Policy or any |nd|V|duaI 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.

O. New Insureds
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R.

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

If an Insured or an Insured’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 Insured 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.

Information and Medical Records

1. Al 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 Shieid 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
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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. In 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. It 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.

Premium Rebates or Premium Abatements

Rebate. In 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 Insureds 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). It will be the obligation of the Policyholder and any
Insured or former Insured (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 Insureds and former Insureds (if applicable) will
be accompanied by appropriate federal and state documentation, e.g., 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.

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.

C.

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;

When the Policyholder has engaged in intentional fraud or made an intentional
misrepresentation of material fact under the terms of coverage;

When the Plan discontinues offering group coverage in the large group market and acts in
accordance with state laws, as described in Section VIl below.
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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; -
Noncompliance with the Plan’s employer participation and/or contribution requirements, if
any;

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 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.

Discontinuance of All 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.

VHI. 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.

IX. TERMINATION OF THE POLICY

A.

B.

The Policyholder may terminate this Group Administration Document and/or the ent_ire
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.

After the provisions of Article 9 (Events of Default, Remedies, Termination, Suspension,
anu ~ight to Offset) of the Agreement have been satisfied, the Policy will be terminated, at
the Plan’s opiion ior the ™_.icynolder'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
In 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. In 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 Insured. In 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. In 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 harmiess 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 IV. 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 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
Identification numbers.

XVII. 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 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 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 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 15% of such estimate, to
reflect related costs. (See provisions of this Group Administration Document regarding the
“PLAN'S SEPARATE FINANCIAL ARRANGEMENTS WITH PROVIDERS.”) In 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 entrles 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 Insured. 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 lIllinois Religious Freedom
Protection and Civil Union Act.

“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 IV.
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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 IV. (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.

“Covered Person” means the Insured, and if Family Coverage is in force, the Insured's

dependents as follows:

(a) The Insured’s legal spouse, Domestic Partner, if indicated on the BPA, or party to a Civil
Union.

(b) The children of the Insured or the Insured’s legal spouse, Domestic Partner, or a party to a
Civil Union, including newborn children, eligible foster children, children who are under the
Insured'’s legal guardianship, children who are in the custody of the Insured pursuant to an
interim court order of adoption or placement of adoption, whichever occurs first, vesting
temporary care of the children in the Insured, 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
Insured 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. If 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 Insured 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;
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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 Insured becomes eligible for coverage under

the Policy.

“Family Coverage” means coverage for an Insured 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 and/or other appropriate document.

“Individual Coverage” means coverage under the Policy for the Insured only.

“Insured” 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, Insured 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 Bene