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BOARD OF' COUNTY COMMISSIONERS
SARPY COUNTY. NEBRASKA \3 /oooTab

RESOLUTION APPROVING AGREEMENTS WITII BLUE CROSS BLUE SHIELD OF NEBTTASKA

AI\D EMPLOYEE BENEFIT SYSTEMS FOR EMPLOYEE HEALTH INSURANCE

WHEREAS, pursuant to Neb. Rev. Stat. $23-104(6) (Reissue 2012), the County has the power to do all

acts in relation to the concerns of the county necessary to the exercise of its corporate powers;

WHEREAS, pursuant to Neb. Rev. Stat. $23-103 (Reissue 2012), the powers of the County as a body

are exercised by the County Board;

WHEREAS, the County of Sarpy desires to enter into a Master Group Application agreement with Blue

Cross Blue Shield of Nebraska effective July 1, 2013 through June 30,2014 for the purpose of providing health

insurance for county employees, retirees and individuals receiving COBRA, as outlined in the agreement

attached hereto as Exhibit A;

WHEREAS, the County of Sarpy desires to renew its Third Party Administration and Service

Agreement with Employee Benefit Systems effective July 1, 2013 through June 30,2014 for the purpose of
providing administrative services associated with the County's partial self-funded health plan, as outlined in the

agreement attached hereto as Exhibit B; and,

WHEREAS, said attached agreements with Blue Cross Blue Shield of Nebraska and Employee Benefit

Systems are for unique, non-competitive and professional services and are in the best interests of the citizens of
Sarpy County; and,

NOW, THEREFORE, BE IT RESOLVED by the Sarpy County Board of Commissioners that this Board

hereby approves and adopts the Master Group Application agreement with Blue Cross Blue Shield of Nebraska,

effective July I ,2013 through June 30, 2014, a copy of which is attached as Exhibit A.

BE IT FURTHER RESOLVED by the Sarpy County Board of Commissioners that this Board hereby

approves and adopts the renewal Third Party Administration and Services Agreement with Employee Benefit

Systems, effective July I ,2013 through June 30, 2074, a copy of which is attached as Exhibit B.

BE IT FURTHER RESOLVED that the Chairman of this Board, together with the County Clerk, is

hereby authorized to sign on behalf of this Board the contracts with Blue Cross Blue Shield of Nebraska and

Employee Benefit Systems, copies of which are attached, and any other related documents, the same being

approved by the Board.

The above Resolution was approved by a vote of the Sarpy Countv Board of Commissioners at a public
. 1,,1.,1^-'1,{ ;- ^^^^*A^^-^.',.i11" annlino}..|c larxr nn fhe I lh dav ofuly held in accordance with applicable law on the l(r4 daYoft/

,2013.

dl:t:lr \8i Att5i '..-1.tr i"#
SEAL...Tg

County Clerk



Sanpv Courqrv Hunaeru ResouRCEs

MEMORANDUM

To: County Commissioners

From: Karen Buche, Human Resources Director

Date: June 7, 2013

Subject: lnsurance Plan Renewals

It is once again time for the annual health insurance agreement with Blue Cross and Blue

Shield for the County's PPO Plan as well as the annual renewal with Employee Benefit
Systems (EBS) for third-party administrative services for the deductible and out-of-pocket
maximum for the partially self-funded plan.

As a result of the plan design changes and low claims experience, the rate adjustment
inclusive of the Patient Protection and Affordability Care Act (PPACA) is a reduction of
6.6%. This reduction maintains the 25% funding rate for the partially self-funded plan.

New this year are three mandatory fees required by the PPACA. These fees account for
approximately 1 .7o/o of the Plan's total premium. The specific fees and their costs are as

follows: 1) Transitional Reinsurance Fee of $36,131 ; Annual Health lnsurer Fee of

$54,304; and Patient Centered Outcomes Research lnstitute (PCORI) Fee of $2,398.
These costs encompass half the plan year covering the months of January through June

2014. With the 2015 plan year, these costs will double as they will be for a full plan year
plus the PCORI Fee increases from $1 to $2 per average number of lives covered.

ln addition to the health insurance, the County's Dental lnsurance contract with Metlife
expires June 30. Mike Williams of Williams-Deras conducted a market review and was

able to negotiate a slight increase of 3oh, which is very competitive. With the dental
renewal, Mike was also able to garner a 2-year rate lock along with additional rate locks on

the County's other Metlife products: Life/AD&D (2-year rate lock) and Long-term Disability
(3-year rate lock).

As open enrollment is scheduled for June 12th through June 25th, I respectfully request the
Board's approval by Resolution of the Blue Cross Blue Shield and Employee Benefit
Systems agreements as well as the approval by Resolution of the MetLife insurance
agreement.

As always, if you have any questions, please contact me at 593-4485 or Mike Williams at

402-398-9898.

Thank you.



EXHIBIT A

r@ Wil 3iK"H?:t-iueShierd
MASTER GRO IJP APPLICATION

(rNsuRED)
tu Indepadfil Li€0s of the Blw CrG end Blu. Shield As6ation

I new Group

I rutty lnsured

Group No. 300074

E Revision

Market Affiliation Code: 3349 Rate Pool Code. 0000 NAICS: 922110

A. ApplicanVEmPloYer

Address 1261 Golden Gate Dr ste 4E P-?plllion %
(Street) e)

Billing Address (if different)

X Renewal

E Minimum Premlum

Roll No X Roll Listing Attached

Effective Date: The Master Group Contract shall be effective on 07tO1l2O13 . ("Effective Date") provided this

Application is accepted by Blue Cross and Blue Shield of Nebraska ("BCBSNE'), and payment of the charges is made as

provided in the Maste, irorp Application ("Application"). Changeg in the terms of this Application may only be made

during the anniversary month oi in" er""tive'Date, ,nl"rr prioi acasruE approval is obtained for an off-anniversary

change.

Group Leader/Group Health Plan Primary contact (Name) Karen Buche

(Title) HR Director

(Phone) 402-593-4485

(FAX) +92-ffi3-il91

(E-mail) kbuche@sarPY.9-om

Employer (Tax) ldentification Number (ElN) 47-6006504

B. Names of subsidiaries or affiliated organizations to be included (must be majority-owned - 51% or greater):

ls the Group Health ptan subject to the Employee Retirement lncome Security Aclof 1974 (ERISA)? ! Yes X No

ls the Group Health plan subject to the Consolidated Omnibus Reconciliation Act (COBRA), as amended, during this

calendar year? X Yes E No

lf yes, does the Group have a COBRA Administrator? X Yes tr No

Please provide name of the COBRA Administrator: Pavflex

c.

D.

3066 Rev. 712012



E.

F.

G.

Does the Applicant authorize BCBSNE to administer dependent coverage requests involving court-ordered alternate

recipients, which will include reviewing and determining dependent coverage and notifications required by oBRA'93

regarding aualified Medical Child Sup-port Orders (OMSCO)? X Yes E No

Does the Applicant authorize BCBSNE to provide Certificates of Creditable Coverage to eligible

employeesidependents as provided by law? X yes E No

Does the Applicant have an HSA Administrator? E Ves X trto lf yes, identify the vendor below:

E aNY Mellon (01) E uS Bank (02) E otner

(lf BNY Melton or us Bank is selected, attach completed HSA Employer Setup Form)

H. Does the Applicant have an HRA Administrator? Yes x No E lf yes, identify the vendor:

ICypress(31)!HlioRmerican(32)XEes(e+)EFirstConcord(3s)

E lnree Rivers (37) E Other

(lnternal use only: load vendor code and rider GEX219)

L Employee Data: The following is from and agrees with your payroll and personnel records:

1. Total employees on the payroll (includes full-time, parttime, leased employees):

2. Total eligible employees on the payroll on the effective date of the contract

3. Eligible employees not enrolling due to coverage

a. Number of employees withtreditable coverage (Medicare, Medicaid, Spousal coverage)

b. Number of employees with individual coverage

c. Number of employees not enrolling due to cost or other reasons

4.EligibleemployeesenrollingontheeffectivedateoftheContract

5. Persons on COBRA or State Continuation Coverage

J. Other APPlicant lnformation:

Total

LA9,

1

A. An employee working a minimum of 30 hours per week (must be at least 17 %) on a regular calendar year basis

will be eligible for coverage on the croup's nexi due date after such employee has completed an eligibility

(probationaryl *rlting p"rioo of " days of service,. and completes the applicable enrollment form' To remain

eligible, the employee must continue to work the minimum number of hours per week required. lf the Applicant

includes Subgroups, the Subgroup application shall indicate the eligibility (probationary) waiting period, and the

minimum number of hours necessary for eligibility'

lf an otherwise eligible employee is not actively at work on the effective date for other than personal health

reasons, 
"ou.rug""fo,. 

that employee will go into effect on the Group's next due date following his/her return to active

employment, subject to the receipt of ai enrollment form within 31 days of the return-to-work date' As of the

effective date indicated above, there are 0 such employees not actively working. (Attach list of names and

corresponding social security numbers')

For dependents who apply for coverage at the same time as the eligible employee, coverage will become effective

on the same daY as the emPloYee.

3066 Rev. 712012



B.

c.

Other eligibility provisions: Active em will be effective the first of the month date of hire. lf

hired on the first of the month, effective date will be date of hire. Elected officials and chief deputies will be effective

immediately upon taking office.

Retirees eligible? [ yes E No. (Attach list of retirees and copy of Retirement Program descrrbing plan eligibility

requirements and contribution toward the monthly charges')

Enrollment Options - Membership Units: (Check allthat apply)

Standard MembershiP Units

X Singte - EmPloYee OnlY

X Employee & SPouse

I Employee & Children

I Family

Alternate MembershiP Tiers

I Employee & One DePendent

E EmPloYee & Two or More DePendents

Other Enrollment Provisions:

D' Waiting Periods for Pre-Existing Gonditions (Health Goverage):

lnitial Enrollment of the Group E Waived E Enforced

(For groups with 9g or less enroiling, waiver applies only to those covered under the prior group contract. Attach prior billing')

Other Waiting Period Provisions:

BCBSNE in a timelY manner'

Note: pre-existing condition waiting periods are not applicable to individuals under age '1 9'

E. Late Enrollment: Late enrollment is onry ailowed during the open enrollment period, which is the month prior to the

annual renewal date. Enrollment Forms must be slgned by the last day of open enrollment and must be received by

Other provisions:

F. Other EligibilitY Provisions:

Endorsement Title or
Description of Provision

Endorsement Number Medical Dental

tr
tr

3066 Rev. 712012



A. Do you, as the employer, fund a portion of the employee's deductible and/or coinsurance liability on any option

offeied? X Yes fl No
lf yes, please Provide the amount funded and applicable option: $2500 ind/ $5000 Fam lN-Network only

Please indicate the premium and employer's contribution to premium by completing the App--Att'Employer

contribution and Monthly charges Form. The App-Att-Employer contribution and Monthly charges Form

must be completed and attached to this Application'

It is understood that the amount shown as employer contribution will be paid by you without charge to the eligible

employees and the remainder collected by you from the eligible employees by payroll deduction and remitted monthly

to BCBSNE.

The monthly charges will not change prior to 97/01,/20,J 
4 , ,, , ,, ,,--, -^--, This rate guarantee

andcontinuationofCoVerageissubjecttonderwritingguidelines,
including minimum requirem;nts for pirticipation and contribution. lf the number of covered employees increases or

decreases 5yo or more, or the terms of the bontract are changed, BCBSNE reserves the right to change the rates'

B.

C.

As part of BCBSNE,s compliance with the patient protection and Affordable care Act, BCBSNE must collect information

on group size in order to calculate and report medical loss ratios. On average, how many employees did you employ

during the calendar year prior to the Effective Date written above? This total should include full-time, part{ime, and

seasonal employees, but exclude independent contractors. lf your company has affiliated parent or sister companies that

are members of the same control group for IRS reporting purposes, all employees in all the affiliated companies should be

included in your total, whether or not the affiliated companies have coverage with BCBSNE'

Other provisions:

50 or Fewer
51 or More

BCBSNE is required to collect information in order to properly pay claims for your employees who are eligible for

Medicare benefits. ln accordance with Medicare law, depending on the current employment status of your employee

and/or employer size, BCBSNE may be required to pay primary to Medicare for certain group health benefits, regardless

of an employee's or dependent's entitlement to Medicare'

A. Employee lnformation: Do you have employees or covered dependents enrolled in your group health plan who

also currenily have Medicare coverage or wno are turning 65 this year? X} Yes E No [(lf yes, please attach a

list of covered employees and dependents who currently have Medicare or who are turning 65 this year')

B. Employer lnformation: When responding to questions 1 through 3 below, include full-time, part-time' leased

and seasonal employees, but exclude independent contractors. lf your company has affiliated parent or sister

companies that are members of the same control group for IRS reporting purposes, all employees in all the

affiliated companies should be included in your total, whether or not the affiliated companies have coverage with

BCBSNE.

1 . Do you have 20 or more employees for 20 or more calendar weeks during the current calendar year?

X yes D ruo tt yes, please provide the date this threshold was reached O710112007

2. Did you have 20 or more employees for 20 or more calendar weeks during the previous calendar year?

X Ves E trto tt yes, please provide the date this threshold was reach ed 0710112007

3066 Rev. 712012
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lael.rerrr DESTGNS - covERAGE ELEcrloN

The Benefit plan Design options are described in the Application Attachment Forms, as identified below.

3. Did you have 100 or more employees during 50 percent of your business days during the previous calendar

year? XYes nNo

please indicate the Benefit Plan Design(s) requested by marking the applicable box(es) below, and complete the

appropriate Attachment Form(s). The applicable Attachment Form(s) must be attached to this Application.

PPO Options - APP-AII-A
HSA-HDHP Options - APP-Att-B
Rx Nebraska Prescription Drug Program - App-Att-C
Dental Coverage - APP-Att-D
Group Medicare Supplemental - Retirees Only - App-Att-E
Three Tier PPO OPtions - APP-Att-l
Three Tier HSA-HDHP Options - App-Att-J
4718A - Benefit Schedule Attachment

Other Benefit Plan Design 1 PPO Plan, Endorsement Sumryary

tr
D
x
tr
n
tr
tr
trx

Please describe:

The HIpAA privacy Rules provide that the Group Health Plan ("GHP") is a separate legal entity from the EmployeriPlan

Sponsor. ln compliance with the HIPAA Privacy Rules, it is necessary to designate Authorized Plan Contacts for the

GHP.

The GHp primary Contact is indicated on page 1 of this Application. The GHP Primary Contact serves as BCBSNE's

primary contact for the GHp, and may also designate additional Authorized Plan Contacts for the GHP. The GHP Primary

bontact shall notify BCBSNE of any additions or deletions to the following list, by noting changes/additions below.

We will automatically include your GHP's Agent of Record as one of your Authorized Plan Contacts. lf you choose not to

have the GHP's Agent of Record authorized to receive this information, please check here: fl

ln addition, the following individuals may be given access to GHP information received from BCBSNE in accordance to

the requirements set forth within the HIPAA Privacy Rules.

Authorized Plan Contacts:

Reason for Change: New X Delete E

Reason for Change: New E Delete E
Email:

Name: Karen Buche

Name:

Title:

Reason for Change: New E Delete E

3066 Rev. 712012

Email:Name.
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BCBSNE will not release protected health information (.PHl") to fully insured groups, except as specifically agreed in

writing by BCBSNE, the GHP, and Employer/Plan Sponsor. When there is a written agreement, all disclosure of PHI from
BCBSNE shall be made to the GHP or an Authorized Plan Contact.

APPLICANT CERTIFICATION AND SIGNATURE

I have read and understand the provisions of this Application for a Master Group Contract and certify that all information
herein is true and accurate and agree to the provisions specified. I understand that if any information on this Application
is in conflict with the proposal, BCBSNE reserves the right to recalculate and change the rates previously proposed, or to
decline coverage. I understand the possible effect of canceling our current group plan coverage or administrative services
prior to receiving final approval from BCBSNE.

By signing this Application, I represent that I am authorized to obtain coverage on behalf of the Group Health
Plan.

Title Date t-\t-13

AGENT CERTIFICATION:

I certify that I have verified the information in this Application for a Master Group Contract with the records of the Applicant
and it is true and accurate to the best of my knowledge.

,,,," 6rokl4- Date b-tt - tzSignature

ACCEPTANCE BY BLUE CROSS AND BLUE SHIELD OF NEBRASKA:

n This Master Group Application is accepted.

tr This Master Group Application is accepted with the following changes:

vPUilDm,r_Rmlm
I rtle

The noted changes in this part are acceptable.

Signature of Applicant

Please sign both the original and the copy. Retain the copy and
Nebraska.

Date

return the original to Blue Cross and Blue Shield of

3066 Rev. 712012



Contract No.: Health

Endorsements:

FOR OFFICIAL USE ONLY

Dental Med' SuPP'

3066 Rev. 712012



UUfOnfrA SUMMARY OF BENEFITS & COVERAGE

APP-ATT-Summary of Benefits & Coverage (SBC)

contract Form No. 96-067 I 01/11 Group-Roll No. 300074, ALI

ln compliance with the patient protection and Affordable Care Act, beginning September 23, 2012, BCBSNE will make

available to the Group Leader/Group Health Plan Primary contact the Gto'p's Uniform summary of Benefits and

Coverage (SBC).

The Group, on behalf of itself and any of its Subgroups, acknowledges that it has:

X Received a copy of the SBC for the Group Health Plan; or

E Been given information about how to the access the SBC online'

The Group, on behalf of itself and any of its Subgroups, acknowledges and agrees as follows: (1)that it will provide the

SBc to all active and eligible employees and the"ir dependents who'reside atLnother address (collectively "Employee"),

(2) agrees to provide tne sgc for all plan options available to the Employee; (3) agrees to provide the sBC in compliance

with any instructions provided by BCBSNE; and (4) agrees to provide information to BCBSNE upon request to show

compliance with this obligation.

The Group agrees to indemnify and hold BCBSNE harmless against any and all loss, damage, expenses, and penalties

imposed by law with respect to the Group's failure to provide Employees with the sBC as agreed to herein'

Other Provisions

3066 Rev. 712012
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Schedule of Benefits SummarY
Group Name: SarPy CountY Effective Date: July 01, 2013

Covered Services are reimbursed based on the Allowable Charge. BlueCross and BlueShield of Nebraska ln-network

providers have agreed to accept the benefit payment as payment in full, not Including deductible, coinsurance and/or

copayment amounts and any charges for non-covered services, which are the Covered Person's responsibility' That

means that ln-network providers, under the terms of their contract with BlueCross and Blueshield, can't bill for

amounts over the Contracted Amount. Out-of-network Providers can bill for amounts over the Out-of-network

Deductible
(the amount the Covered Person pays each

Calendar Year for Covered Services before the

Coinsurance is payable)

o lndividual
r Family (Embedded*

Coinsurance
(the percentage amount the Covered Person must

pay for most Covered Services after the deductible

has been met)

. Covered Person Pays

Coinsurance Limit
(the maximum Coinsurance the Covered Person

must pay each Calendar Year.)

(this amount does not include the deductible or

copayments)
r lndividual
. Familv (Embedded*)

511,900
s23,8oo

Deductible and Coinsurance Limit

(combination of the deductible and coinsurance

amounts only; does not include any copayments

or amounts not covered bY the Plan)

lndividual

Once the annual Coinsurance Limit or the combined Deductible and Coinsurance Limit is reached, most Covered

services are payable by the plan at loo%for the rest of the calendar Year.

*Embedded Deductible and/or Coinsurance - Embedded Deductible means that family members may combine their

covered expenses to satisfy the required calendar year deductible. However, no one family member contributes more

than the individual deductible amount. Embedded Family Coinsurance means family members may combine their

covered expense to satisfy the family Coinsurance Limit. No one family member contributes more than the individual

Coinsurance Limit to satisfy the family's Coinsurance Limit'

98-440 1./2011

Sarpy County 54,000 Ol'01-201'3
36-0s4-01



Copayment(s) (copay(s)) aPPIY to:

o Physician Office
. Urgent Care Facility

o EmergencY Care

. AllerBY lnjections

The Copay amount varies by the type of Covered Service. Refer to the appropriate cate8ory for benefit information'

Copays do not aPPIY to:

o Deductible

r Coinsurance Limit; or

o Combined Deductible and

Coinsurance Limit

Copays will continue to apply, even once the Coinsurance Limit or the combined Deductible and Coinsurance Limit

for the year is reached.

A copay is a fixed dollar amount payable by the Covered Person for a Covered Service before any Deductible or

Coinsurance is applied. Copays do not accumulate/apply toward satisfaction of the Deductible or Coinsurance Limit'

98-4401'/201"7

Sarpy County 54,000 07-01-2013
36-054-01



Deductible and Coinsurance

Deductible and Coinsurance

Deductible and Coinsurance

$30 Copay

560 CoPaY

Applicable office visit coPaY

Physician Office

o Primary Care Physician Office Visit

r Specialist Physician Office Visit

o Other Covered Services and

supplies provided in the Physicians

Office (with or without an office

visit billed)

Deductible and Coinsurance$to Copay
Allergy lnjections and Serum (only

one copay apPlies Per daY Per
provider)

Deductible and CoinsuranceDeductible and Coinsurance. Other lnjections

idedbyaphysicianwhohasamajorityofhisorher

practice in internat or general medicine, obstetrics/gynecology, general pediatrics or family practice' A physician

assistant is covered in the same manner as a Primary care Physician.

Specialist physicionbenefits include the office visits provided by a physician who is not a Primary Care Physician'

office Visit Benefitsfor primary Care and Specialist Physician office Visit include office visits (including the initial

visit to diagnose pregnancy) and consultations'

other covered services Not port of the physicion office Benefit (Refer to the oppropriote category for benelit

informotion) include:Allergy lnjections & Serum; Other lnjections; Advanced Diagnostic lmaging (CT' MRI' MRA'

MRS, pET & SpECI scans and other Nuclear Medicine); Pregnancy Services; Preventive Services; Radiation therapy &

Chemotherapy; Surgery & Anesthesia; Therapy & Manipulations; Durable Medical Equipment; sleep studies;

Biofeedback; Psychological Evaluations, Assessments, and Testing'

Deductible and Coinsurance
Convenient Care/Retail Clinics (Quick Care)

Deductible and CoinsuranceUrgent Care Facility Services (a single copay

applies to each urgent care visit)

ln'network level of benefits

ln-network level of benefits
S100 Copay then Coinsurance

Coi nsu rance

Emergency Care Services (services received in

a Hospital emer6ency room setting)

. Facility

. ProfessionalServices
(Copayment is waived if admitted to the

ital within 24 hours for the same diagnosis)

Deduciibie anci CoinsuranceDeductible and Coinsurance

Outpatient Hospital or Facility Services

Service such as surgery, laboratory and

radiology, cardiac and pulmonary rehabilitation,

observation stays, and other services provided

on an outpatient basis

Deductible and CoinsuranceDeductible and Coinsurance

lnpatient Hospital or Facility Services

Service for room and board, diagnostic testing,

rehabilitation and other ancillary services

provided on an inPatient basis

98-440 t/2011
Sarpy County s4,000 o1-01-2013

36-054-01



Deductible and Coinsurance

Deductible and Coinsurance

Deductible and Coinsurance

Plan Pays 100%

Plan Pays 100%

Plan Pays 100%

Preventive Services

o Health Care Reform (HCR)

required preventive services (may

be subject to limits that include,

but are not limited to, age,

gender, and frequencY)

HCR required covered Preventive

services (outside of limits)

r Other covered preventive services

not required bY HCR

Coi nsurance

Deductible and Coinsurance

Same as any other illness

Plan PaYs 100%

Plan PaYs L00%

Same as anY other illness

lmmunizations
o Pediatric (uP to age 7)

r Age 7 and older
r Related to an illness

Deductible and CoinsuranceDeductible and Coinsurance

Deductible and Coinsurance

Deductible and Coinsurance

S30 CoPaY

Deductible and Coinsurance

o Office Services

o All Other OutPatient ltems &

Services

ln-network level of benefits

ln-network level of benefits
S100 Copay then Coinsurance

Coinsu ra nce

ir"tgency Care Services (services received in

a Hospital emerBency room setting)

o Facility

r ProfessionalServices
(Copayment is waived if admitted to the

hospital within 24 hours for the same diagnosis)

98'4401'/201.1'

Sarpy CountY 54,000 07-01''2013
35-054-01



Deductible and CoinsuranceDeductible and Coinsurance
Advanced Diagnostic lmaging (Cf, MRl, MRA,

MRS, PET & SPECT scans and other Nuclear

Medicine)

ln-network level of benefits

Deductible and Coinsurance
(ln-network level of benefits if

due to emergencY)

$too copay

Stoo Copay

Ambulance (to the nearest facility for

appropriate care)

. Ground Ambulance

r Air Ambulance

Deductible and CoinsuranceDeductible and Coinsurance

Deductible and CoinsuranceDeductible and CoinsuranceCochlear implants

Same as any other illnessSame as any other illness

Deductible and CoinsuranceDeductible and Coinsurance

Diabetic Services

Services include education, self-management

training, podiatric appliances and equipment'

Drugs Administered in an Outpatient Setting

(such as home, physician office and other

outpatient settings) I I

(NOTE: Some prescription drugs and covered services administered in an outpatient setting, other than a hospital

emergency room, are only payable under the Prescription Drug category' A list of these drugs and covered services

is available on the websit" ***.n"blosle!.luC.qenf or by contacting the Member Services DePartment'

Not Covered

Deductible and CoinsuranceDeductible and Coinsurance

Durable Medical Equipment and Supplies

(including Prosthetics)

(rental or purchase, whichever is least costly;

rental shall not exceed the cost of purchasing)

Deductible and CoinsuranceDeductible and Coinsurance

Eye Glasses or Contact Lenses

Only covered if required because of a change in

prescription as a result of intraocular surgery or

ocular injury (must be within 12 months of

surgery or injury)

Deductible and Coinsurance I Deductible and Coinsurance

Home Health Aide and Skilled Nursing

Home Health Aide (limited to 60 days per

Calendar Year)

Skilled Nursing Care (limited to 8 hours per day)

Deductible and CoinsuranceDeductible and CoinsuranceHome lnfusion TheraPY

Deductible and Coinsurance
Hospice Services (limited to a total of 180 days)

98-440 tl20L)-
sarpy county s4,000 o7-01'-2013

36-054-01

Deductible and Coinsurance



lndependent LaboratorY

o Diagnostic

o Preventive

Plan PaYs 100%

Same as Preventive Services ln-

network level of benefits

ln-network level of benefits

Same as Preventive Services ln-
network level of benefits

Infertility
r Services to diagnose

o Treatment to Promote fertilitY

Same as any other illness

Not Covered

Same as any other illness

Not Covered

Same as Substance

Dependence and Abuse

Not Covered

Same as Substance

Dependence and Abuse

Not Covered

Nicotine Addiction

o Medical services and theraPY

o Nicotine addiction classes &

alternative theraPY, such as

acupu nctu re

Obesity
a Non-surgical treatment

Surgical Treatmenta

Not Covered

Not Covered

Not Covered

Not Covered

Oral Surgery and Dentistry

Services such as, impacted wisdom teeth,

incision and drainage of abscesses, excision of

tumors and cysts and bone grafts to the jaw'

Dental treatment when due to an accidental

injury to naturally healthy teeth. (treatment

related to accidents must be provided within 12

months of the date of injury)

Deductible and Coinsurance Deductible and Coinsurance

Organ and Tissue TransPlantation Dcdrrctible and Coinsurance Deductible and Coinsurance

Deductible and Coinsurance
Ostomy SuPPlies

Deductible and Coinsurance

Physician Professional Services

lnpatlent and Outpatient servlces, such as,

surgery, surgical assistant, anesthesia, inpatient

hosoital visits and other non-surgical services

Deductible and Coinsurance

Pregnancy, Maternity and Newborn Care

Treatment of PregnancY
. PregnancY and maternitY

(PaYment for Prenatal and

Postnatal care is included in the

PaYment for the delivery)

r Newborn care

NOTE: Newborns are covered at birth, subject

to the plan's enrollment provi1en!-.-

^^1..^.:Ll^ ^^t a^;^.,,/1nro
ueuuLtlultr dllu uvrrrrur u'|rLL

Deductible and Coinsurance

Deductible and Coinsurance

Deductible and Coinsurance

Deductible and Coinsurance

Deductible and Coinsurance
Radiation Therapy and Chemotherapy

Radiotogy (x-ray) Services and other Diagnostic

Test
Deductible and Coinsurance Deductible and Coinsurance

98-440 t/20Lt
sarpv County 54,000 07-01'-201335-054-01



Rehabilitation Services - lnpatient Facility

(must follow within 90 days of discharge from

acute hospitalization)

Deductible and Coinsurance Deductible and Coinsurance

Rehabilitation Services

r Cardiac rehabilitation (limited to

18 sessions Per diagnosis during

the preceding four months of

certain cardiac diagnosis)

o PulmonaryRehabilitation(Chronic
lung disease is limited to 18

sessions per diagnosis, not to

exceed L8 sessions Per Calendar

Year. Lung, heart-lung transPlants

and lung volume are llmited to 18

sessions following referral and

prior to surgery Plus 18 sessions

within six months of discharge

from hospital following surgery.)

Deductible and Coinsurance

Deductible and Coinsurance

Deductible and Coinsurance

Deductible and Coinsurance

Renal Dialysis Deductible and Coinsurance Deductible and Coinsurance

Respiratory Care

(limited to 60 days per Calendar Year)
Deductible and Coinsurance Deductible and Coinsurance

Sexual Dysfunction Deductible and Coinsurance Deductible and Coinsurance

Skilled Nursing FacilitY

(limited to 60 days per Calendar Year)
Deductible and Coinsurance Deductible and Coinsurance

Sleep Studies (attended sleep study) Deductible and Coinsurance Deductible and Coinsurance

Temporomandibular and Craniomandibular

Joint Disorder (limited to a maximum of S2,500

while covered)

Deductible and Coinsurance Deductible and Coinsurance

Therapy & ManiPulations

. Physical, occupational or sPeech

therapy services, chiroPractic or

osteoPathic PhYsiotheraPY
(combined limit to 60 sessions Per

Calendar Year)

o Chiropractic or osteoPathic

manipulative treatments or

adjustments (combined limit to 30

sessions per Calendar Year)

Deductible and Coinsurance

Deductible and Coinsurance

Deductible and Coinsurance

Deductible and Coinsurance

Vision Exams

. Diagnostic (to diagnose an illness)

r Preventive (routine exam including

refraction) limited to one exam

Per Calendar Year

See Physician Office Service

See Preventive Service

See Physician Office Services

See Preventive Service

Wigs Not Covered Not Covered

All Other Covered Services Deductible and Coinsurance Deductible and Coinsurance

98-4401'/201'1'

Sarpy County 54,000 O7-01-2013
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Not Applicable

Not Applicable

Prescription Drug Deductible
(the amount the Covered Person pays each

Calendar Year for Covered Prescription Drugs

before the Prescription Drug Copayments are

applicable)

. lndividual

. Family

Retail - per 30-daY suPP|Y

r Generic drugs

o Formulary Brand Name Drugs

. Non-formulary Brand Name Drugs

NoTE:A90-daysupplyisavailableatanExtendedSupplyPharmacysubjeCtto3copays

$10 Copay

5+o Copay

S60 Copay

$10 Copay + 25% PenaltY

S40 Copay + 25% PenaltY

$60 Copay + 25% PenaltY

Not Covered

Not Covered

Not Covered

S30 Copay

Srzo Copay

$r8o Copay

Generic drugs

Formulary Brand Name Drugs

Non-formulary Brand Name Drugs

Mail order - Per 90-daY suPPlY

Not CoveredSame as Retail

Specialty Drugs
(to be considered in-network, specialty drugs

must be purchased through a designated

ty pharmacy after the first 2 fill

25% PenaltY

25%PenaltY

S10 Copay + 25% Penalty

$60 Copay + 25%PenallY

Plan Pays 100%

Plan Pays 100%

$10 Copay

Contraceptives
. Formulary

- Generic

- Brand Name

. Non-formulary
- Generic
- Brand Name

Nrnt l^nvprpd I Not Covered

lnfertility
FDA approved prescription drugs to promote

fertility

Plan Pays 100% I 25% PenaltY

Nicotine Addiction
FDA approved prescription drugs and over-the-

counter nicotine addiction drugs and deterrents

Not CoveredNot CoveredFDA approved PrescriPtion dru

please note: This Schedule of Benefits Summary is intended to provide you with a brief overvlew of your benefits' lt

is not a contract and should not be regarded as one. For more complete information aboutyour plan, including

benefits, exclusions and contract limitations, please refer to the master Eroup contract' ln the event there are

discrepancies between this document and the contract, the terms and conditions of the contract will govern'

98-4401'/20LL
sarpy County 54,000 o7-ot'2013

35-054-01



APP-ATT-C

RX Nebraska Prescription Drug Program

Contract Form No. 96-067-1 1/2011 Group - Roll No. 300074 - ALL Option 1

Standard Benefits - Covered and noncovered services as stated in Master Group Contract.

f lntegrated Benefits (RX applies to medical deductible and coinsurance limit)

Ensn Etigible Plan
ElfnOorsement 3-000831 f] Otner Endorsement

ENon HSA Eligible Plan

n Endorsement.

Deductible: E Yes X t'lo

A. Benefit Desiqn OPtions

RX Plan OPtions:

Ioptionr !option2 f]option3 Ioption4 Ioption5 troption6 troptionT EoptionS

Generics Plus Formulary: ! Option I E Option 10

Mailorder Benefits: ffi Yes E no

Maximum DaY SuPPIY: 
-Retail: X gO-Oay Supply E 

-Day 
Supply

Mail order (if applicable), X 90-Day Supply U 
-Day 

Supply

lndividual: E Yes X t'lo Amount: $.

Famity: E yes X No Amount: $..--[ Aggregate E Emueoded-

Calendar Year CopaymenUCoinsurance Maximum: E yes X ttlo Amount: $

lndividual: I Yes X ruo Amount: $

Familv: ! Yes X t'lo Amount: $Family E Aggregate E Embedded-X t'lo Amount: $

once copayment maximum is met for a year, benefits payable as follows:

Copayment/Coinsurance Amounts:

(lf lntegrated Benefits, the medical deductible applies prior to copay.)

Copav $ Coinsurance% Minimum $/% Maximum $/%

Retail and Mail Order:

ffi Generic = Tier 1: $10

fi Formulary Brand = fier 2 $40

X Non-Formulary Brand = Tier 3 $60

r Copayment is applicable per each 30 -day supply (retail); per each 30 -day supply (mail order)'

Fertility Drugs and Medicinals: E Yes X No [Endorsement 3-00019]

I Option 1 - $2,500 maximum

E Option 2 - 55.000 maximum

E Option 3 - $7,500 maximum

App-Att-C Rev. 1/2013 (Fl)



B. Specialtv Pharmacv Benefit
Applies to drugs onffi-$e-cirlty pharmacy drug list. Specialty medications are not available through mail order'

Siandard benefit always defaults to 30 day supply'

Mandatory Specialty pharmacy: Specialty Drugs must be purchased at an In-network Specialty Pharmacy' This

benefit allows two splcialty medication fills at any ln-network retail pharmacy'

Cost Share for SPecialtY PharmacY:

x g-tier Specialty Pharmacy Benefit E +-tier Specialty Pharmacy only

3-Tier specialty: X Same copay/coinsurance structure as retail tr Different copay/coinsurance structure

Gopav $ Coinsurance% Minimum $/% Maximum $/%

E Generic = Tier 1:

E FormularY Brand = fier 2

fl Non-Formulary Brand = Tier 3

OR

E SPecialty = Tier 4

C. pharmacv preauthorization prqgralns: Preauthorization is required for the Programs below' and for the

medications identified on the Prescription Drug Preauthorization list maintained on the BCBSNE website

www. ne bra ska bl ue. co m.

COX-2 lnhibitor Preauthorization Program

Proton Pump lnhibitor Therapy Preauthorization Program

Other: Diabetic Test Strip Preauthorization Proqram

D. Other Rx Nebraska or Cost-share Provisions:
RX is non-structured Plan

App-AttC Rev. 1/2013 (Fl)



APP-ATT.EMPLOYER CONTRIBUTION AND MONTHLY CHARGES FORM

controcl Form No. 96-067 I (01/11), Group-Roll No' 300074- ALL

EMPLOYER CONTRIBUTION AND MONTHLY CHARGES

tr pleose check this box if you ore only coniributing towords the cost of lhe employee only {single) roie f or oll tiers of

coveroge.

! For Heollh coveroge only: pleose check this box if the employer contribution is diff erent omong employees within

ihe some opiion. (For exomple, employer poys 85 percent of premium for employees eorning less thon $35'000; the

employer poys B0 percent for those moking 35,000 io $99,999; ond the employer poys 75 percent for those eorning

more ihon $l00,ooo.) If you checked this box, pleose describe ihe differenl employer contribution scenorios:

Oplion: I--P-PXS!-!--I

Employer Contribution

Option: [- -]

Employer Contribulion

Fixed
or Amounl

Tolol MonlhlY
Chorge

s5B7 .67

$1.443.99

$1 ,259.12

s\ .259.12

Fixed
or Amounl

Totol MonthlY
ChorgePercenlPercenl

90%x
x
x
x

I

.rl

Single

Fomily

Employee & SPouse

Employee & Child/ren
Employee & One
Dependeni
Employee & Two or
More Dependents

83%

Option: L I

Employer Conlribuiion
Fixed

Percent or Amounl

Oplion: L _l

Employer Coniribulion
Toiol Monthly
Chorge Percenl

Fixed
or Amouni

Totol Monihly
Chorge

u
f
Ll

fl

Single

Fomily

trmnln',aa R qn^r r(FL/r,P'v/eu

Employee & Child/ren
En rployee & One
Dependen't
Employee & Two or
l,.4ore Dependents

n

Olher Monthly Chorge or Conlribulion Provisions:

App-Ati-Employer Contribullon ond
Rev. 6/20'll

Monlhly Chorges Form



Blue Cross and Blue Shield of Nebraska

Endorsement SummarY

Group Name: Sarpv Countv Effective Dale A710112013

Market Affiliation Code: 3349 Group Number(s): -300074 Roll Number(s): 
-

ALL

Medical Contract No.: 96-067 I 1/2011 Dental Contract No.:

This form is intended to identify those endorsements that amend the Master Group contract of the group coverage described above

and should be considered a part of the Master Group Application'

please note, additional endorsements may be added as required for legal and/or contractual purposes

you will be notified of any adJitions after t'he Master Group Application processing is completed'

Endorsement
#

Title Applicable GrouP/Roll/
Ootion Number/Name

Medical HDHP Dental

3-001 66 RX NEBMSKA PRESCRIPTION DRUG

BENEFITS FOR EMERGENCY
CONTRACEPTIVES

All

3-00223 Payment for Out-of-Area Services
(GrouP Contracts)

Alt

3-001 89 butpatient Prescription Drug Excluston All

3-00005 lnternal Claims and APPeals and

External Review (Process G)

Ail

3-00029 Voluntary Abortion All

3-00232 Orally Administered Anti-Cancer
Medications - PPO

Ail

4-00004 Materniiv Manaqement Program All

3-00237 Rx Nebraska Prescription Drug Program Ail
All

3-00203 OS IUMY SUHT'LItrs

3-0001 B PKIVtsN IIVtr, VIJI\JI\
3-0001 6 Sexual Arousal/Erectile Dysfunction

Exclusion

Ail

Miscellaneous Notes

ion 13, however' also contains
Ambulance co-Pay.

Medical

Dental

App-Att-Endorsement Summary 1/201 3
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MASTER GROU P APP LICATION
Roil Listing

RolllD Floll Name
SARPY COUNTY
SABPY COUNTY.RETIREES
SARPY COUNTY
SAFPY COUNTY-COBRA

Rotl Addition/Deletion

Roll Name

I

_i
I

__:l
I

I

I

I

Break Out Code

troll Lisiinq Eev. 5/201 1



EXHIBIT B

EMPLOYEE BENEFIT SYSTEMS
THIRD PARTY ADMINISTRATION SERVICE AGREEMENT

THIS AGREEMENT effective July 1, 2013 is made by and between Sarpy County ("Client"), a Political Sub-
division of the State of Nebraska, and Employee Benefit Systems ("Administrator"), an Iowa corporation.

WHEREAS, the Client desires to retain the Administrator to provide certain Administrative
services on behalfofthe Client;

WHEREAS, the Administrator agrees to provide these certain Administrative services on behalf of
ClienU

NOW THEREFORE, in consideration of these promises and the mutual promises set forth in this
Agreement, the parties hereby agree as follows:

1. APPOINTMENT.

The Client appornts the Administrator to provide administrative services, subject to the terms and
conditions of this Agreement. The Administrator shall have only such authoriry as granted expressly by
this Agreement. The Administrator shall not have any authority to make any agreement binding upon
Client.

2. COMPLIANCE WITH LAWS.

The Administrator agrees that it will comply with ali laws, statutes, rules and regulations. Except as

authorized in writing by Client, Administrator shall not disclose to any person, institution, or company
not authorized by Client any information directly or indirectly related to Employees and shall not reveal
any individually identifiable medical information, in accordance with the Health Insurance Portability &
Accountability Act (HIPAA) privacy and security regulations, without first receiving authorization from
the individual involved.

3. BOND.

Administrator shall maintain a Fidelity bond for protection against fraud or dishonesty on the part of
any employee of the Administrator in an amount to comply with Employee Retirement lncome Security
Act [ERISA) guidelines for this size plan.

4.INSURANCE.

Administrator shall obtain and maintain general, E&0 liabiliry insurance and other insurance necessary
or appropriate to insure its ability to comply with all applicable regulations.

5. INDEPENDENT CONTRACTOR.

The relationship between Client and Administrator is intended to be that of independent contractors.
Nothing in this Agreement shall be construed to create any partnership, joint venture or agency or
employment relationship of any kind between Client and Administrator or any employee or agent.

6. STATUS OF ADMINISTRATOR.

Administrator hereby represents and warrants that neither Administrator nor, to the best of its
knowledge, its employees or subcontractors have been charged with a criminal offense.

ePs F0El (65/:C1l)



7, LICENSES.

Administrator represents and warrants that it possesses the necessary licenses from regulatory

authorities to perform its duties under this Agreement and that it is a corporation duly organized and

existing and in good standing under the laws of the State of Iowa.

B. RECORDS.

All records in the possession of the Administrator shall be kept by the Administrator for the periods

required by law. Client may audit during regular business hours any and all records of Administrator

pertaining to claims or premiums paid on behalf of Client's plan participants.

9. CONFIDENTIALITY.

During the course of performance under and during the "fact finding process", each party will obtain or

have access to certaln proprietary information. Each party acknowledges that all such material is

offered on a proprietary baiis, for the sole purpose o[ enhancing this Agreement and wi]l only be used

as necessary to carry out the terms and conditions of this Agreement.

10. COMPENSATION.

Client shall pay Administrator an administrative fee, as described in Addendum A to this Agreement, as

the sole compensation for the performance under this Agreement. Such fee shall be in full satisfaction

of all servicei performed pursuant to this agreement. ln consideration of a monthly administration fee

(as outlined ln addendum A), Administrator agrees to provide claims payment, administrative and

enrollment services for the Client. These servicei shall include but not be limited to the processing and

payment or denial of claims, monthly and yearly reporting of the financial and quality indicators and

.trlrnr data, lile 1099-Med forms to the IRS and provide copies to the provider, and perform other

services as necessary to administer Client's benefit plan'

All benelits will be paid with the care, skill, diligence and impartiality normally expected of a third-party

administrator in the insurance industry. Client shall indemnify and hold Administrator harmless for

any liability relating to Prior Reimbursement Requests and/or Prior Administration.

All forms, materials and computerized checks used by Administrator will be provided at

Administrator's expense. Booklet printing charges are not contemplated under this agreement and will

be separately contracted for as necessary. Enrollment packet information can be provided in an

electronic pdf format upon request. Printed material provided at an additional cost'

11. FINANCIAL REQUIREMENTS,

Client shall adequately fund a checking account, which shall be used exclusively for maintaining reserve

funds, payment of Ciient's claims, premiums and monthly administration fees and other expenses.

Client will be responsible for any monthly checking account service charges relating to this account'

The funding of the checking account (timing and amount) will be the responsibiliry of the Client'

Administrator will not p."-f,-d any claim or premium payments. Neither Administrator nor its officers

shall be liable to pre-fund any of ih" .ortr outlined above in this section, including but not limited to

claim payments, premiums, cost or administration costs. Administrator will not be liable for any claims

resulting from a group's termination due to lack of adequate funding to Administrator.

EPS FO83 105/',2013)



12. CTIENT RESPONSIBILITIES.

Client shall provide a method of notification to Administrator detailing the eligibility of new members
enrolled and those persons that are no longer eligible for the benefit. In the absence of notification (of
termination or Ioss of benefit coverage), eligibility for payment of the claim or other benefit will
continue.

Client hereby authorizes Administrator to draw checks, drafts or other instruments for the payment of
Benefits associated with the processing of Benefits in accordance with the terms and conditions o[ the
Plan and this agreement against any account maintained and designated by Client for this purpose.

ln the event of delayed filing of subrogation or similar claims by any party, including by any
Government agency, Client will retain responsibility for all benefits payable under the Health Care Plan

in effect at the time the loss is incurred. Administrator shall handle any such matters in a timely
manner. If Client has retained another Administrator when such an event happens, Administrator shall
provide any information it may have related to the matter as soon as possible.

13. CTAIMS APPEALS.

Administrator shall refer to Client or its designee, for final determination, any claim for benefits or
coverage that is appealed after initial rejection by the Administrator or any class of claims the Client
may specifu, including: (a) any question of eligibility or entitlement of the claimant for coverage under
the Plan; (b) any question with respect to the amount due; or (c) any other appeal.

14. TERM & TERMINATION.

a. Term. The initial term of this Agreement shall be for one (1) year. This Agreement shall renew
automatically each year unless either party gives notice of termination to the other party at least

sixty (60) days prior to beginning of any term.

b. Termination. This Agreement shall terminate:
a. By mutual agreement of the parties;
b. By either party, if, after giving wrjtten notice of any material breach, the breaching party

fails to correct such breach within 30 days of receipt of such written notice.
c. Post Termination Duties. The parties shall have no duties upon termination of this

Agreement except to settle their accounts, including payment of any indebtedness and,

to carry out any residual obligations which arose while this agreement was in force.

Administrator can and will offer to process any run-out claims for a fee agreed upon by
both parties.

d. Administrator can and will offer to process any run-out claims for a fee that is based on

the current PEPM cost times the number of participants at date of termination. The

agreed upon fee, based upon the number of months of run-out, must be paid in full
before any run-out claims will be processed.

15. INDEMNIFICATION AND HOID HARMLESS.

a. Client shall indemnify Administrator and hold it harmless from and against all loss, liability,
damage, expense, attorney's fees, or other obligations resulting from, or arising out of, any act or
omission of Client in connection with the Program, or claim, demand, or lawsuit by Program
Participants and beneficiaries against Administrator in connection with benefit payments or
services performed (or not performed) by the client hereunder. In addition, Client shall
indemnify Administrator and hold it harmless from and against any liabiliry, expense, demand,

EP-S F08l 105/r013)



or other obligation resulting from or arising out of any premium charge, tax, or similar
assessment (federal or state), for which the Program or Client is liable. Client shall also have the
indemnification obligation described in Section 10.

b. Administrator shall indemnify Client and hold it harmless from and against all loss, liability,
damage, expense, attorney's fees or other obligations resulting from, or arising out ol any act or
omission of Administrator in connection with the Program, or claim, demand, or lawsuit by
Program Participants and beneficiaries against Client in connection with benefit payments or
services performed [or not performed) by Administrator hereunder. In addition, Administrator
shall indemnify Client and hold it harmless from and against any liability, expense, demand, or
other obligation resulting from or arising out of any premium charge, tax, or similar assessment
(federal or state), for which the Administrator is liable.

16. GENERAL PROVISIONS

a. Administrator agrees to provide at least 60 days notice prior to future fee increases and to limit
such increases to once in a 12-month period. The fee thereafter shall be based on each month's
count of participating employees. For fee calculation purpose, Plan participants on Leave of
Absence, early retirement and COBRA extensions will be included as employees. Administrator
willbillthe group monthly for the administration fee.

b. Entire Contract - This agreement supersedes any and all previous contracts, stipulations and

agreements, written or oral.
c. Applicable Law - This Agreement shall be deemed to be an Iowa contract, and shall be construed

and governed by the laws of such state.

Mark Lehman, CFO

6/z</'
Date Date

Employee Benefit Systems ' 214 North Main Street ' Burlington, lA 52601
Phone: 800-373-7327' Fax: 379-753-6114' www.ebs-tpa.com

(r-tt-\3
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AGREEMENT BETWEEN
EMPLOYEE BENEFIT SYSTEMS AND

SARPY COUNTY

ADDENDUM (A)
FEE SCHEDULE EFFECTIVE JUIY L,2OL3

Partial Self-Funding Administration 6.50 pepm

x Please note some fees are annual and some fees are pepm (per employee per month).

**The above stated fees may be discounted contingent upon having multiple services. If one or more
services are dropped, EBS may adjust fees accordingly.

These fees include standard reporting only. Additional reports will be charged an additional fee

accordingly. Enrollment packet information can be provided in an electronic pdf format upon request.
Printed material provided at an additional cost.

Employee Benefi t Systems

?A/Z
Mark Lehman, CFO

6/a/rs
Date

L-lt -13
Date

Employee Benefit Systems' 214 North Main Street'Burlington, IA 52601
Phone: 800-373-7327' Fax: 319'753-6114' www.ebs-tpa.conl

Sarpy County

orized Signature & Title



AGREEMENT BETWEEN
EMPLOYEE BENEFIT SYSTEMS AND

SARPY COUNTY

ADDENDUM (B)
BUSINESS ASSOCIATE AGREEMENT

1. PREAMBLE.
THIS BUSINESS ASSOCIATE AGREEMENT ("Agreement")
Agreements (as defined below) between Sarpy County

Systems ("Business Associate"J fiointly "the Parties"J.

amends and is made a part of all Services

f"Covered Entity") and Employee Benefit

2, DEFINITIONS.
The following terms used in this Agreementshallhave the same meaningas those in the HIPAA Rules:

Breach, Data Aggregation, Designated Record Set, Disclosure, Health Care Operations, lndividual,

Minimum Necessary, Notice of Privacy Practices, Protected Health Information, Required By Law,

Secretary, Security Incident, Subcontractor, Unsecured Protected Health Information, and Use.

(a) "Business Associate" shall generally have the same meaning as the term "business associate" at 45 CFR

160.103, and in reference to the party to this agreement, shall mean Employee Benefit Systems.

tb) "Covered Entity" shall generally have the same meaning as the term "covered entity" at 45 CFR

160.103, and in reference to the party to this agreement, shall mean Sarpy County.

(c) "Electronic PHl" shall mean protected health information that is transmitted or maintained in any

electronic media, as this term is defined in 45 C.F'R' S 160'103'

(d) "HIqAA Rules" shall mean the Privacy, Security, Breach Notification, and Enforcement Rules at 45

CFR Part 160 and Part164.

(") "Limited Dato Set" shall mean protected health information that excludes the following direct

identifiers of the individual or of relatives, employers, or household members of the individual:

(i) Names;

[iiJ Postal address information, other than town or cify, State, and zip code;

(iii)Telephone numbers;

(ivJFax numbers;

(v) Electronic mail addresses;

(vi) Social security numbers;

[viij Medicai record numbers;

[viii) Health plan beneficiary numtrers;

(ix) Account numbers;

(xJ Certificate/license numbers;

(xi) Vehicle identifiers and serial numbers, including license plate numbers

(xii) Device identifiers and serial numbers;

(xiiiJ Web Universal Resource Locators (URLsJ;

(xiv) Internet Protocol (lP) addresses numbers;

[xv) Biometric identifiers, including finger and voice prints; and



?

(xvi) Full face photographic images and any comparable images.

(0 All terms that are used but not otherwise defined in this Agreement shall have the meaning specified

under HIPAA Rules and related statutes, regulations, and other official government guidance.

PURPOSE.

The HIPAA Rules require Covered Entify to obtain, and Business Associate to provide, satisfactory written

contractual assurances before Business Associate may create, receive, maintain, or Disclose PHI to
perform Business Associate Functions. This Agreement is entered into to provide the contractual

assurance required under the HIPAA Rules.

PRIVACY AND SECURITY OF PROTECTED HEALTH INFORMATION.

(a) Permitted Uses and Disclosures. Business Associate is permitted to use and disclose Protected

Health lnformation only as set forth below.

(i) Functions and Activities on Covered Entity's Behalf. To provide the services as outlined in this

entire Agreement.

tii) Business Associate's Operations. Business Associate may use Protected Health Information

for the proper management and administration of the Business Associate or to carry out the

legal responsibilities of the Business Associate. Business Associate may disclose Protected

Health Information for the proper management and administration of the Business

Associate or to carry out Business Associate's legal responsibilities, provide that -

ta) The disclosure is Required by Law; or

(b] Business Associate obtains reasonable assurance from any person or entity to which

Business Associate will disclose Protected Health Information that the person or

entity will -
(1) Hold the Protected Health Information in confidence and use or further

disclose the Protected Health lnformation only for the purpose of which
Business Associate disclosed Protected Health Information to the person or
entity or as Required bY Law; and

(2) Immediately notify Business Associate of any instance of which the person or

entity becomes aware of a breach of Protected Health Information as that

term is defined in CFR 45 L64.402.

(iii) Minimum Necessary. Business Associate will, in its performance of the functions, activities,

services, and operations specified above, make reasonabie efforts io use, to disclose, and to

request only the minimum amount of Protected Health lnformation reasonably necessary to

accomplish the intended purpose of the use, disclosure, or request, except that Business

Associate will not be obligated to comply with this mininrum-necessary limitation if neither

Business Associate nor Covered Entify is required to limit its use, disclosure, or request to

the minimum necessary under the HIPAA Rules. Business Associate and Covered Entity

acknowledge that the phrase "minimum necessary" shall be interpreted in accordance with

the HIPAA Rules.

Prohibition on Unauthorized Use or Disclosure. Business Associate will neither use nor disclose

Protected Health Information, except as permitted or required by this Agreement or in writing
by Covered Entity or as Required by Law. This Agreement does not authorize Business

Associate to use or disclose Covered Entify's Protected Health Information in a manner that

+.

(b)
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5.

would violate the HIPAA Rules if done by Covered Entity, except as permitted for Business

Associate's proper management and administration, as described above.

(c)
lnformation.

ii] Privacy of Protected Health lnformation and Electronic Protected Health lnformation.

Business Associate will develop, implement, maintain, and use appropriate administrative,

technical, and physical safeguards to protect the privacy of Protected Health Information

and Electronic Protected Health Information. The safeguards must reasonably protect
protected Health Information and Electronic Protected Health lnformation from any

intentional or unintentional use or disclosure in violation of the Privacy Rule and limit
incidental uses or disclosures made pursuant to a use or disclosure otherwise permitted by

this Agreement. To the extent the parties agree that the Business Associate will carry out

directly one or more of Covered Entity's obligations under the Privacy Rule, the Business

Associate will comply with the requirements of the Privacy Rule that apply to the Covered

Entily in the performance of such obligations.

(iil Security of Covered Entity's Electronic Protected Health tnformation or Protected Heolth

Infarmation. Business Associate will comply with the Security Rule and will use appropriate

administrative, technical, and physical safeguards that reasonably and appropriately protect

the confidentiality, integrity, and availability of Electronic Protected Health Information or

Protected Health lnformation that Business Associate creates, receives, maintains, or

transmits on Covered Entity's behalf'

tiiil No Transfer of PHI or Electronic PHI )utside llnited States. Business Associate will not

transfer Frotected Health Information or Electronic Protected Health Information outside

theUnitedStateswithoutthepriorwrittenconsentoftheCoveredEntity' Inthiscontext,a
"transfer" outside the United States occurs if Business Associate's workforce members,

agents, or subcontractors physically located outside the United States are able to access, use,

or disclose Protected Health Information or Electronic Protected Health Information'

(d) Subcontractors. Business Associate will require each of its Subcontractors to agree, in a written

agreement with Business Associate, to comply with the provision of the Privacy Ruie and

Security Rule; to appropriately safeguard Protected Health lnformation created, received,

maintained, or transmitted on behaif of the Business Associate; and to apply the same

restrictions and conditions that apply to the Business Associate with respect to such Protected

Health Information.

(e) Prohibition on Sale of Protected Health Information. Effective September 23,2013, Business

Associate shall not engage in any sale (as defined in the HIPAA RulesJ of Protected Health

Information.

(0 Prohibition on Use or Disclosure of Genetic Information. Effective September 23,2073'
Business Associate shall not use or disclose Genetic Information f,or underwriting purposes in

violation of the HIPAA Rules.

tgl penalties for Noncompliance. Business Associate acknowledges that it is subject to civil and

criminal enforcement for failure to comply with the HIPAA Rules, to the extent provided by the

and HIPAA Rules.

COMPLIANCE WITH ELECTRONIC TRANSACTIONS RULE.

If Business Associate conducts in whole or part electronic Transactions on behalf of Covered Entity for

which HHS has established standards, Business Associate will comply, and will require any

Subcontractor it involves with the conduct of such Transactions to comply, with each applicable

ES.< F!p3 (05/2013)



6.

requirement of the Electronic Transactions Rule and of any operating rules adopted by HHS with
respect to Transactions. In accordance with Section 15, EBS Third Parfy Administration'Service
Agreement, the Administrator shall be liable for any penalties resulting from failure to comply.

INDIVIDUAL RIGHTS.

(b)

Access. Business Associate will, within 30 calendar days following Covered Entity's request,

make available to Covered Entity (or, at Covered Entity's written direction, to an individual or
the individual's designee) for inspection and copying Protected Health Information about the

individual that is in a Designated Record Set in Business Associate's custody or control, so that
Covered Entity may meet its access obligations under 45 CFR 51,64.524. Effective September 23,

201,3, if Covered Entity requests an electronic copy of Protected Health Information that is
maintained electronically in a Designated Record Set in the Business Associate's custody or

control, Business Associate will provide an electronic copy in the form and format specified by

the Covered Entity if,it is readily producible in such forma! if it is not readily producible in such

format, Business Associate will work with Covered Entity to determine an alternative form and

format that enable Covered Entity to meet its electronic access obligations under 45 CFR

s1,64.524.

Amendment. Business Associate will, upon receipt of written notice from Covered Entity,

promptly amend or permit Covered Entity access to amend any portion of an individual's

Protected Health Information that is in a Designated Record Set in the custody or control of the

Business Associate, so that Covered Entity may meet its amendment obligations under 45 CFR

s 164.5 2 6.

Disclosure Accounting. To allow Covered Entity to meet its obligations to account for

disclosures of Protected Health Information under 45 CFR 5164.528:

ti) Disclosures Subject to Accounting. Business Associate will record the information
specified below ("Disclosure Information") for each disclosure of Protected Health

Information, not excepted from disclosure accounting as specified below, that Business

Associate makes to Covered Entity or to a third party'

(ii) Disclosures Not Subject to Accounting. Business Associate will not be obligated to record

Disclosure lnformation or otherwise account for disclosures of Protected Health

Information if Covered Entity need not account for such disclosures under the HIPAA

Rules.

(iii) Disclosure Information. With respect to any disclosure by Business Associate of

Protected Health Information that is not excepted from disclosure accounting under the

HIPAA Rules, Business Associate will record the following Disclosure Information as

applicable to the type of accountable disclosure made:

(a) Disclosure Information Generally. Except for repetitive disclosures of Protected

Health lnformation as specified below, the Disclosure Inlormation that Business

Associate must record for each accountable disclosure is (i) the disclosure date,

(ii) the name and (if known) address of the entity to which Business Associate

made the disclosure, (iiiJ a brief description of the Protected Health lnformation
disclosed, and (iv) a brief statement of the purpose of disclosure.

(b) Disclosure Information for Repetitive Disclosures. For repetitive disclosures of
Protected Health Information that Business Associate makes for a single purpose

to the same person or entity (including Covered EntityJ, the Disclosure
lnformation that Business Associate must record is either the Disclosure
Information specified above for each accountable disclosure, or (il the

Disclosure Information specified above for the first of the repetitive accountable

(a)

(c)

€ES F08: (05l?!1t)



(d)

disclosures; (ii) the frequency, periodicity, or number of the repetitive

accountable disclosures; and [iii) the date of the last of the repetitive

accountable disclosu res.

(iv) Avaitability of Disclosure lnformation. Business Associate will maintain the Disclosure

Information for at least 6 years following the date of the accountable disclosure to which

the Disclosure Information relates. Business Associate will make the Disclosure

lnformation available to Covered Entity within 60 calendar days following Covered

Entity's request for such Disclosure Information to comply with an individual's request

for disclosure accounting.

Restriction Agreements and Confidential Communications. Covered Entity shall notify Business

Associate of any limitations in the notice of privacy practices of Covered Entity under 45 CFR

S164.520, to the extent that such limitatron may affect Business Associate's use or disclosure of
protected Health lnformation. Business Associate will comply with any notice from Covered

Entity to [1) restrict use or disclosure of Protected Health lnformation pursuant to 45 CFR

516a.522(a)1, or (2) provide for confidential communications of Protected Health Information

pursuant to 45 CFR 5164.522(b), provided that Covered Entity notifies Business Associate in

writing of the restriction or confidential communications obligations that Business Associate

must follow. Covered Entify will promptly notify Business Associate in writing of the

termination of any such restriction or confidential communications requirement and, with

respect to termination of any such restriction, instruct Business Associate whether any of the

Protected Health lnformation will remain subject to the terms of the restriction agreement.

BREACHES AND SECURITY INCIDENTS.

fai Reoortins.

(i) lmpermissible IJse or Disclosure. Business Associate will report to Covered Entity any use

or disclosure of Protected Health Information not permitted by this Agreement

immediately after Business Associate discovers such non-permitted use or disclosure.

(ii) Breach of IJnsecured Protected Health lnformation Business Associate will report to

Covered Entity any potential Breach of Unsecured Protected Health Information

immediately after discovery of such potential Breach. Business Associate will treat a

potential Breach as being discovered in accordance with 45 CFR 5164.410. Business

Associate willmake the report to Covered Entity's HIPAA Officer. If a delay is requested

by a law-enforcement official in accordance with 45 CFR 5164.41,2, Business Associate

may delay notifying Covered Entify for the applicable time period. Business Associate's

report will include at least the following, provided that absence of any information will

not be cause fcr Business Associate to delay the report;

(r) Identify the nature of the Breach, which will include a brief description of what

happened, including the date ofany Breach and the date ofthe discovery ofany
Breach;

(b) ldentify the types of Protected Health Information that were involved in the

Breach fsuch as whether fu]l name, Social Security number, date of birth, home

address, account number, diagnosis, or other information were involvedJ; and

(c) Identify who made the non-permitted use or disclosure and who received the

non-permitted disclosure;

Within 30 calendar days, Business Associate is to report the following to the Covered Entity:

EES FO3! I O5 /2a1 I )
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tb)

(a) Identify what corrective or investigational action Business Associate took or will
take to prevent further non-permitted uses or disclosures, to mitigate harmful
effects, and to protect against any further Breaches;

(b) Identify what steps the individuals who were sub;'ect to a Breach should take to

protect themselves; and

(cl Provide such other information, including a written report and risk assessment

under 45 CFR 5164.402'

(iii) Security lncidents. Business Associate will report to Covered Entity any Security Incident

of which Business Associate becomes aware. Business Associate will make this report
once per month, except if any such Security Incident resulted in a disclosure not

permitted by this Agreement or Breach of Unsecured Protected Health Information,

Business Associate will make the report in accordance with the provisions set forth

ahove.

Mitigation. Business Associate shall mitigate, to the extent practicable, any harmful effect

known to the Business Associate resulting from a use or disclosure in violation of this

Agreement.

Breach Notification. Business Associate will handle breach notification to individuals, the HHS

Office for Civil Rights (OCR), and potentially the media on behalf of the Covered Entity.

Post Breach Action Plan. The Business Associate will create a Post-Breach Action Plan including

a description of what occurred, explanation of deficiency, timetable with targeted completion

dates to resolve any deficiency, and monitoring and implementation activities.

Ic)

(d)

B. TERM AND TERMINATION.

(a) Term. This Agreement shall be effective as of iuly 1.,201,3, and shall terminate upon termination
of underlying services agreement, subject to the provisions regarding return or destruction of

PHI.

(b) Right to Terminate for Cause. Covered Entity may terminate this Agreement if it determines, in

its sole discretion, that Business Associate has breached any provision of this Agreement, and

after written notice to Business Associate of the breach, Business Associate has failed to cure the

breach within 30 calendar days after receipt of the notice. Any such termination will be

effective immediately or at such other date specified in Covered Entity's notice of termination.

(c) Treatment of Protected Health Information on Termination'

(i) Return or Destruction of Covered Entity's Protected Health Information is Feasible' Upon

termination of this Agreement, Business Associate will, if feasib]e, return to Covered

Entify or destroy all Protected Health Information in whatever form or medium,

including all copies thereof and all data, compilations, and other works derived

therefrom that allow identification of any individual who is a subject of the Protected

Health Information. This provision shall apply to Protected Health Information that is in

the possession of any Subcontractors of Business Associate. Further, Business Associate

shall require any such Subcontractor to certify to Business Associate that is has returned

or destroyed all such information which could be returned or destroyed. Business

Associate will complete these obligations as promptly as possible, but not later than 60

calendar days following the effective date of the termination of this Agreement.

(ii) procedure When Return or Destruction ls Not Feasible. Business Associate will identify
any Protected Health Information, including any Protected Health Information that

Business Associate has disclosed to Subcontractors, that cannot feasibly be returned to

EPS F0p1 (05/2013)
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Covered Entity or destroyed and explain why return or destruction is infeasible.

Business Associate will limit its further use or disclosure of such information to those

purposes that make return or destruction of such information infeasible- Business

Associate will complete these obligations as promptly as possible, but not later than 60

calendar days following the effective date of the termination or other conclusion of

Agreement.

(iii) Continuing Privacy and SecuriLy )bligations. Business Associate's obligation to protect

the privacy and safeguard the security of Protected Health Information as specified in

this Agreement will be continuous and survive termination or other conclusion of the

Agreement.

9. GENERAL PROVISIONS.

(bl

(c)

(d)

(e)

(0

te)

(h)

(il

In the event of an inconsistency between the provisions of this Addendum and a mandatory

term of the HIPAA Rules (as these terms may be expressly amended from time to t,me by the

DHHS or as a result of interpretations by DHHS, a court, or another regulatory agency with

authority over the PartiesJ, the interpretation of DHHS, such court or regulatory agency shall

prevail. ln the event of a conflict among the interpretations of these entities, the conflict shall be

resolved in accordance with rules of precedence'

Where provisions of this Addendum are different from those mandated by the HIPAA Rules, but

are nonetheless permitted by the HIPAA Rules, the provisions of this Addendum shall control.

Inspection of Internal Practices, Books, and Records. Business Associate will make its internal

prr.tl."r, books, and records relating to its use and disclosure of Protected Health Information

available to Covered Entity and to HHS to determine compliance with the HIPAA Rules'

Amendment to Agreement. This Agreement may be amended only by a written instrument

signed by the parties. In case of a change in applicable law, the parties agree to negotiate in

good faith to adopt such amendments as are necessary to comply with the change in law.

No Third-Partv Beneficiaries. Nothing in this Agreement shall be construed as creating any

rights or benefits to any third parties.

lnterpretation. Any ambiguity in the Agreement shall be resolved to permit Covered Entity and

Business Associate to comply with the applicable requirements under the HIPAA Rules.

Governing Law. Jurisdiction, and Venue. This Agreement shall be governed by the law of Iowa,

except to the extent preempted by federal law.

Severabilit-v. The invalidity or unenforceability of any provisions of this Agreernent shall not

iffect the rralidity or enforceability of any other provision olthis Agreement, which shall remain

in full force and effect.

Construction and lnterpretation, The section headings contained in this Agreement are ftlr

reference purposes only and shall not in any way affect the meaning or interpretation of this

Agreemeni. ti,ir agr"".ent has been negotiated by the parties at arm's-length and each of

them has had an opportunity to modify the language of the Agreement' Accordingly, the

Agreement shall be tieated as having been drafted equally by the parties, and the language shall

bJ construed as a whole and according to its fair meaning. Any presumption or principle that

the language is to be construed against any party shall not apply. This Agreement may be

executed in counterparts, each of which shall be deemed to be an original, but all of which, taken

together, shall constitute one and the same agreement.

(a)

t,) Notices. All notices and communications required by this Agreement shall be in writing. Such

notices and communication shall be given in one of the following forms: (i) by delivery in

EPS FO€j t05l7011 )
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tk)

person, (ii) by a nationally-recognized, next-day courier service, [iii) by first-class, registered or
certified mail, postage prepaid; or [iv) by electronic mail to the address that each party specifies
in writing.

Entire Agreement. This Agreement constitutes the entire agreement between the parties with
respect to its subject matter and constitutes and supersedes all prior agreements,
representations and understandings of the parties, written or oral, with regard to this same
subject matter.

Employee Benefit Systems

e /zc/r"
Date

Employee Benefit Systems' 21.4 North Main Street' Burlington, IA 52601
Phone: 800-373 -1327 ' Fax:319-753-61t4 ' www.ebs-tpa.com

Mark Lehman, CFO

Sarpy County

orized Signature & Title

Date
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.1.

AGREEMENT BETWEEN
EMPTOYEE BENEFIT SYSTEMS AND

SARPY COUNTY

ADDENDUM [C) RESPONSIBILITY AGREEMENT

1. Group Setup and Renewal Information
a. The Client and or the Agent is responsible for completing, signing, and returning the Setup or

Renewal Forms and Re-enrollment Forms by the designated deadline.

2. Adds, Changes or Terminations
a. Notices of additions, changes or terminations of members should be sent to the EBS Billing and

Enrollment Specialist in a timely manner.

b. The maximum adjustment for late notification of additions, changes, or terminations is 60 days

from date of receipt by EBS. (Ex: Employee terminates coverage December 1't. EBS is notified

April 1Orh . credit willbe given for prior 60 days, February and March).

c. EBS will not be responsible for claims paid in the event that a change or termination was not

sent to EBS in a timelY fashion.

Report Verification
a. The Client is responsible for reviewing the EBS Monthly Reports if applicable and the Monthly

Billing Statement against their payroll and other records for accuracy.

Payroll Reporting for Flex Spending Accounts (if applicable)
a. The Client is responiible to provide the payroll contributions information to EBS in a timely

manner,

5. Claim Funding (if aPPlicable)
a. The preferred method of funding the claims account is by ACH'

b. If another method is used to fund processed claims, EBS will not hold claims longer than four

business daYs.

c. EBS will not be responsible for any overdraft fees or bank charges due to non-funded

accounts'

6. IRS Reporting (if aPplicable)
a. Clients with over l-00 lives are required to file Form 5500 Annual Report / Report of Employee

Benefit Plan.

7. Fees on Self Insured Health Plans (if applicable)
a. Clients with self insured health plans are responsible for the payment of any fees assessed (i'e.

Comparative Effectiveness Research (CER feesJ in accordance with any new or revised federal

andf or state regulations.

1. Adds, Changes or Terminations
a. Administrator will process adds, changes, or terminations in a timely manner, within seven to

ten business days after receipt of notification.

EF-S F08l (05/2011)
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2.

3.

Claims Processing (if applicable)
a. CIaims will be paid in a timely manner consistent with normal business practices.
b. Administrator will contact the Client in the case where additional funds are needed to release

processed claims. Administrator will not hold claims longer than four business days.

Reports
a. Administrator will generate a Monthly Billing Statement and send by email to the Client. If EBS

bills the client for payroll contributions and additional funding has been collected throughout
the year, an adjustment to the monthly billing will be made on the twelfth -12th-month bill of the
Plan Year.

b. Check registers will be sent by email to the Client.
c. Monthly Reports and Financials will be sent by email to the Client if applicable.

ID Cards (if applicable)
a. Administrator will create and send out ID cards for the members.

Employee Benefit Systems Sarpy County

4.

?z*/4
MarkLehman, CFO

e/2,/tz
Date Date

Employee Benefit Systems ' 214 North Main Street ' Burlington, lA 5260L
Phone: 800-373 -t327 ' Fax 319-753'61,14 ' www.ebs-tpa.com

Sarpy County

orized Signature & Title
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EtsS
o
D

heit"r:

CIient Numben
Plan Year:

Services:

717/20L3-6/30/2014
49130

PSF Renewal
Plan

nsor - All Informadon is uired for Renewal Grou

Sarpv CounW

EAST ANNEX: 1261 Golden Gate Dr, Suite 4E, Papillion, NE 68046'2895

PSF

Plan
47 -6006504Group Name:

Address:

Telephone:

Contact:

AgencY:

Agent

+02-593-4485 Facsimile: +02-593-578t Website:

Kardn Buche Title: HR Director Email: kbuche@sarpy.com

Williams-Deras Address: 10040 REeencv Cir, Ste 345, 0maha NE 68L14

Mike Williams/Stephanie Dow Phone: 402-398-9898 Email: steph@williamsderas.com

ls this group a part of a Collective Bargaining Agreement? X y"s E no

PSF Plan lnformation

REIMBURSEMENT PLAN (EMPLOYEE PLAN)
Plan: PSF ln-Network

Single Family
Non-Network

Single FamilY

Deductsble:

O ut-of-Pocket maximum [OPM) :

Co-insurance:

Deductible included in OPM; D ves fltto

Co-pay: 0V = $ 30/60 ER = $ r.00

EI Yes L t'lo

Weliness = $ SuplAccd = $

Drug Program:

Additional Detail:

Affach additional sheet(s) if necessary and note on tle line above

Does the family plan start paying if 1 person in tle famiJy reaches the single OPM or does the total family oPM have to be met

before the plan pays? X-r p.ttot ! rotal family

Maximum dollar exposure to the employer per member, in-network:
Maximum dollar exposure to dte employer per member, non-network:

Employee Benefit Systems '214 North Main Street' P0 Box 1053' Burlingtoo IA 52601

Phone: 800-3 73 -!3 27' F ax 3 19'7 53'39 67' ww'ebs-qa.com

$2,s00

PLEASE ATTACH PLAN SUMMARY FROM CARRIER
PR]MARY PI-AN IEMPLOYER PLAM

Carrier: BCBS NE OBS PIan Number: Base Plan #1

Group Plan Number:

4* Qtr. Carryover?

Fomily

I ves f]No
0ut-of-Pocket maximum (0PM):

Co-insurance:

Deductible included in OPM: Xves f]lto

Co-pay: OV=$ 30/50 ER=$ 100

Drug Program: {L0/40

Does the family plan start paying if 1 person in the family rreaches the single OPM or does the total family oPM have to be met

before the plan pays? fi 1 person fl total family

$4,000 $8,000

$5,000 $ 10,000

70/30

$8,000 $16,000

$11,900 $23,800

50/s0

70 /30

PSFAdmin $6.50/75 EOB Fee Annual Fee waived

Online Enrollment Fee OR Monthly minimum fee:



Empl oyee _[enefit Systems Third Party Administration ServicesEBS
o
DJ

aJ

irerp:

The Affordable care Act (ACAI requires that all group hedth plans, group health plan administrators, and health insurance issuers

begin providing a Summary oiB"nefirs and coverage (SBC) to contract holders at specific times beginn.ing September 23,2012-The

SBL is required to follow a standard forma! and is designed to provide clear, easy to understand information about coverage and

benefits.

EBS is preparing to provide SBG for our partial self funded and self funded groups on September 23,2012 beginning wit} an

e*ptoy..,s rene-wal enrollrnent period oi the employer's plan year - whichever comes firsl If you would pre fer that EBS not prePare

your SBC, please indicate below-

EBS will need tbe actual open enroliment dates and a copy of the fully insured p)an sBC 30 days in advance of the annual enrollment

period. This will allow rjme for us to creare and send SBtis) within your compliance period. Please be aware that complying with the

SBC requirements in ACA is a Plan Sponsor responsibility-

Do you want EBS to prepare your SBC? [l yes f] no

If no, who will Prepare Your SBC?

when is your Enrorrment Period (e.g. t2/L/2012-tz1ts.1ntttzl, 
b/t 

lA-bl ZOI *
EBS must have tlis comoleted slgned renewal form and a copy of the fully insured plan SBC 30 davs Prior to the grouP's

annual open enrollment Period'

When does a new employee come on the plan? (ex First of dre month following date of hire) A) 1st of montlr following DOH

unless hire date is 1't = immediately
eligible
Bl Elected Offi cial/Chief DePutY:

immediatel talrcns office

How many hours does an employee need to work to be eligible?

For covered dependent children, what types does tbe group cover? (natural, adopted, step,

foster, grandchildren, court-appointed legal guardian, legal dependents of domesUc partrrer]

For covered spouse, does the group allow only legally married, or also common law or

domesuc partners?

Title of group's lega) contact (person within the organizationJ

lf tlre group utilized PSF priorto EBS,whatwas tle original effecuve date?

30 for an 0fficial/Chief
N atural, Adopted$teP, Court'
Appointed I rdian

Married

Karen Buche

N/A

Health C.are Reform Sum of Benefits and Cove

n lnformation

Plan Confirmation

EBS shall be entitled to rely on information furnished by tJre Client, Agen! or Broker regarding group set-up, renewal and implementation'

The Cliert, Agent, or Broker will furnish EBS with sucbother information as EBS may reasonably reqrure in the performance of its duties

hereunder. ln the case of inaccurate information provided to EBs, EBs will credir monthly bills and reprocess claims retroactive 6o days

upon notificatron EBS wltl not be held responsible for claims under or over paid prior to that period.

EBs FolE (2013) ryt": L- ll- 15 -.

Employee Benent systems . 214 North Main str-eet' Po Box 1053. Burlington, lA 52601
Phone: 800-373 -L327 ' Fax:319-753-3961' www-ebs-tpacom

Print Name:


